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INTRODUCTORY NOTE 

This is a report of the proceedings of a seminar convened by  Mr. Brendan 
Corish, T.D., TBnaiste and Minister for Health, in Waterford from 15 t o  17 
May, 1975. 

The objective of the seminar was 

"to obtain a preliminary overall view of the state of the health services. 
to direct attention to the major problems which beset them, and t o  
identify the key issues requiring further investigation and attention." 

The report consists of the introductory papers delivered by  the Minister and 
the two guest speakers; reports from groups on different aspects of the 
services and of the discussions on these reports: and a list of the 
participants. 



Part I 

INTRODUCTORY PAPERS 

Opening address by Mr. Brendan Corish, Trinaiste and Minister for Health. 

You are all most welcome to this seminar which in many ways is, I 
suppose, somewhat unique. 

I am very pleased that there has been such a ready response t o  the 
invitations which were issued and my only regret is that it was not possible 
to have even wider representation at our discussions during the next 
few days. 

I think it is worth putting on record how this seminar came about. As 
sometimes happens to Ministers for Health, I was invited t o  a lunch given 
by the Medico-Social Research Board. During the course of our discussions, 
I commented on the fact that since becoming Minister for Health, many of 
my meetings with people in the services and their representatives were in 
difficult-indeed, some would say, confrontation-situations. 

I have, of course, had many pleasant and useful contacts with most 
of you whether at your annual meetings, at the openings of new hospital 
units or homes or otherwise. But on such occasions, we  do tend t o  look 
at things in  a fragmented way. During these few days I hope that this 
very broadly representative gathering can exchange and fuse their thoughts 
in identifying our problems and their solutions. 

It seemed t o  me that it would not only be desirable but  beneficial to 
me as Minister for Health and to the services i f  I could create more 
opportunities to listen to people talking and thinking about the services in 
a fundamental and constructive way, and more opportunities for people to 
listen and talk t o  each other. The organisation of this seminar is a first 
positive attempt on my part to create such a situation. 

The letters of invitation to the various bodies summarised the objective 
of the seminar as being 

"to obtain a preliminary overall view of the state of the services, t o  
direct attention to the major problems which beset them, and to identify 
the key issues requiring further investigation and attention." 
I think that statement made it very clear that I was not  expecting any 

magical solutions from this seminar. What I do hope for, as well as creating 
opportunities t o  communicate, is that the important issues can be pin- 
pointed and that we get a consensus on what needs t o  be done t o  tackle 
them. It is useful and necessary for us to give some time occasionally to 
thinking about our problems in a structured way and trying t o  identify those 
which, i f  solved, would contribute most t o  the improvement of the services 
and we need t o  look at our policies. both in their strategy and in their 
operation. Again, we need t o  look at our management arrangements right 
down through the services and. in particular, those which directly affect the 
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efficiency with which our services are delivered. The last five years have 
seen a fundamental re-structuring of our health administration: it is not too 
early to have a basic look at this structure to identify any defects before 
they become ingrained. 

I am hopeful that the studies and discussions which wi l l  go on at this 
seminar will at least help us to make a good start on these activities. 

Over the next two days, I want t o  listen to you and hear what you 
have to say through the various groups in which you will work and, to the 
extent I can manage it, as individuals. I know that you will discuss openly 
and constructively the problems which you identify in the specific area of 
the services which you will be studying. I will be particularly interested in 
the suggestions which you make as to how You think we can move forward 
within the acknowledged and all too clear constraints of the present 
situation. Irrespective of the economic situation, a Minister for Health in 
a country such as Ireland will aways find himself in a situation where the 
demand will outstrip the resources available to meet it. I t  is a question of 
degree in the extent to which we have to choose between alternatives. It 
happens that, just now, we have relatively little room to manoeuvre and 
i t  is all the more important that we think carefully about the ways in which 
we use our resources and the value we get from their use. 

I suppose it will be a good test of the success of the discussions i f  on 
Saturday evening we  generally feel that the time has not been long enough. 
The truth is that i f  we were to stay here a week, we would probably still 
have many things to discuss and many issues unresolved. Hopefully, your 
chairmen will be able to help you to concentrate on the key issues and t o  
give me as Minister for Health and my Department some clear guidelines 
not only on the problems which you perceive but on the opportunities 
which you think exist for solving them. I hope that our deliberations wil l  
he fr~vitftnl - - . . -. . . - . . 

I would like to thank your Chairman, Dr. Tom Murphy, for accepting 
my invitation to act. As President of University College, Dublin, he is a 
very busy man and we are grateful that he put his present preoccupations 
aside to join us. I would also like to thank the Chairmen and rapporteurs 
of the various groups for agreeing to act. Because of the short time 
available to us, there will need to be a fairly disciplined approach t o  the 
group discussions and I hope you will take the chairmen's controls in good 
part. I do not intend to join any particular group myself but wi l l  be a 
"rover", choosing to listen to different discussions at different times. 

I am very glad that we have with us to help sharpen our thoughts 
during the seminar two eminent speakers from abroad. I have already had 
the pleasure of meeting Mr. Maxwell and discussing with him the somewhat 
worrying implications of his book-"The Growing Dilemma". The theme 
on which he wi l l  speak to us tonight is very closely linked to the thrust of 
his book. Dr. Griffith, while coming to us from the World Health Organisa- 
tion, is a fellow Celt from Scotland. His familiarity with planning systems 
and approaches in various countries will, I am sure, be of help to us during 
the seminar and I am particularly pleased to find that both of them will be 
able to stay with us during most of our deliberations. They are most 
welcome. 

I now declare the seminar open. 



HEALTH NEEDS VERSUS RESOURCES 

(Mr. R. Maxwell, McKinsey and Co. Inc., Management Consultants) 

1. INTRODUCTION 

1.1. I have my marching orders very clear which are that I am to keep 
short, use slides since many of you will be tired and won't listen and get 
you off to a stimulating start. I'll do my best. 

1.2. This is to the best of my knowledge not only a remarkable occasion 
but, as the TBnaiste also said, a unique one. I have worked with govern- 
ments and health agencies in some ten countries, I suppose, around the 
world. I do not know of any which has taken quite this step of the 
Minister for Health getting together with people in such ltey positions 
throughout the service. with so much interest in it, as this group here and 
it seems t o  me a very wise thing t o  do in trying t o  think out how t o  face 
up to the extremely difficult and extremely important problems of running 
a health service in today's conditions. 

1.3. Obviously no answers will be produced in these t w o  days. One hopes 
that a process will start of getting the lines on which you want to develop 
in the future sorted out in a rational way, identifying at this stage what 
some of the problems are, and feeling a sense of community of purpose 
in tackling the problems. It's going to involve quite a lot of thought even 
in these two days and thinking is a painful process. I t  doesn't very often 
happen and it only happens if people feel that it is going to lead t o  a useful 
result. I hope on this occasion it is going to lead to a useful result. I 
think the fact that the TBnaiste is here participating throughout is some 
guarantee of that, that this time the talk is not just talk in an academic 
sense, it's talk with some possibility of influencing policy because here is 
the Minister for Health who wants to talk and who wants to listen. 

1.4. M y  contact with Ireland goes back for some four or five years from 
the passing of the Health Act. The Government of the day decided to make 
some radical changes in the health services and then decided so-called 
experts should come in and tell them how to make the thing they had 
designed work. And that is roughly where I came in. Since then I have 
worked with the Secretary and others at various stages of the process 
of organisation change. But all that was only a means to an end. There 
is no point in organisation change for itself. The change was there-if it 
was justified-to put you into a position t o  get the resources into the place 
where they can do most good and thus enable people who care for the 
sick to do their job as well as possible with the available resources. That's 
what the job is about. 
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1.5. Now in the lrish way the change has happened rather slowly, changes 
that one thought at the time would be done in a matter of weeks turned 
out to take months. Ideas for new ways of doing things, for example for 
rational planning systems, were talked about; one was assured that they 
could happen quickly; a year or two later people gradually saw the need 
for them and then slowly they began to be introduced. So things happened 
slowly in Ireland and there is nothing wrong in that. But there are times 
when slowness is no longer a virtue and I think this is one of them. 

1.6. Now that you have got the organisation changed you may well want 
to think again about some aspects of it, but in my judgment, comparing it 
with other countries, it's not all that bad. There are some problems about 
the relationship with the voluntary hospitak-those may well come up. 
The basic idea-of health boards responsible for the total care of the 
community seems to me an excellent idea. It includes all the needed 
services unlike most countries. The areas are not too big. And the country 
is small enough that Government and boards can communicate with one 
another. Now is the time to think about how best to use the organisation. 
As the resources are going to be more limited in terms of growth than they 
have been in the past, it is all the more urgent to do it. 

1.7. As I said, there are times when slowness is not a virtue. There are 
times when one looks back and says that happened too late. I think the 
time to get down to the task of thinking about where the resources are 
and where they should be needs to, start now because anything that takes 
time to happen takes quite a long time to happen in the lrish context, and 
if it's going to happen wisely the process of getting down t o  it needs to 
start. Now I am not going to talk about organisation and I am not going 
to talk about systems. Dr. Griffith will talk tomorrow about planning, 
which is one of the most important elements. What I am going t o  t ry to 
do is talk about what I see as the basic nature of the problem which you 
are faced with. 

1.8. 1'11 try now at least to fulfil part of my commands which is to use 
slides. In the very brief synopsis which I gave you I managed to tell a 
number of untruths even in such a short space because I said I would 
give you quite a lot of data and I am not going ,to do so. When I saw 
the hand-outs that you have already received I decided that you had plenty 
of data to think about in them. I will use some only for illustrative 
purposes. I also said that I would have available hand-outs for those who 
wanted them but again I decided not to because I thought that the main 
points that I wanted to make I could make verbally and you did not need 
any more paper. I'm going very briefly to give a little demographic back- 
ground and then talk about health needs and changes in those needs. 
Next I will talk about the resources available. Finally, I wil l  discuss the 
balance between needs and resources, which is my main theme. 

2. HEALTH NEEDS 
2.1. First of all (Fig. 1) looking at the EEC countries in terms of population 
it is no surprise to you that Ireland is almost the smallest member, has a 



relatively low rate of population growth (we wil l  look at that again in a 
moment) and a hjgh element of rural population. The birthrate, however, 
is high (Fig. 2). ~t 's  much the highest in the community and the reason 
why your population growth rate has been low is, as you know, because 
of the high rate of emigration. Now all the signs are that the emigration 
rate is going down. Moreover, a couple of other things are happening. 
~t looks as though people are marrying younger and more people are 
marrying in lreland. With this high birth rate the chances are that you wil l  
be unique in Western Europe in having a rapidly growing population for 
some years. You saw in the papers you have got that it may be that in 
ten years or something of that order you will have 25% more births per 
annum than you have now. This may change. The birth rate may come 
more into line with the other countries. It's up to you to consider that 
kind of thing. But the chances are that it won't happen immediately and 
that you do have to think in terms of a different situation than the other 
countries, of a growing population and of a population with a substantially 
larger young element than the other countries. 

2.2. You have always been unusual in having a high dependancy rate, the 
highest in Western Europe, i.e. the highest number of people proportionally 
dependant on those who are working. In particular you have had a high 
proportion in the older age groups. The other countries are now having an 

EEC: POPULATION BY COUNTRY 

ANNUAL 
AVERAGE 

POPU- PERCEN- 
LATION. TAGE 

(millions) (1960-71) 

West Germany 61 0.9 

United Kingdom 56 0.6 

Italy 54 0.8 
France 51 1.1 

Netherlands 13 1.3 

Belgium 10 0.5 

Denmark 5 0.7 

Ireland 3 0.5 

Luxembourg 0.3 0.9 

% 
URBAN 

Figure 1 
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The Irish birth rate is high . . . . 
BIRTHS PER 1,000 POPULATION 

(1973)  

Republic of Ireland 

France 

Italy 

Denmark 

Scotland 

Entland and Wales 

Sweden 

1 6 4  

1 6 0  

1 4 3  

1 1 4 3  

1 3 8  - 1 3 5  

Figure 2 

increasing proportion of old people and you are now changing in the other 
direction, having more people in the younger age groups. 

2.3. In terms of wealth you are the poorest in the EEC in terms of GNP 
per head (Fig. 3). This clearly affects the amount of money which you 
have available t o  spend on health and on other things. The growth rate, 
however, is more or less in line with the others. That is a better position 
to be in than England and Wales with a higher income but a low growth 
rate. Often in social programmes the problem is not the absolute amount 
you have to spend, but in the increase coming in. 

2.4. Continuing to look at the "needs" side, the first thing I would point 
to drawing on the survey the Tbnaiste mentioned is the very sharp declines 
throughout the developed countries in maternal, peri-natal and infant 
mortality rates (Fig. 4) .  These have been perhaps the most remarkable 
single effect of improvements in living conditions and improvements in 
health services. I t  is this and this alone almost which has given countries 
a higher expectation of life, as the Chairman said. For the older age group 
there is no improvement in life expectance and indeed in some cases a 
decline. I t  is only at the very young ages and in the instance of maternity 
that the rates have improved so sharply. Just to give you those figures 
very quickly-in peri-natal mortality (Fig. 4a) you'll see that you are 



EEC: RELATIVE WEALTH 
GNP GROWTH. 

GNPPER CAPITA RATE 
1972 1965-72 
( 8 )  I % )  

Denmark -3,670 3.7 

France -3,620 4.8 

West Germany - 3,390 4.1 

Balgium m 3,210 4.6 

Luxembourg 3.190 3.0 

Netherlands 1.1 2,840 4.3 

United 
Kinnrlnm 2,600 2.0 . . ...> - - . . . 
Italy 

Ireland 

Figure 3 

about halfway down the list. Your percentage decrease was not available 
from the figures because the earlier figure was not  available but  your decrease 
has been roughly in line with the others, I think. In infant mortality 
(Fig. 4b) again you are in about the middle of the list with a rate of 
decrease, rate of improvement which is among the best in the list. So 
that's one of the big successes which means fewer deaths from those 
causes. 

2.5. The second big thing is one I have mentioned already (Fig. 5). the 
probability in Ireland of more births and more children, including alas more 
mentally handicapped children. Those of you who have looked a t  the 

MAIN HEALTH TRENDS 

1. Continuing sharp declines in maternal, perinatal and 
infant mortality 

Figure 4 



SHARP DECLINES IN  
PERINATAL MORTALITY 

DEATHS PER 1 .OW PERCENTAGE 
LIVE BIRTHS DECREASE 

119711 11960-711 

(Sweden -15.7 4o ) 
Denmark -17.5 34 

Netherlands - 17.8 3 0  

Luxembourg - 21.8 33 

England and Wales -22.5 3 3  

France m 22.8 28 

Republic of Ireland -23.1 n.a. 

Scotland -24.8 3 5  

West Germany -25.6 3 0  

Northern Ireland -27.6 3 0  

Italy -30.8 26 

Note: Belgi~~m - not available 
Figure 4 A  

SHARP DECLINES IN 
INFANT MORTALlTY 
DEATHS PER 1.000 PERCENTAGE 

LIVE BIRTHS DECREASE 
119711 11960-711 

(~weden 11.1 33 

Netherlands 1 2 . 1  27 

Denmark 13.5 37 

France - 17.1 38  

England and Waier 11 17.5 20  

Republic of Ireland - 18.0 39 

Scotland -19 9 25 
Belgium -20.4 35 

Luxembourg -22.5 29 

Northern Ireland 2 2 . 7  17 

West Germany -23.3 31 

Italy -28.5 35  
Figure 4 B  
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planning paper will see that the number of mentally handicapped children 
and adults in institutions has grown substantially in the last ten years. 
The chances are that, assuming there is a sharp increase in the number of 
births, there will also be a continuation of the rising trend in the need for 
care of the mentally handicapped. 

MAIN HEALTH TRENDS 

1. Continuing sharp declines in maternal. perinatal and 
infant mortality 

2. Probability in Ireland of need to provide care for growing 
number of births and children (including mentally handi- 
capped) 

Figure 6 

2.6. The third trend then (Fig. 6) is that in the middle age groups, 
i.e. anything from childhood upwards into old age. the mortality is more 
or less static. Deaths in these age groups should be avoidable. The main 
reasons for them are social, that is the way people live: accidents, the 
cancers (partly we  don't know the reasons for the cancers but certainly 
part of the reasons are social, smoking and so on) and the circulatory 
diseases, where again the aggravating factors are social. Mortality from 
these kinds of causes is generally static in the developed countries. No 
improvements are being made. 

MA lN  HEALTH TRENDS 

1. Continuing sharp declines in maternal. perinatal and 
infant mortality 

2. Probability in lreland of need to provide care for growing 
number of births and children (including mentally handi- 
capped) 

3. Static or increasing mortality in middle age groups, 
mainly horn social causes 

Figure 6 



2.7. Then, minor illness is changing (Fig. 7).  Some of the main factors 
of ten years ago have declined. Tuberculosis was still a much more 
substantial factor then than it is now and the infectious diseases were also 
more important. But the total amount of minor illness is at least as much 
as it was then, as measured by the demands on general practice, by sickness 
absence figures, and by such epidemological studies as there are. New 
factors coming in on the whole are less easily identifiable diseases, including 
more psychiatric diseases, and more chronic disease associated with the 
type of social factors that I mentioned earlier and with the growing number 
of old people in the population, which you in Ireland have had in common 
with the other countries. 

MAIN HEALTH TRENDS 

1. Continuing sharp declines in maternal, perinatal and 
infant mortality 

2. Probability in Ireland of need to provide care for growing 
number of births and children (including mentally handi- 
capped) 

3. Static or increasing mortality in middle age groups, 
mainly from social causes 

4. Minor illness changing i ts form, and certainly not 
declining 

Figure 7 

2.8. Then finally (Fig. 8) the pre-eminent importance in today's conditions 
of the chronic diseases. Ten years ago, twenty years ago, the big problems 
were often in the nature of acute diseases and infectious diseases. This 
was what was often causing the deaths among children. Those causes are 
much less important today. The very real advances that have been made 
have dealt with a number of those factors. The problems today are much 
more in the nature of cardiovascular disease, cerebro-vascular disease, the 
cancers, where the problems are ones of the (in the end) ~nevitable 
degeneration of the human body. These are much more difficult diseases 
to deal with and ones where when you deal with one problem another tends 
to crop up in its place. 

2.9. So that's a very quick summary of the needs side. It is inevitably 
quick. I have not used many figures, but I think most of the statements 
there are true. What it amounts to is that the health needs are changing. 
Ireland is unusual in having this potentially big job to do in the field of child 
health and in maternity. In common with all the other countries you have 
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an increasing importance of chronic disease, and an increasingly important 
social element in the causes of disease. In total, the job to be done is 
if anything bigger than it was ten or twenty years ago, and it is certainly 
at least as difficult in terms of the nature of the problems. 

2.10. The slide (Fig. 9)  shows a summary of the disease picture, as 
reflected in mortality rates. I t  illustrates the kinds of changes I was alluding 
to. They are United States figures, but would also apply in most of the 
other developed countries. Go back to 1900 and you wil l  see that the 
biggest single cause of death was pneumonia, the second biggest was 
tuberculosis: both problems of an infectious ltind which have been largely 
dealt with today. Look at today's figures and you see diseases of the heart, 
cancer, cerebro-vascular disease, accidents: all chronic problems except 
accidents which are largely social in cause. Those are the kinds of problems 
one is up against. 

MAIN HEALTH TRENDS 

1. Continuing sharp declines in maternal, pennatal and 
infant mortality 

2. Probability in Ireland of need l o  provide care for growing 
number of births and children (including mentally handi- 
capped) 

3. Static or increasing mortality in middle age groups, 
mainly from social causes 

4. Minor illness changing its form, and certainly not  
declining 

5. Pre-eminent importance of chronic degenerative disease 

Figure 8 

2.11. Those are the mortality figures but the same gets reflected in the 
morbidity figures except perhaps cancer. Taking all these factors and 
ranking the country against each factor Sweden comes out easily on top, 
the Scandinavian countries generally come out high as does the Netherlands, 
England and Wales is in sixth place and the Republic of Ireland is about 
half way down the list. So bearing in mind that you are a poor country 
by comparison with most of the others in this list, and certainly most of 
the others in the EEC, the standard of health you have achieved is good. 
But i t  is still nothing like among the leaders. 
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3. RESOURCES 

3.1. Let's turn then to the resource side. The first fact (Fig. 10) that you 
are all familiar with is that health expenditures have been rising steadily, 
not only in terms of money but also as proportion of the national product. 
That is true in Ireland and it is true throughout the developed world. W e  
will look a t  the figures in terms of GNP. This (Fig. 11) shows the pro- 
portion of gross national product spent in 1960 and in 1969 by each 
country. You see the United States heads the list in 1969 with 6.7%-that 
now is around 8% incidentally-and the other countries go down from 
there. I do not have Ireland in this list. I wil l  show you Ireland in a 
minute. The most noticeable fact that you wil l  see, apart from the ranking 
effect, is that all of them have increased. Up to the white point in the bar 
is the 1960 figure. The increase on the right hand side of the bar is what 
has happened in the 1960s. You will see that the increases varied from a 
small one in Australia and the United Kingdom up to around commonly 
If%, and in some cases a good deal more than that. In Sweden the 
increase was as high as 3%: and remember that this is of a much bigger 
gross national product. If one looks at later figures (Fig. 12) for those 
countries where I have been able to get the figures, this shows 1960, 1969 
and a later figure, '71, '72, or '73. You will see that the figures have gone 
up again, e.g. in the United States with 6.7% in 1969, by 1973 it was 7.7% 
and so on. In all cases the figures have gone on increasing as a proportion . . . . 
of the gross national product. 

CAUSES OF DEATH 
IN THE UNITED STATES 

(fmt rank corresponds to h~ghest death rate) 

D,%ea.eI Of the heart 

cancer and other rnalgnant tumours 

Cersbrovarcular d~rearer 

Accidents 

Pne~rnonma la l l  torrnrl and influenza 

Certain dlrealer ot eerlv mfancy 

Diabetes msllitur 

A r ~ e r ~ o ~ c I e r o ~ I s  

C,rrho.,s 01 the i l "~. 

Bronchitis. emphymm and asthma 

Premature birth 

Nephrim 
Senility 

Diphtheria 

Diarrhoea. enteritis and ulceration 
of the intest ines 

Tuberculosis (all forms1 

Figure 9 



KEY POINTS ON THE RESOURCE SIDE 

1. Health expenditures have risen steadily, not only in terms 
of money but also as a proportion of GNP 

Figure 10 

3.2. Looking at Ireland (Fig. 13), the figures have again increased in the 
same kind of way. These figures are not directly comparable with the ones 
you have just seen because they include only public expenditure. Speaking 
to the Secretary beforehand, we  thought that this 5.7 figure for 1974/5 
might be around 6.5 i f  one added on the private expenditure, and this would 
put you quite well up the list in terms of the proportion of gross national 
product spent. The trend you will see is the same as in the other countries, 

PROPORTlON OF GNP SPENT 
ON HEALTH SERVICES 

Sweden 1960 

Canada 1960 

Netherlands 1963 

West Germany 1961 

Francs 1963 

Austria 1960 

Italy 1960 

Finland 1960 

Australia 1961 

United Kingdom 1960 

* - 1968 
**  - 1970 

Figure 11 



PROPORTION OF GNP SPENT 
ON HEALTH SERVICES 

(%I 

United States 
1960 

1973 7.1 

Australia 

* -  1968 / 

* ' -  1970 
Figure 12 

of fairly rapid increases. not just in the absolute amount spent but as a 
proportion of the total national resources available. 

3.3. The main factors underlying these rises in expenditure have been two 
in  my view (Fig. 14). First, the increased sophistication of services: there 
have been enormous strides in medical science and in technology. Many 
more things are possible today than twenty years ago, than ten years ago 
or five years ago. Extension of the things one can do are coming all the 
time and that is one major factor behind the increased cost. The other 
main factor is wage increases: this has partly been a catching up process. 
Many groups of people i n  health services, including some of the largest 
groups, were poorly paid by  comparison with those outside. There has 
tended to be in most countries a catching up process. In addition, in some 
countries where money has gone in  to health services in a rather ill-judged 
way, some of that money has finished up in a small number of pockets. 
Because the number of manpower and the other non-financial resources did 
not change nearly as quickly as the money did, the result was that it got 
pushed into the higher payments through fees for service and so on. This 
(Fig. 15) is an attempt in the United States over a fifteen year period to 
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PROPORTION OF GNP SPENT 
ON HEALTH SERVICES IN  IRELAND 

( % )  

* - Estimated 
Figure 13 

1 

show the causes of the increase in hospital cbsts: you will see in the upper 
half the most significant causes of an increase of nearly three times in the 
total cost of the hospital system in the United States. The first two are 
lhigher labour per patient day (that is more man hours), and more supplies 
and services per patient day. They accounted between them for more than 
a third of the total increase. The other big factor is wages. The analysis 
is not exact. Nobody has been able to do it exactly. However, people 
have attempted i t  in various countries and have come to similar answers: 
that these are the principal factors behind the increased costs. 
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1. Health expenditures have risen steadily, not only in terms 
of money but also as a proportion of GNP 

2. Main factors underlying the expenditure rises have been 
(a) increased sophistication of services and (b) wage 
increases 

Figure 14 
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3.4. What is the money spent on ? (Fig. 16). Al l  this wil l  be familiar to 
you. By resource category it is manpower: about 70% or something of 
that order. By service category the biggest service in terms of spending 
is the hospital service, accounting for well over half of the total expenditure. 
In Ireland the general hospital service alone accounts for 55%. 
This (Fig. 16a) is a composite picture of manpower in a typical country 
that we surveyed, including the EEC countries. There were in 1969 about 
150 people in health services per 10.000 of the population. The Irish figure 

People employed in heatth services 
Survey average per 10,000 population ............. a. 
Doctors 15 

/ .... 
Dentists 4 ..... 
Pharmacists 5 ............. ............. 
00@809800@00~ 
0@9@@08@8@.9. ............. 
90@88.@@0089* ............. 
09@0e(D.8. 
Supporting staff 100 

Figure 16A 



is very, very similar, but  the make-up is somewhat different. In Ireland you 
have fewer docrors than the average (around 10 compared to the average 
of 15). You also have fewer dentists. You have slightly more pharmacists. 
And you have many more nurses. 

3.5. Then, in terms of hospitals (Fig. you have among the highest 
number of beds per 10.000 of the population of any country that we  
surveyed. This (Fig. 16c) is a picture of how the beds are used in countries 
with which you can compare yourselves in terms of admissions per 10,000 
population, length of stay and Percentage of beds occupied. The slide 
shows you the survey average and the range. I can't compare you on all 
those figures but where I have the figures some differences stand out 
between yourselves and others. In terms of admissions to psychiatric 
hospitals, you have almost twice the average. In terms of general hospital 
admissions you have about 30% above the average. In terms of length 
of stay I cannot compare you for the psychiatric hospitals but for general 
hospitals at this date (1969) your flgure of 15 was the same as the survey 
average. Since then your figure has come down to 12f-still substantially 

HOSPITAL BEDSX BY COUNTAV 

BEDS PER 10,000 PERCENTAGE 
- POPULATION CHANGE 

119711 (1960-69) 

Sweden 1615 t5 

Scotland -4 

Republic of Ireland -40 

Netherlands +22 

Northern Ireland -3 

Luxembourg -6 

West Germany - 11 3 +1 

Italy - 106 +18 

France -31 

Denmark -10 

England and Wdles -9 

Betglum 111 83 o 

^General andpsychiatric hospitals 
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more than in England and Wales, or in the United States. For percentage 
of beds occupied I don't have a figure from you to compare with these, 
but your figures would not be unlike. 

UTILIZATION PATTERN OF GENERAL 
AND PSYCHIATRIC HOSPITALS 

2 
0 i 

3 Y 0 
$4- 8 Q b c  

Ya 4 

Prych~atric hosp~ials 
Survey average 3 7 
Survey range 10-80 

General hospmls 
Survey average 1,034 
Survey range 587- 

1,692 

Figure 16C 

3.6. Next (Fig. 17) is a value judgment that the resources are sometimes 
poorly used. In general terms, it seems to me that there are two types of 
poor use. One is when money, or the resources that money pays for of 
manpower facilities, go for something which is less urgent than something 
else. To take an example from another country: in the United States one 
of the key problems is that very little money, very little resource, goes to 
the poorest groups of the population with some of the biggest health 
problems. That's an example of the kind of thing I mean. A different 
example of poor use is resources being aimed at an important problem but 
not being used effectively. This is very often true of hospital systems. 
Many of the people admitted to hospital don't really need to be there on 
medical grounds and others probably stay there longer than they really 
need to. Thus the hospitals are an extremely expensive, skilled resource 
which is often poorly used. 

3.7. Then (Fig. 18) the final point on the resource side is that the forces 
that have impelled higher expenditure in the past won't slacken in the 
future. Think about some of them. Is medical innovation going to stop ? 
The answer is clearly no. Is the heavy reliance on people, the personnel 
intensiveness of the service, going to change radically ? I don't see it; I 
think it's still going to be a service extremely dependant on people. Are 
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people going to cease to press higher wages and salaries? I don't see 
that either. Are the needs going to stop rising, changing, getting more 
complex ? Well, we looked at the needs side of the question earlier and 
the answer is no, they are not. Now I think all these forces are going t o  
continue and are going t o  be pressures on costs. The only pressure the 
other way is that there are other priorities, other things on which a country 
has got to spend its money. That summarises the "bind" on the resource 
side. The underlying forces are for higher costs, but its very unlikely that 
countries can afford to go on putting in more GNP at the rate that they 
have done in the last two  decades. 

Yet one can easily see how more money can be used. We looked, Don 
Cruickshank and I, at other things that could be done in England and 
Wales with more money (Fig. 19). With an ageing population in Britain 
(a problem you won't have to the same extent in Ireland for the reasons 
which I have given you), with a wish to reduce regional variations, with 
increased staffing costs, with the need for better care for disadvantaged 
groups, and with public demands for all round higher standards, one can 
easily see how more GNP could be absorbed. But as we saw, more GNP 
is probably not going to be available at the same rates as in the past. 

Drawing these two sides together (Fig. 20)-that is, the needs on the one 
side and the resources on the other-it seems to me that the big questions 
are these. First, how much is each country willing and able to spend ? 
In the papers you have got you have some guidelines about that for this 
country in the immediate future. After big increases in real terms, 8% or 
9% in the last two years, it looks like 1% for a year or two. That gives 
you some idea of how much. The second question is how can the resources 

Potential growth of health service expenditure in England and 
Wales between 1971 and 1980 

Percentage of GNP 

Public demand for all-round 
. /higher ndndards 

Care for d~sadvantayed groups 

Increased staffing carts 
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available be applied to where they are most needed and where they can 
do most good ? 

The big questions therefore are 

1. How much is each Country willing and able to spend ? 

2 .  How can the resources available be applied to where 
they are most needed and can do most good? 

Figure 20 

4. NEEDS VERSUS RESOURCES 

4.1. Various economists have said that the key problem in health is that 
you have infinite demand and finite resource. I don't believe it is as simple 
as that. I don't believe that the demand is infinite and I am not sure that 
the demand is terribly important anyway. In the health services, typically, 
i t  is not the individual who demands it is the professional who ascertains 
a need. Somebody comes to him with a want and the professional say? 
what they need. Now these needs are not infinite and they are certainly, 
not homogeneous, not all of one kind. They are not equally serious, rather 
they scale from some that are very important, very obvious ones, to some 
that are probably less important and certainly less obvious. And the job of 
getting the resource to where it is most needed is to t ry and see what are 
the really important needs that are not being met, what are the things that 
are being done that meet a less important need, and try to make some 
kind of shift to where these resources can do most good. Not all services 
are necessarily effective. I t  is one of the understandable but still extraoydl- 
nary things about health and other forms of social care that very little 
questioning, real questioning, of effectiveness has gone on. One does 
things because other people do them or because a new technique becomes 
available and it looks a sensible thing to do. One invests in it trom the 
point of view of people, skills, facilities. The real testing of how much 
good that does is very rare. 

4.2. Now that is all general. I want to stop in a moment, but first I would 
like to try to make it come alive a little because I have talked in conceptual 
terms and I am not sure how alive it has been. I f  one thinks for a moment 
internationally, the point I want to try to make live is that countries have 
very varying amounts of resource, and depending on what they have got 
they can run a health service rationally or irrationally at that level. I will 
try to make that clear. I have worked a lot recently in the Netherlands. 



They have more money to spend than most countries in the world. The 
particular field I am working in is psychiatric care. The expectation is 
coming in psychiatric in-patient treatment that no building should have a 
life of more than ten years. Every ten years buildings are either completely 
demolished and replaced by something new or so drastically modified as to 
be unrecognisable. Now you look a t  the mental hospitals in Ireland and 
think when they were last changed. Most of them at least a hundred years 
ago. The Netherlands is working at a different resource level and some 
of the things they can do you cannot do. 

4.3. Going to the other extreme, we have done some work as a firm in 
Tanzania. Now there, as in most of the developing countries, there are 
very few doctors. In the whole of Tanzania there are three hundred. Sixty 
per cent of them are in a single hospital in the capital city. There are vast 
areas of the country where nobody ever sees a doctor from the cradle to the 
grave. Now the kind of health service they can run is clearly totally different 
from the one that you can run. That is by way of trying t o  make the 
point live that whatever you have got you can run a service rationally or 
irrationally with those resources. 

4.4. Coming back to Ireland, I think one needs to think about some of the 
things that are not well done now. Because i f  you can see something you 
would really like to improve then the case becomes more apparent as to 
why you have to think in terms of a flexible use of resources. The example 
that came to my mind was again in the field of mental illness. I went 
around a lot of Irish mental hospitals a few years ago. Many of them were 
doing a remarkable job in very old buildings. But certainly one that I went 1 

round which was a very big one had, I think, the lowest standard of : 
psychiatric care I have ever seen. Now, I am not going t o  name that 
hospital. I t  is not my business to judge anyway, but I think there are some 
areas of the service which you well know where the standards are not good 
enough in relation to other institutions doing the same job in Ireland and to 
standards that you would consider acceptable. Then think of the changing 
needs. W e  talked about the probable growing number of births, the 
probable growing number of children. Now something has got to be done 
about that. It does not mean to say that you should go out and build 
that many more maternity hospitals. If you do that you wil l  not only have 
used all the extra resources you are going to get, you wil l  also have forced 
other services to decline. But you have got t o  find some way of meeting 
this probable need. I hope that is enough to make the point that some 
needs are going to change. 

4.5. Some things that happen now are not as you would like them to be. 
( I  think also of the plans to rationalize the general hospital system and 
the need to develop primary care teams.) I f  you are going to do the job 
that is required, of trying to meet people's needs, you cannot just accept 
the way that resources are now distributed. Nor can you just accept the 
forces at work that tend to perpetuate existing services or to pull resources 
to where a lively person happens to be demanding them. No, that it not 
going to be good enough. 



5. CONCLUSION 

5.1. Well, I said at the beginning that the problem was difficult and the 
problem was worth thinking about. I sad  I was not going to speak for 
too long and I have spoken for long enough. Perhaps I can just end with 
a little parable about how one looks,at this problem. There was a family 
which had twins and one of these tWlnS was born an optimist and one was 
born a pessimist. As they began to grow up they did not change and 
their parents got very worried, about these very different attitudes, and they 
went to a psychiatrist for advlce. The psychiatrist decided to mount a test 
and experiment. He took the pessimistic child and put him in a room with 
a lot of marvellous toys and he said "that's right, that wi l l  cheer him up". 
And he put the optimistic child in a room with nothing but a large heap 
of manure and a shovel, and they shut the doors and went away. They 
came back an hour or so later and opened the room with the toys and not 
a single toy had moved. The psychiatrist said t o  the little boy "Johnny, 
why didn't you play with the toys ?" and he said "I was so sad, I was 
sure that if I picked up anything I would break it." So they went to the 
other room with a pile of manure and they could see nothing at all. And 
then they saw little bits of manure coming out of the top of the pile, on 
top of a shovel, and they called out to Tommy. Tommy appeared, face 
beaming, over the top of the pile of manure and they said "Tommy, what 
are you so happy about ?" and he said "Well. I figured that with all this 
manure about there must be a pony down there somewhere." So how 
you approach this problem of allocating scarce resources in the health 
services is largely a matter of attitude ! 

/ 

CONCEPTS AND REALITIES IN  HEALTH PLANNING 

Dr. D. H. S .  Griffith, Regional Officer for Health Planning and Evaluation. 
WHO Regional Office for Europe, Copenhagen 

[The views contained in this paper are those of the author and not necessarily those 
of the World Health Organiation.] 

Many European countries have not, in the past, been over-enamoured 
in taking up planning, either in the health field or elsewhere. This has been 
to some extent a reflection of distrust on the ways of bureaucracy, of 
direction by governments, and of possible loss of freedom for the individual- 
however much these factors are in fact true. 

Nevertheless, there has been a steady movement towards planning 
in most European countries, especially in the last five or so years. 
Interestingly, the planning has by no means been based on national planning. 
In many countries much planning takes place at sub-national, regional or 
area levels, with the national authorities playing their part as adv~sers. 



guiders, co-ordinators. Of course, where specific national priorities have 
been identified, for example, politically, national authorities may well insist 
on certain activities-which they will finance-being carried out, e.g. housing 
for specific groups, concentration on certain industries, commitment t o  
free-to-user health services and so on. There is, therefore, in Europe a 
whole range of planning activities, from the rather formalized, more directed, 
planning found in Eastern Europe1, to a looser kind of indicative planning 
which takes account of private enterprise. open market competition situa- 
tions and the like. 

Planning has had its basis in economic development. Like Eastern 
Europe i t  has been usually economists who have led the field in developing 
planning. However, economic theory has been different in East and West. 
As has been said, Western Europe has had t o  pay attention to the operation 
sf  market forces. The consumer has had much more attention in the West, 
health services possibly more elsewhere. 

The continuing movement towards planning came first, in the industrial 
and agricultural sectors, but now has percolated out t o  service areas, 
including health. 

I t  is important to understand what is meant by planning. There are 
many definitions. Nehru, for instance, said that planning was the "exercise 
of intelligence to deal with facts and situations as they are and finally t o  
solve problems". Today one goes further-planning is a matter of looking 
ahead. Thus planning can be a process where provision is made for 
resources required in future. I t  is an activity aimed at the achievement of 
some future goal or goals (see the Terminology List prepared for the 
European Conference on National Health Planning. 1974). 

In the health field, planning can vary in its content, so that health / 
planning may include the optimal use of all the scarce national resources 
available for improvement of health from whatever sources these come, or 
in a more narrow sense i t  may mean planning for the most effective and 
efficient ways of providing specific health care by health services over a 
given period. Most health personnel are happier with the second, rather 
than the first. However, if it is recognized that a major reason for planning 
has been the constantly rising costs of health care, it is important for 
those who engage in health planning to think more closely of the first 
definition-in other words, are there alternatives to direct intervention b y  
health personnel ? 

In health wlanninq. one is forced to define a number of terms or phrases. 
"Health" itself is difficult. For wlanners, the WHO definition of complete 
~hysical ,  mental and social wellbeing will not do. Planners need t o  
measure. It is not oossible to measure these factors. One has, therefore, 
had to fall back on less idealistic views. Health planning is largely a matter 
of meast~rina needs and demand. analvsinq these and seeing what they 
learl to in the future. Here aaain definitions are important. Needs are 
those t h i n ~ s  decided by nrofessionals which are reauired so that the com- 
munitv can i m ~ r o v e  their health status. Demand is the sum of requests 

~ ~ 

'Planning has become much less "directed than is generally believed. At the present 
time enterprises and Republics are free to take many decisions and to discuss their 
Proposals at other levels. 
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which are asked for by the community or by  the health professionals on 
their behalf. Usually, i t  is this which is measured. 

In the field of medical care in particular. demand has tended to be 
measured in terms ot inputs; that is ,in numbers of beds; in physicians or 
nurses per ten thousand p~pulat lon; In faclllties available for the same. 

Two changes are now occurring. Firstly, attempts are being made to 
try and compromise between needs and demand, largely by using epidemio- 
logical approaches. I t  is important. for instance, to lknow what are 
morbidity patterns and what can be done about them-if at all-in addition 
to death rates for various conditions. Secondly. more account is beginning 
to be taken of outputs, or outcomes. One sees efforts to define more clearly 
objectives and the targets and strategies to reach these. These may be, 
for instance, reduction of deaths and d~sability in a particular condition, 
e.g. ischaemic heart disease or congenital deformity, over a particular 
period. That is, efforts have been and are being made to specify how many 
fewer (talking into account factors like population change) cases, deaths, 
etc., will occur for given conditions, within, say, ten years. This is the 
real function of planning. I t  is in effect a management tool which tries to 
set requirements against resources in order that some measurable effect 
can be obtained. With appropriate feed-back, monitoring and evaluation. 
it is possible to see how closely a health system has come (by using its 
resources within various constraint parameters) to achieving anticipated 
results. 

Perhaps the above statement requires some further elaboration. The 
planning process first of all means analysing the current situation-health 
status; economic, cultural and social background; population by  age, sex, 
distribution; constraints on health status improvement; resources available 1 
to meet needs and demand for holding constant, or for improving health : 
status beds, physicians, nurses. technology, etc. From there it is necessary 
to estimate what will be a likely future health status, say, in ten or fifteen 
years, by projecting possible changes anticipated in, for instance, population. 
resources and economic benefits or "disbenefits". Such projections high- 
light feasible priorities, changes in resource allocation, various likely alterna- 
tives in dealing with future problems and lead the planner into providing 
the decision maker on the one hand with choices of solution and, on the 
other in providing operational personnel with the likely build up of staff 
and other resources to meet problems. The most important element in all 
this is to look ahead systematically. In the past, health planning has meant 
a response to outward stimuli, that is, a response to expressed demand, 
either political or from the community at large. Now, there is an imperative 
requirement to anticipate. 

Other aspects of planning of course include examination of the best 
mix of manpower. Can countries go on training their physicians, for 
example, as bedside healers, when other personnel can do the same work 
as effectively and more cheaply ? What should be the future of nursing ? 
Can there be a cadre of auxiliaries who can substitute for both professions ? 
Can there be a career structure which will step by step allow an auxiliary 
to achieve the highest level in the whole health professional structure ? 
What kind of a group can handle social or medico-social problems best in a 
given country ? 
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In addition, health planning needs to concern itself with effectiveness 
and efficiency. Again, epidemiology comes to the fore in these areas. It 
is possible today, for example, to study the value of various screening 
programmes, based on the results of improved or otherwise, protection after 
detection; and on the cost of such programmes compared with the results 
obtained from them. Epidemiological examination in fact gives an objective 
view of some of the "sacred cows" which have become the policy lines 
of many health administrators today. 

How far has Europe gone in entering into planning ? In Eastern 
Europe planning has evolved very systematically, but perhaps too far. 
Where norms and targets become greatly emphasized, it may be that some 
check is needed. Thus, a provision of one doctor for five hundred popula- 
tion may well be a waste. So also may be collection of information which 
may, in places, accept a sample size of 100%. 

In Western Europe, planning has taken on various aspects. As was 
said already, much of it is regional rather than national. Secondly, it is of 
relatively short origin. The Federal Republic of Germany and Austria have 
only set up planning systems for health in the past three or four years. 
Also, because of their particular sickness fund systems, most planning is 
for medical care. There is a move towards integrated cure and prevention 
or, overall care, but the training of doctors, the service structure and, the 
emphasis on cure, tend to vitiate efforts towards comprehensive health care. 
Innovations have been based however on a combination of physical, economic 
and social planning. Thus a certain population in a particular physical 
setting will have primary health services. A larger or more concentrated 
area will have, in addition, a hospital. In France the same situation exists, 
perhaps a little more fragmented at local level. A similar state exists in 1 
the Netherlands and Belgium. At the same time, in all these countries 
there is certainly an awareness of the need to do things better and t o  plan. 
A major problem is the various different independent and authoritative 
institutions, each wishing to maintain its own rights. 

In Scandinavia. the countries have all developed good, responsible 
health services-usually at very independent local or regional levels. 
Nevertheless, there can be a gulf between practitioner and patient, or 
consumer-sometimes a degree of impersonality and of a job to be done. 

A promising new development has been taking place in Scotland 
recently. As is well known the United Kingdom undertook a massive 
reorganization of local government, social and health services. A t  the same 
time WHO has been developing training in planning and later in working 
with countries to develop health service planning and management. Most 
of this work has been in developing countries. WHO has tried to avoid 
in this, its paternalistic reputation, engaging more in a collaborative effort 
along with nationals. Out of this has evolved what is variously ltnown as 
health planning, project systems analysis (PSA) or country health pro- 
gramming. Interestingly, while PSA has not always had the desired effect 
where it has been tried in developing countries, in more developed ones the 
process has gone ahead more effectively. In Scotland, the work on PSA 
was to study and work out planning and programming for an integrated 
child health service. 

Most of the work was carried out by staff of the Scottish Home and 
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Health Department. Apart from preliminary explanations, WHO staff from 
Geneva, and later from Copenhagen. gave relatively smaller inputs. The 
programme called for intensive study of demography, health problems. 
constraints and resources. This was done, along with a forecast of possible 
changes in the future and the implications for finance, technology and, of 
course, manpower mix. The job included study of available data-it did 
not set up new research. By interview and by review of data, technology. 
cost, manpower and feasibility were all investigated. Subsequently, i t  was 
possible to come forward with proposals for an integrated child health 
programme, with priorities, types of personnel, finance, appropriate services 
at different levels, supplies and equipment. These were all defined over 
time and specific targets were set. 

Now, having tested the method. it is being taken down t o  various area 
boards, where it is hoped it will be given a very distinct operational flavour. 

In terms of personnel and costs, the Scottish input was in all two and 
a half man years. This was costed at about £30-40,000 sterling. The 
Scottish team included an epidemiologist, a senior medical officer, a medical 
research fellow, an economist/sociologist, and MCH medical officer, a 
nursing officer, a senior civil administrator and a statistical assistant. 

WHO provided experience through two medical and health staff and 
two systems analysts from Geneva, along with shorter term staff from 
Copenhagen working with the group for from 2 days to 2 weeks. The 
nuclear team spent some 6-8 weeks in all. 

I t  is in this way that countries may well find better solutions for their 
health problems in the future. There is a need-as has now been set up in 
Scotland-for a specific planning group, at national level, which can help 
decision makers at national level and can also spread planning methods 1 
down to lower echelons. 

Further, WHO can help countries or regions by actively participating in 
these activities and also by providing or sponsoring training programmes in 
planning, programming and management. 



Part II 

COMMUNITY SERVICES 

REPORT FROM GROUPS DEALING WITH COMMUNITY SERVICES 

(Dr. T. Murphy, Chairman, presiding) 

(Presented by Fr. Larry Mulligan, O.F.M., Social Work Adviser, 
National Social Service Council) 

1. INTRODUCTION 

1.1. This is a report from Groups A l ,  A2 and A3 which were under the 
Chairmanship of Dr. Geoffrey Dean, Dr. E. A. O'Brien-Moran and Senator 
M. Ferris, respectively. 

1.2. Each of these groups was asked to examine the appropriateness of 
existing policies for community care, identify areas that are questionable, 
identify major priority gaps and suggest priority issues for further investiga- 
tion. 

1.3. Particular note was taken of and interest expressed in each group 
of the main theme of both key note speakers, viz., the need for a greater 
emphasis on community care as opposed to institutional care. One major 
assumption therefore underlies this report: health services are very costly 
and are likely to become more expensive but if more resources are put 
into improved community services, particularly preventative services, in the 
long term, this will bring about a reduction in the overall cost of the health 
service. 

1.4. Some of the proposals made in this report are going to cost money, 
a lot of money, and some recommendations may appear idealistic. It is the 
belief of each of our groups that at a seminar such as this we should look 
into the future and begin the task of sketching the outline of the kind of 
health services we would like to see delivered in this country. 

1.5. This report is divided into three sections: 
- General Recommendations 

i )  Community Welfare Services 
i i )  Community Medical Services 

- Areas of Further Consideration 
- Specific Recommendations. 



2. GENERAL RECOMMENDATlONS 

2.1. Community Welfare Services 

2.1.1. Aged: Greater efforts should be made to implement the national 
policy with regard to the aged, namely, that the necessary services be 
provided to permit the aged to h e  in the community, healthy and content 
for as long as possible. We believe that this should be a national priority 
and that all health services for the aged should be delivered and developed 
in line with this priority. We also suggest that more positive encouragement 
be given to, and greater use be made of, the services already provided by 
voluntary organizations. Greater efforts should be made to encourage the 
growth of neighbourhood concern. If we are interested in econornising 
while at the same time making the best possible use of all our resources, 
we believe that money could be "saved" by encouraging and facilitating 
volunteers and voluntary organizations to develop community care services 
for the aged. 

A comprehensive range of services for the aged should be developed 
extending across the whole spectrum of an ageing person's life from 
independent living at home, through day centres, day hospitals for the 
elderly, welfare homes and then into the hospital system. 

W e  would like to see the use of the term "Welfare Home" discontinued 
and that these institutions be renamed. W e  are afraid that in the eyes of 
the public they might be seen as simply modern versions of the old county 
home. For this reason we recommend that they be renamed "Community 
Home". This we believe would be a more appropriate title, putting the 
emphasis on the place of the home in the community and hopefully this I 
would help in forging links between the home and the services in the 
community. 

Facilities and back up services should be more immediately available 
to public health nurses, home helps and others involved in the care of the 
aged. Here we are referring to such things as commodes, walking aids, etc. 
We would further recommend that some consideration be given to the 
possibility of providing, within the health board structure, a 24-hour 7-day-a- 
week service. This, we believe. is particularly important i f  we wish to 
develop a comprehensive service for the aged. Perhaps this provision could 
be made through the community nursing service. 

2.1.2. Children: Our groups would like to start by welcoming the recent 
decision to bring into one Government Department the responsibility for 
a l l  child-care services. We also welcome the establishment of the Task 
Force and look forward with interest to the publication of the Interim Report 
shortly. 

(a) Children in Care: We understand that the Task Force wil l  be examining 
this area in depth and we would like t o  make just one recommendation. 
Aware of recent reports and discussions on the adoption process, we support 
the demand for higher standards. W e  believe that minimum standards 
should be laid down for the registration of adoption societies and that no 
adoptions be permitted except through registered societies. 



(b) Children at Risk: 
( i)  If the health services are t o  be involved in long term prevention, 

greater efforts need t o  be made in the development of child preventive 
services. While there is a heavy concentration of these services in Dublin, 
the service is inadequate elsewhere. There is therefore an urgent need to 
establish child assessment teams and child guidance services throughout 
the whole country. 

(i i) We would lilte to see improvement in the services for children 
who have difficulties in the school setting, e.g. remedial teaching, school 
social workers etc. This is not the direct function of the Department of 
Health or of the health services but i f  the State does not make some 
provision in this area i t  is the health services that will be called upon later 
on to fill the gap and then at a far greater social and economic cost. 

(iii) Finally, we would lilte to draw attention t o  the pre-school nursery 
service for children at risk. Realizing the value of this service and especially 
its preventative nature, health boards should seek to establish more nurseries 
at the earliest possible opportunity. Further, we feel that there should be 
more positive encouragement in some regions to voluntary organizations 
who are interested in establishing this valuable service. The qualification 
that this service is primarily for "deprived children" needs to be clarified. 
Those who may avail of this service are in some regions very restricted; 
"deprived children" being interpreted in a poor-law manner. W e  do not 
feel that this facility should be reserved to deprived children only. Ideally, 
pre-school nurseries should attempt to have a mix of children from different 
social classes. 

Every effort should be made not to have pre-school nurseries set up in 
isolation of the rest of the community. W e  would like t o  see as much 
parental involvement as possible in the management and day-to-day running 
of these nurseries. Parents alone cannot run these services, trained help 
is needed. Health boards should assist in every way possible to make the 
necessary trained personnel available. 

2.1.3. The Family: I t  is our belief that all community welfare services, in 
their organization, management and delivery, should be family oriented 
rather than individual oriented. I t  is the individual that receives the 
particular service, but the care of this person should not be seen in isolation 
of the total family. 

Secondly, there is need to develop and expand both the pre- and 
post-marriage counselling services. Further to this there is also a clear 
need to considerably expand the family case work service, whether this be 
done under the auspices of voluntary agencies or health boards is still a 
matter of debate. 

2.1.4. Voluntary Organizations: We would like To see a more positive and 
concrete recognition of the work being undertaken by  voluntary organizations 
in the field of health and welfare services. Every facility should be afforded 
them which will encourage co-operation between the diverse voluntary 
organizations in a community while at the same time making them feel that 
they have a real contribution to make in the development of a comprehen- 
sive community care service. 



Health boards should as far as possible, and in advance, make known 
to voluntary community services the l~kely level of assistance or grants 
that will be made available to them !n any particular financial year. If this 
provision is not made it  is more dlfflcult for voluntary agencies to become 
involved in meaningful annual planning. Such organizations should be 
provided the facility of being included in health board allocations prior to 
Departmental sanction as well as be~ng aware of the amounts being 
requested on their behalf. 

2.1.5. District Care Teams: We would recommend that health boards 
proceed with the appointment of Directors of Community Care as quickly 
as possible and that community health centres, where needed, be established 
throughout the country. We also recommend for implementation the 
"district care team" concept as proposed at the Sligo Conference in 
September of 1974. We would also like to see the publication of the 
discussion document promised at that Seminar immediately. 

2.2. Community Medical Services 

2.2.1. General Medical Services: The relationship between hospital services 
and the general practitioner service needs to be examined. Better use could 
be made of the diagnostic facilities available in hospitals prior to patients 
entering hospital. Is there any need to use expensive hospital beds when 
patients have to go into hospital for less than forty-eight hours ? More 
overnight hostels and short-stay facilities should be established. Diagnostic 
facilities, such as blood-testing, x-ray etc.. should be more readily available 
to the general practitioner and the patient in the community. / 

We also draw attention to the cost of drugs. Some examination on 
the costing of drugs is, in our opinion, called for and every reasonable 
method used to reduce expenditure in this field. W e  suggest that patients 
be made aware of the cost of their medication, perhaps by puttitng the cost 
of the prescribed medicine on the bottle. 

With regard to the level of liaison between the hospital services and 
the community care services there is scope for much improvemenf. For 
example, if a person is entering or being discharged from hospital, arrange- 
ments should be made to make sure that the appropriate community services 
are organized in advance. There is no point in an elderly person, a mother 
or a father coming home to a cold, damp or unprepared home. No patient 
should leave hospital without the general practitioner or some member of 
the community care team being informed. Community care staff should 
have regular discussions with hospital staff so as t o  provide opportunities 
to discuss mutual difficulties and methods of improving liaison between the 
two services in the interests of the patient's well being. 

There is a costly anomaly in the provision of community-hospital care 
services. The middle income group have free hospital services but are 
not entitled to free community care services. Quite often this group, as a 
result. avail of free hospital services when in fact community services would 
suffice. We recommend that some steps be taken to remedy this situation. 
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2.2.2. Community Psychiatric Services: There is need for improvement 
In this service. Aware that another group are dealing with this subject in 
more detail we wish to draw attention to one or two points. W e  would 
like t o  see better provision being made, if necessary with specialist 
assistance, for the general practitioner to deal with more of their patients' 
psychiatric problems. We would also like to see a real expansion of 
community psychiatric services and personnel so that more patients can 
be cared for in the community. 

2.2.3. Dentistry: We are particularly concerned about dentistry. Large 
sections of the population are not receiving the services to which they are 
entitled. We recommend that the Dentists Act be amended as a matter 
of urgent priority to include the use of hygienists and other auxiliaries in 
the dental service. We believe a real improvement could be made in  the 
child dental service if adults were treated by private dental practitioners 
and that the Dental Panel dealt only with children. 

2.2.4. Public Health Nursing: There is little doubt, as pointed out in the 
recent report on public health nursing, that many more P.H.N.s are needed. 
We would recommend that the health boards make every effort to expand 
this most important community service at the earliest possible opportunity. 
We also feel that there is need to clarify and define more clearly the 
distinct roles of the public health nurse and the community psychiatric 
nurse. 

2.2.5. Child Health Services: With regard to the child health services we 
wish to draw attention to two particular services. Again, realizing the 
importance of preventive services, we are concerned about the community 
paediatric service. While this service is fairly well developed in some areas, 
it is virtually non-existent in other parts of the country. W e  recommend 
that action be taken to remedy this imbalance. With regard to the school 
health services, consideration should be given to extending this service to 
children in second level education and that it not be confined to pupils of 
national schools only. 

2.2.6. Ophthalmic Services: As with the dental service, there is room for 
real improvement in the ophthalmic service. A t  the moment there are 
unacceptable delays and the backlog of people awaiting service could be 
considerably reduced by increasing the number of ophthalmic opticians on 
the Optical Panel. 

2.2.7. Mental Handicap: Aware that another report will be dealing in 
more detail with services for the handicapped, we  would like t o  draw 
attention to the value of hostels, half-way houses and boarding-out facilities 
that could be developed in the community for the handicapped. Not alone 
would these facilities have a positive rehabilitative value, but would also 
reduce the congestion in many institutions catering for the handicapped. 
It is our belief that in the long term such facilities, while making for a more 
comprehensive and sensitive service, would be no more expensive than 
the present service. 



3. AREAS OF FURTHER CONSIDERATION 

3.1. A series of pilot projects and research studies should be undertaken 
immediately to assess and evaluate,the community care services. Answers 
are urgently needed to the f o l l o w w  questions: What services are being 
offered ? How much are they costing ? What are we  getting for the 
money we spend 7 Of what real benefit are the services to those who 
receive them ? In the whole area of community care, are we meeting the 
real needs ? 

3.2. If one accepts the primary assumption underlying the recommendations 
above, that a comprehensive health service could be less expensive in the 
long term if greater emphasis was placed on community care as opposed 
to institutional care-there is need of a well planned health education 
programme. If a more efficient and effective health service is to be 
developed in the future, consumers of the different services must have a 
responsible approach to the use of the services, have a greater knowledge 
and awareness of the importance of personal health and what is involved 
in a health service. 

3.3. Although some efforts have been made in recent years to tackle the 
problems of drug and alcohol abuse, these two  abuses are still the cause 
of considerable concern. We would like to see further research and 
examination done on the problems and renewed efforts made to reduce the 
level of abuse. 

4. SPECIFIC RECOMMENDATIONS 

4.1. More resources must be allocated to community care services. We 
recommend that the major proportion of developmental funds, capital and 
revenue, that are available to the health services, be channelled into corn- 
munity care services. 

4.2. Extra resources should be allocated to the dentistry service and we 
recommend this as an urgent and immediate priority. 

4.3. The posts of Director of Community Care be filled forthwith. 

4.4. Because of its preventative nature and the long-term financial saving 
that would result, a critical study should be made of the child health 
services. Such a study should consider: What are we doing ? What gaps 
are there in the service ? What needs are we not meeting ? And, on the 
basis of the answers to these questions, what new services do we need 
to develop ? 

4.5. Much of the work presently being done by doctors, dentists and 
other health personnel could be delegated to less highly trained and 
expensive personnel. Efforts should be made to delegate the relevant 
functions. 
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DISCUSSION ON COMMUNITY SERVICES REPORT 

The Chairman (Dr. T. Murphy) expressed appreciation of the excellent job 
done on the presentation of the views of the groups. He said that, i f  we  
could get around to the general theme of switching resources t o  commun~ty 
rather than to hospitals and other sources, we would get to the stage where 
anyone working in the hospitals would ask himself "should this patient be 
here at all?" and would probably find himself saying "he shouldn't". There 
was a rendency to look a t  a patient in the hospital as a patient who was 
there to be treated and not t o  ask the question if he should be there at all. 

Dr. H. E. Counihan (St. Laurence's Hospital, Dublin) thought it was wrong 
to talk about switching resources. Community services should get their 
resources and the hospital service should get its resources. If the com- 
munity services tried to do what should be done in hospitals, this was 
more expensive. Some Russian work on health care showed this. That 
was not to say that what doesn't need to be treated should come Into 
hospital. Another point is the social cost of treatment in the community. 
Only 20% of beds in voluntary hospitals are medical beds. The rest are 
talten up with surgery, ENT etc. So you would have to reduce the total 
medical input by 50% to achieve a 10% drop in the hospital admissions. 

Mr. P. Duffy (Chairman, Southern Health Board) disagreed with the sug- 
gestion that welfare homes should be called community homes. The word 
"home" in the English language has been used in the context of welfare 
and will always denote something in the nature of the county home. He 
suggested instead the use of an Irish word that would have no connotations 
with the welfare associations of former years, such as "0st5n". 

Professor E. O'Dwyer (Chairman, Council for Postgraduate Medical and 
Dental Education and Training) thought that, for patients covered for 
Voluntary Health Insurance, a change in the rule whereby they have t o  
spend 24 hours in a hospital to claim benefit could result in a very large 
saving on hospital beds as more patients would be treated on an out-patient 
basis. 

Mr. M. F. Walsh (Pharmaceutical Society of Ireland) said that the Pharma- 
ceutical Society would always be prepared to co-operate with the Department 
in using the pharmacies, of which there are about 1,100, in health education 
and treating minor illnesses. He thought that this could be implemented 
without too much expense. 

Dr. M. Dyar (National Health Council) complimented Father Mulligan on 
the most wonderful list of all the problems that there are in the community 
services. He questioned the idea that community services were cheaper 
than hospital services. He agreed with Dr. Counihan that if they were 
provided fully they would be more costly. 

Dr. G. Dean (Director, Medico-Social Research Board) disagreed with Dr. 
Counihan. He pointed out that threequarters of the money spent on the 



health services at the moment go to hospital care. Many patients are 
admitted for investigations which could be undertaken outside of hospital. 
The time had come now to switch the emphasis from in-patient hospital 
care to cal-e of the public in the community by the community, which meant 
not only having good medical services but using the auxiliary services much 
~nuch more. 

The groups had emphasised the use of auxiliaries. I t  was time to 
break down the "closed shops" in health services, it was time we used 
services which are not so highly trained, to do work which they could 
perfectly well do. For example, dental hygienists could look after children's 
teeth, scaling, filling. They did not need to be trained for six years. The 
more complex work could be done by the dentist. 

Nurses could take blood, could Put up blood and could do haemo- 
globins and such tests. W e  could provide services in the community very 
much more cheaply if we were prepared to break down our trade union 
barriers. 

Professor M. P. Brady (Council for Postgraduate Medical and Dental 
Education and Training) considered that there should not be a blanket 
condemnation of the hospital services. There were individual doctors and 
hospitals who were doing their best not to admit patients unnecessarily 
and keep them in too long. However, he agreed with the general philosophy 
and principles underlined in the report of Father Mulligan. 

I t  was important to remember that most of the disease in our com- 
munity was due to excessive indulgence in alcohol or cigarettes or food 
and by man's inhumanity to man. The orthodox medical profession and 
its helpers did not have all the answers to these problems so that society 
must take a look at itself too. This might be an appropriate time t o  make 
this point. He was optimistic enough to believe that in this country, 
anyway, there was still a large residue of common sense. Hopefully, we 
would not go along with the belief that man and human nature was 
infinitely perfectable. 

Mr. D. Hogan (Chairman, Midland Health Board) said that during his visits 
to many of the hospitals under the jurisdiction of the Midland Health Board 
he found that the biggest problem was with regard to the availability of 
beds. I t  was often found in relation to old people admitted to hospital 
that there was nobody to mind them if they did go home and the hospital 
authorities tried to keep them on in the hospital until some other arrange- 
ment is made. Because there were no alternative arrangements, numbers 
of beds in county hospitals and district hospitals were held by aged people 
to the detriment of other patients who were in need of hospital treatment 
and who were on waiting lists. 

Mr. J. A. Mehigan (Irish Medical Association), while complimenting the 
groups on their recommendations, suggested that increased emphasis on 
community services was not going to save money, rather would i t  cost 
money to provide these services in the community. The one hope was 
that it might. however, cut down building of further hospital beds. To be 
effective in this approach, money must be spent in the very beginning, 
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~erhaps not by the Department of Health but by the Department of Educa- 
tion in schools, in drilling positive health into the children and into everyone 
concerned. The community and the hospital met in the out-patients 
department and the expenditure of more money in That area could keep 
down costs. 

The Chairman (Dr. T. Murphy), in closing the discussion, suggested that 
what was really necessary in the case of many people who are sick or 
think they are sick is to have somebody who has time to listen to them. 
I t  did not particularly matter much what your training was or what your 
skill was, if you had time to listen to a sick or distressed person you could 
achieve a great deal. He considered that a very valid point had been made 
on delegating certain chores to less qualified people. A report which he 
had seen several years ago proved conclusively that nurses can examine 
schoolchildren just as effectively as doctors and that, in fact, of every 1,000 
defects found in schoolchildren nurses would find 999. 

~ ~ 



Part Ill 

REPORT FROM GROUPS DEALING WITH ORGANISATION 

(Dr. B. Hensey, Vice-chairman, presiding) 

(Presented by Mr. C. 0 Nuallain, Deputy Director, Institute of 
Public Administration) 

1, INTRODUCTION 

1.1. I am reporting for the three groups on organisation. I remember 
attending a meeting in the United States of a large group like this of 
health people and the keynote speaker got up and said: "It is my task to 
speak; it is your task to listen. If you finish your task before I do, please 
put up your hands." I hope that since I am under severe constraint to 
finish in  a short time t may beat you to it. 

1.2. 1 propose to present the joint report for the three groups under four 
headings: first, an outline of our general approach; our general conclusions; 
then some other views expressed; and finally our recommendations. I 
would like to treat each of these in turn. 

1.3. Before doing so, however, I would like to say a word about treatment 
and content primarily for the members o t  the three groups who were 
obviously not in on the final amalgamation of the reports. Because of the 
time constraint, we decided that it would be best to put under the heading 
of "General Conclusions" points which found general assent and support 
in the three groups; and to put under "Some other views expressed" points 
which were made by one or other of the groups or, perhaps, a significant 
point made by an individual in some group. 

2. GENERAL APPROACH 

2.1. Now I want to move on to the general approach. And under this 
heading, I wish to talk about two things: the objectives of the Seminar 
and the organisation function. W e  started by considering the objectives. 
Just to remind you of them, they were stated as:- 

"to obtain a preliminary overall view of the state of the services, to 
direct attention to the major problems which beset them, and to 
identify key issues requiring further investigation and attention." 

These objectives governed and guided our discussions. 
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2.2. W e  next considered the organisation function and why the work of 
three of the groups and one part of the conference should be devoted to it. 
The justification for this, we felt, is to be found in the address of An Tanaiste 
in opening the seminar where he said: 

"The last five years have seen a fundamental restructuring of our 
health administration: it is not too early to have a basic look at this 
structure to identify any defects before they become ingrained." 

2.3. I f  the structure is not good, the disposition of the people who man 
it and the systems and processes they operate will, inevitably, be less 
effective than they otherwise might be. 

3. GENERAL CONCLUSIONS 

3.1. With these few introductory thoughts we then moved on to consider 
our conclusions and in presenting these I am not going to attempt to 
present the reasoning behind them. If any of them are the subject of 
discussion or controversy afterwards, we can perhaps elaborate on them. 
I shall now confine myself simply to presenting the conclusions. 

3.2. The first aspect that we  considered was the scope of the service. And 
here the conclusion was that the existing scope should be extended to 
include public assistance and Social Welfare services other than pay-related 
benefits, unemployment benefit and assistance, and old age retirement 
pensions. This was a matter that was referred to in the report on the 
restructuring of the Department of.'Health but it was left to one side. W e  
did not have time to examine it in adequate detail but at least we felt that 
there was a prima facie case for the change and the extension that I have 
now mentioned. 

3.3. We then went on to consider the overall structure for delivery. This 
was considered to be generally acceptable, subject to some reservations 
and to a relatively small number of specific recommendations which I shall 
detail. 

3.4. W e  started then to look at the structure in detail and we began with 
the Department of Health. Here the first conclusion or point on which 
there was consensus was that the reorganisation report and the work done 
to implement it were welcomed. Secondly, as the central body formulatinq 
policy, it was considered that the Department should conceitrate on the 
functions of: 

OVERALL PLANNING 
NATIONAL HEALTH POLICIES AND PRIORITIES 
LEGISLATION and 
OVERALL BUDGETS AND BUDGETARY CONTROL 

In other words, there was general endorsement for the concept of the 
Aireacht. The next point agreed was that the trend towards the removal 



of detailed controls by the Department was welcomed and should be 
maintained and accelerated. And under t h ~ s  heading, finally, i t  was felt 
that there should be more Specialist expertise in and available to the 
Department. 

3.5. W e  then went on to consider Comhairle na nospideal. This body 
was seen to have a favourable image in relation to its primary function. 
I t  was considered that there was a need to review the constitution and 
membership if the functions are expanded a?d I wi l l  refer t o  this again. 
I t  was also thought that dental representation in the form of an oral surgeon 
or dental consultant should be provided in the person of one of the twelve 
consultants. It was thought that there was a need to improve the data 
base and widen contact with specialist groups. And, finally, under this 
heading i t  was considered that a standard method of selection of consultants 
should be implemented. 

3.6. We next came to the regional hospital boards. The functions assigned 
to these were examined in detail. The conclusions that emerged were that 
they overlap the functions of health boards and Comhairle na nospideal in 
certain respects. Their functions can be and, in some cases, are discharged 
by other bodies in the overall structure. They are, in any event, mainly 
"advise and consider" functiom. In other words, the regional hospital 
boards have to advise the Minster on this or consider that-not executive 
functions in the main. And, in effect, the view taken was that the Boards 
interpose an extra and unnecessary layer in the structure. 

3.7. We went on to consider the health boards. It was considered that 
steps should be taken to extend their functions in line with the proposed 
extension of the scope of the service; to revise their relationshiw with 
vol.~nt?ry bodies includinq, for example, general hospitals. mental handicap 
nstitutions and community orqanisat'ons: to enhance the participation of 
voluntary hospitals in the management of the services 'through direct 
representation on health boards with a reciprocal health board representation 
in the management of the voluntary hospitals; and to ensure that local 
authority member majority on the boards should be preserved-a view that 
was very strongly held by at least one of the groups. 

3.8. W e  then considered Local Committees and these can be disposed 
of fairly briefly in that the general view was that they are useful and no 
change is recommended. 

3.9. Voluntary hospitals, which I have already referred to in speaking about 
the health boards, were seen as desirably entering into a new relationship 
with health boards and participating in the management and development 
of the services. 

3.10. We then went on to talk about special purpose bodies. I t  was 
considered that steps should be taken to avoid further proliferation and to 
review the existing bodies with a view to possible amalgamations or 
transfer of functions. 
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3.11. This takes us to finance. And needs in this area were seen as 
including the development of measures of effectiveness, and the establish. 
ment of cost centres with budget accountability. Success in doing this 
was seen as dependent on incentives to the people who would be operating 
the measures and cost centres. In other words. they should have an 
opportunity of using money that they had saved through such efforts on 
other desirable activities or purposes. The creation of budget consciousness, 
for which management training for senior professional staff was seen as an 
aid, and more adequate administrative staffing to service the boards properly 
with information for decision and planning were also seen as necessary. 

3.12. We then came to management services and in this area i t  was 
considered that there was insufficient information available for planning and 
review-particularly at the policy formulation level. There was need for 
a management services agency, which will attract and retain sufficient 
trained personnel. There was need to encourage provision of appropriate 
management services under health boards and large hospitals, or groups of 
hospitals. It was also considered that the initial development of computer 
services will require more staff and that this needs to be faced up to and 
accepted, even in present circumstances. 

4. OTHER VIEWS EXPRESSED 
4.1. NOW we come to the other views that I mentioned earlier, some of 
the views that were expressed. One of these was in relation to the division 
of functions in decision making between the political and the administrative 
or management sectors. I won't gaborate on this here but just mention 
that it was discussed. The question of medical education and the locus 
of responsibility for it was raised. The institution of a complaints procedure 
for people within or affected by the health services was advocated. In 
addition t o  the ooint I have already mentioned in relation to health board 
membership, the further point was raised in one group that ministerial 
nominees should have something to contribute to the services and should 
be resident in the health board area. The question of the proportion of 
professional t o  other members on health boards was discussed. No firm 
conclusion was arrived at. but the question-it was thought-should be 
looked at and considered further. The desirability of concentrating new 
funds on community services-which is an echo. I think, of the point 
already made in the report for the groups dealing with these services-was 
also stressed. More cost effective scrutiny of all proposals for extension 
and development of 5ervices was also urged. 

4.2. In relation to planning and the general planning framework, the need 
for Government indication of national priorities and resources, especially 
in the medium term, and the need for an integrated planning system and a 
flexible, adaptable structure were emphasised. In other words, the point 
was being made that this is the first comprehensive review of the situation 
since the changes were made five years ago and, particularly in the present 
situation of some economic uncertainty, whatever changes were now made 
should themselves be regarded as being to some extent flexible and on 
trial and the structure itself should not be cast irrevocably in the new form. 



4.3. Finally, the need for some sort of forum for health board members 
to meet from time to time among themselves and to exchange information. 
ideas and experiences was noted. 

5.1. The first one I have already touched on in our conclusions-extend 
the scope of the service. 

5.2. The second one, which I take it will not be a tremendous surprise to 
you t o  hear in view of what I have already said about them, is to dissolve 
the regional hospital boards. 

5.3. The third one is to reconstitute the health boards in view of the 
recommended extension of the scope of the service and to develop their 
relationship wi th voluntary hospitals and. indeed, t o  develop the relationships 
between voluntary hospitals. 

5.4. And, finally, set u p  a management services agency on a joint basis. 

DISCUSSION ON ORGANISATION REPORT 

Professor R. B. Dockrell (Council for Postgraduate Medical and Dental 
Education and Training) suggested that in relation to the recommendation 
that dental consultancy shokld come within the ambit of Comhairle na 
nospideal it would be wiser'at this stage to consider appointing a dental 
consultant rather than restricting it t o  an oral surgeon since there are, on 
the hospital gradings at present in the teaching hospitals, consultants in 
many other fields. 

Senator M. D. Lyons (Chairman, Western Health Board), referring to the 
recommendation to discontinue the regional hospital boards, said that at 
least in the Western area the regional hospital board had a co-ordinating 
function between the Western and the North Western Health Boards, and 
that the board had set up various study groups to study various aspects of 
the situation and had produced a matching scheme for interns and had also 
completed a report on the orthopaedic services over the total area. The 
board was now going on to study all the other various services t o  see 
where they could be improved and what could be done to improve them. 
For that reason, he was against the abolition of the regional hospital boards. 

Deputy R. McSharry (Chairman, North Western Health Board) asked for 
some further clarification of the reasons underlying the suggested changes 
in the representation on health boards. 

Mr. P. McQuillan (Chief Executive Officer, South Eastern Health Board) 
explained that a change in representation was considered to be necessary 
because 
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(a) of the proposed expansion of the scope of the services to include 
in the definition of health services things that are generally held 
not t o  be peculiarly health at the moment, especially in the 
welfare area, and 

(b)  the proposed dissolution of regional hospital boards would leave . ~ 

a gap in representation in the decision-making apparatus of 
voluntary hospital authorities who at the moment have some 
representation in the system through the regional hospital boards. 

In reply to the Vice-chairman, Mr. McQuillan said that the feeling was 
that the local authority membership should remain as it was. As to the 
remaining membership, there were various views about that but no recom- 
mendations were made. 

Mr. J. O'Hanrahan (Chairman, National Health Council) did not see any 
prospect of achieving savings. Every one of those who had spoken so far 
envisaged incurring extra expenditure and, consequently, the entire service 
would have to be looked at from an economic point of view before anything 
whatsoever was done. It would be necessary, as a first step, to establish 
the costs of the proposals. He wondered was it necessary or economically 
desirable to have two systems of hospitals, i.e. statutory and voluntary 
svstems. Surveys carried out in other countries showed that many expensive 
f&ilit:es were considerably ~ ~ n d e r  util~sed and thnr many medications 
ov3lable were i.ndesirabls C o ~ l d  i t  be t h i ~ t  for lack of n questioning 
approach, a similar situation existed here ? 

Mr. D. O'Connor (Department :of the Public Service) referred to the 
recommendation to set up a Common Services Agency. A t  the present 
time his Department could not go along with this recommendation because 
it would run contrary to the fundamental theory Devlin recounted in his 
report some years ago, that the Organisation function should be a single 
function like the Planning function, the Finance function and the Personnel 
function, running through the public service as one big channel uniting the 
public service into a whole unit of service and not as it was and has been 
-numerous public services. 

He could, however, understand the impatience of people in thc health 
services who were anxious to get ahead with structural and numerous 
reforms going on over the past number of years and their impatience with, 
perhaps. the lack of development at the centre, in the Department of the 
Public Service. Nevertheless, there was a need to be wary of having a 
separate C o m m o ~  Services Agencv for the health services as this could 
set a principle for all services. Then there would be the danger of all 
these little agencies, each a sub-optimal unit, giving inadequate careers to 
people and ultimately leading to a service that would not attract people. 

He suggested that there were other ways of dealing with the problem 
to get over the interim difficulties. Ultimately, his Department's ideal would 
be that everv Department in setting up its service would have a strong 
organisation function with management services but the people in it could 
move into the Department of the Public Service, to some other Department, 
or other agencies in the public service. 



Mr. J. O'Dwyer (Department of Health) acknowledged that there was a 
difference of opinion as to how management services could best be provided 
in the health services, given the wide variety of agencies and the present 
undeveloped state of the function. It was probable that the way in which 
the Devlin recommendations may need to be adapted would first become 
evident in Health, where the flrst A~reacht/Executive Agency experiment 
was under way. 

The group discussing management services thought in terms of an 
agency that would be representative of the Department, the health boards 
the voluntary hospitals and so On. I t  was recognised by the group that 
there were certain aspects of the Personnel function in the public service 
which had not kept pace with the development of the organisational function. 
It was, for example, very difftcult to move into the Civil Service and go 
out of the Civil Service into another area of the public service. The Devlin 
recommendations were based on integrated policies, not only on organisation 
but also on personnel and remuneration. 

The main point the group wanted to get across was that there was an 
urgent need for management services in health services. Management 
services, organised in an efficient manner, were needed now. There could 
be problems regarding recruitment of suitable staff but this issue could be 
resolved quickly between the health boards, the voluntary hospitals and 
the two Departments. 

Mr. J. Murray (Director, National Social Service Council) said he was 
particularly struck by the re5ommendation that health boards should assume 
an increasing welfare role.' There had already been developments along 
those lines since the boards'were established. However, if the boards were 
to become health and social service boards, there were organisational 
implications arising. 

First of all, the existing and proper medical bias appropriate t o  a health 
organisation would have t o  be decreased. A director of community care 
and medical officer of health must be medically qualified. The same need 
not hold good for a director of community care who was in charge of a 
multi-disciplinary field including health personnel, welfare personnel, even 
a personal social service. He considered that such a person need not be 
a doctor and. in some cases, a doctor would be a particularly bad person 
to be in such a post. 

Mr. M. McCann (Secretary, Medical Union) said that some of the problems 
which arose in the administration of the health services derived from the 
elaborate grading structure of the Civil Service. In his opinion, this structure 
made quick decision-making very difficult to achieve. i 

I 
Dr. J. Walker (Eastern Health Board) said that the problem regarding the 
appointment of Directors of Community Care had been left unresolved for 
three years now. One of the basic recommendations when the community 
care team concept was accepted was in the ruling of the then Minister for 
Health that the Directors would in fact be experienced public health medical 
officers. He reinforced and reiterated his decision by advertising that point 



and changing and extending the title from "Director of Community Care 
Services" to "Director of Community Care and Medical Officer of Health", 
so that there would be no doubt about it. 

The sad thing about the position was that over these years the 
appointments had not been made. This had had a very unfortunate effect 
on morale for a start. 

He and his colleagues had been disappointed that in the four major 
recommendations made in relation to community care services, the appomt- 
ment of permanent directors of community care was not mentioned. No 
one would know how the concept would work in practice until these jobs 
were filled. 

Mr. D. Condon (Department of Health) said that when Mr. O'Nuallain 
talked about expanding the scope of the health services he understood him 
to say that the Department of Health should not become involved in the 
overseeing of the income maintenance services at present done by  the 
Department of Social Welfare. He understood Mr. Murray to say the 
opposite. He sought clarification of the recommendation. 

Mr. Colm O'Nuallain said that the recommendation in relation to the 
extension of the functions of health boards was that the scope should be 
extended to include public assistance and other welfare services other than 
pay-related benefits. unemployment benefits and assistance and old age 
pensions and retirement pensions. One of the points in favour of doing 
this was that any benefits or services which were related in any way or 
based on medical certification should be within the ambit of those involved 
in the health services. 

Dr. M. Dyar (National Health Council) said that, desirable though it might 
be, it was not possible to have seminars. such as the one they were 
attending, on a frequent basis. However, in the National Health Council, 
there was a microcosm of the kind of seminar that was now being held 
and those in the National Health Council felt that it was a pity that it had 
not been fully utilised in teasing out and discussing major issues. He 
hoped that it might be more usefully used in future as a forum for such 
discussions between major seminars, which he hoped would perhaps take 
place every two or three years. 

The Vice-chairman (Dr. Hensey) said that the Minister and the Department 
were very well aware of the existence of the National Health Council. 
However, up to the present, the initiatives remained with the Council as 
to what they would consider-that being the basis on which it was re- 
established in 1953. It was only where regulations were concerned that 
there was an obligation to consult the Council but this did not appear to 
have been an unduly inhibiting factor. 

Mr. O'Nuallain, in reply to Mr. 6.  Pigott (Irish Dental Association), said 
that the anomalies which may be created by the dental service between the 
Department of Social Welfare and the Department of Health and the different 



conditions under which the Services were provided had not been discussed 
by the groups dealing with Organisation. 

Mr. E. Iiannan (Chief Executive Officer. Western Health Board) supported 
the suggestion of the formation of a management services agency. The 
availability of more information about the effectiveness and efficiency of the 
services would help debunk some of the erroneous misconceptions that 
seemed to be about with regard to expenditure on the health services. He 
particularly had in mind the view that the answer to our problems would 
be found in reducing the high, Cost of acute hospital care. We would 
be in a more realistic situation i f  the true cost of community services was 
accurately established. 

Mr. G. Martin (Chief Officer, Comhairle na nOspidBal) made a plea for the 
establishment of much closer working relationships between the Departments 
of Health and Education. The funct!ons of the two Departments were very 
closely related to each other, particularly when one considered that the 
main teaching of medical students took place on the hospital premises and 
that the areas of research and academic appointments cross each other 
constantly. The Comhairle had very close relationships with the academic 
field, and working relationships should be formalised to ensure that both 
Education and Health worked hand in hand. 

Dr. M. Cullen (Federated Dublin Voluntary Hospitals) supported Mr. 
Martin's plea and urged that the health services recognise the vital con- 
tribution made to the servbes by the in-service post-graduate training 
provided by the medical schools and colleges. Better trained medical 
personnel improved standards all round and contributed to better trained 
nurses and para-medical personnel. 

Dr. D. Walsh (Medico-Social Research Board) referred to the issue already 
raised as to whether community care in particular situations was better 
than institutional care or whether it was more or less expensive. This 
issue was susceptible to research, evaluation, or rectification, as the case 
might be. In relation to psychiatric and general hospital services the 
Medico-Social Research Board had set up highly sophisticated information 
systems to provide the basis for this type of value research. The data 
derived from such systems were the essence of rational planning of the 
health and welfare services, He made a special plea for the development 
of specialist data processing staff and the provision for them of a career 
structure which would enable them t o  continue to apply their specialist 
expertise in the health services area. With these skilled personnel, it 
would be possible to develop the essential research and planning projects 
in, for example, assessing the effectiveness of health education programmes. 

Mr. D. O'Shea (Chief Executive Officer, North Western Health Board) 
aclmowledged the value of considering the upper structures of the service 
but made a plea for consideration of the suitability of organisation at the 
level at which delivery of the services took place. Staffs in hospitals and 



in the community could feel isolated working an their own, unless the 
structures properly involved them in teams and made sure that they had 
got the support services they needed to back them up. I t  was also very 
necessary to organise the activities of the various voluntary organisations 
in such a way that their efforts were most beneficial to the people they 
want to serve. 

The Vice-chairman (Dr. Hensey), closing the discussion, said that 
Organisation was something which if it was working well was not very 
interesting to anybody, and i f  i t  was not working well gave rise to emotional 
rather than reasonable argument. However, both the report and the 
discussion on it had given rise to a very thorough examination of the 
organisational system. 



Part IV 

GENERAL HOSPITAL SERVICES 

REPORT FROM GROUPS DEALING WITH GENERAL HOSPITAL SERVICES 

(Dr. Murphy, Chairman, presiding) 

(Presented by Mr. G. Martin. Chief Officer, Cornhairle na nOspid6al) 

1. REVIEW OF EXISTING POLICIES 

1.1. This is the combined report of groups B3 and 84, both of which 
dealt with the general hospital services. W e  took for our headings those 
which had been suggested in the br~efing material, and the first one was 
the review of existing major policies. We looked at this from two  points 
of view-(i) the urban situation and (ii) the rural situation. 

1.2. In relation to the urbanlsituation, the Government decisions on major 
hospital development in the Dublin area were noted and approved by both 
groups. The groups strongly support the concept of the development of 
large multi-purpose hospital complexes to cater for the needs of urban 
populations. These complexes should be based on population catchments 
in the region of a quarter of a million and they should embrace all 
specialties including obstetrics, paediatrics and dental facilities. 

1.3. In the rural situation, the groups support the Comhairle guideline 
document on minimum consultant staffing and related population catchments. 
Group 84 point out that the continuation of the one Surgeon/one Physician 
hospital, despite its unacceptability, is still very prevalent in this country. 
The group notes that the consultation process on the implementation of 
the Comhairle guidelines, involving health boards and other parties, were 
completed some time ago. I t  is strongly felt that there is an urgent need 
for Government decisions on the development of general hospital services 
outside the Dublin area. 

1.4. Both groups stress that there is a real need t o  clarify the possible 
roles of smaller hospitals which will not be developed as general hospitals 
and the important positive contribution they can make to the general 
hospital system as a whole. These smaller hospitals have an important 
social aspect which must be taken into account when looking at bed-stay 
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figures. The decision on the precise role of particular hospitals in this 
category should be taken by the Minister in consultation with the health 
board concerned. The necessity for good public relations in anticipation 
of any change of role of a hospital is emphasised by both groups. 

1.5. Group 64 felt that the right of patients to cross health board 
boundaries should be maintained. The same group also consider that there 
is a need to establish basic minimum criteria for service facilities and 
accommodation in general hospitals. The need for flexibility in the physical 
planning of new hospitals or hospital extensions is stressed. 

1.6. The same group feel that when a decision is made to develop a 
hospital, it is imperative that building and reconstruction arrangements 
should occur quickly. "Stop-go" in planning is detrimental and should 
be avoided. 

1.7. Group 84 endorses the intention of the Comhairle to complete the 
allocation of specialty services and their current exercise of examining the 
pattern of delivery of specialist services e.g. in the fields of obstetrics 
and oncology. 

1.8. Group 64 feel that consideration should be given t o  defining the 
future role and mode of operation of the private hospital. 

1.9. Group 84 also noted the lack of co-ordination between individual 
voluntary hospitals and also betwee voluntary and health board hospitals. 
They welcome the emergence, on 1 voluntary basis, of joint management 
bodies and feel that, with the introuuction of the common selection pro- 
cedure and the common contract for consultants, the distinction between 
voluntary and health board consultants will no longer be a source of concern. 

1.10. Group 64 also noted that the place and role of the regional hospital 
boards continues to be ill-defined. If the regional hospital boards are 
abolished, some health boards may be too small for hospital planning and 
some merging may be required. In any event, the time would seem 
opportune for a review of the functions of Comhairle na n-Ospid6al. the 
Department of Health and the health boards. 

2. REVIEW OF MANAGEMENT ARRANGEMENTS 

2.1. In general. Group 63 feel that there is an over-provision of general 
hospital beds leading to inefficient and uneconomic utilisation. They 
consider that the objective should be to admit to acute hospitals only those 
patients who require the expensive facilities provided, to provide the best 
possible treatment in the shortest possible time and to discharge the patient 
to his home or to other appropriate accommodation without delay. 

2.2. Group 83 noted the steadily increasing demand for hospital accom- 
modation and recommends that research be initiated by the Minister into 
the reasons for this growth in demand. Falling duration of stay increases 



the capacity of hospitals to admit patients and this increased capacity is, 
to a considerable extent. being taken up by patients who do not need the 
expensive surroundings of a general hospital. Improved general practitioner 
services, particularly better training for community practice, and better 
domiciliary care facilities would Cater for much of the demand which is 
currently falling to general hospitals t o  meet. The over-utilisation of hospital 
services is, in the opinion of Group B3, to some extent due to circumstances 
outside the control of the hospitals themselves. 

2.3. There is a need for the establishment of closer liaison between family 
doctors and the hospital. The defining of population catchments for 
hospitals will, Group 83 believe, facilitate this. 

2.4. Both groups feel that the important support areas of pathology and 
radiology are being abused by junior medical staff and, possibly, by general 
practitioners where access 1s w e n  t o  them. I t  is felt that the Minister 
should ask the medical profession t o  advise him on how to control access 
to these expensive facilities to ensure proper utilisation. 

2.5. Group B3 consider that there is an urgent need to examine the effect 
of night emergency admissions to hospitals providing accident services. 
These admissions are causing major problems in the utilisation of beds and 
upsetting arrangements for planned admissions. The provision in accident 
and emergency departments of a small number of overnight beds for cases 
requiring observation is most important. 

2.6. In the opinion of Group 83 there is a tendency on the part of many 
consultants to recall patients tolout-patient clinics unnecessarily, resulting 
in overcrowding of clinics. Positive steps should be taken to encourage 
the early referral of patients back to their family doctors. 

2.7. Both groups feel that the provision of hostel accommodation and 
convalescence beds would assist greatly in reducing the length of stay in 
general hospitals. Many patients requiring investigative procedures could 
be maintained for a short period in hostel accommodation not requiring the 
high level of staffing appropriate to the main hospital. Earlier discharge 
of patients would result from convalescent beds being available. Small 
local hospitals have a very big contribution to make in this regard. 

2.8. Both groups feel that every hospital should have an admissions and 
discharge policy which should be rigidly adhered to. 

2.9. Both groups consider that the structuring of consultant posts and 
the method of remuneration have an important influence on the efficiency 
of hospitals. They feel that consultants should be employed on a 
geographically wholetime basis and that facilities for private consultations 
should be available within the hospital campus. The practice of consultants 
having a number of minor commitment appointments to several hospitals 
should be eliminated. The linking of the remuneration of consultants to 
bed occupancy is seriously detrimental to the proper utilisation of beds and 
this method of payment should be abolished as quickly as possible. 



2.10. Both groups consider that developments such as five-day units, day 
hospitals and progressive patient care units should be investigated and 
encouraged. Advances in diagnosis e.g. whole body computer assisted 
tomography were discussed by Group 84 who feel that these should be 
closely observed in the planning of future diagnostic facilities, at least in 
the major centres. 

2.11. Group 84 urges greater consultation at local level between manage- 
ment and departmental heads in hospitals (including ward sisters). Con- 
tinuous monitoring of performance, both at hospital and departmental level 
(e.g. in the field of accident and emergencies, cardiac surgery and the 
drug problem), to assess ability to cope with demands is necessary. 

2.12. Group 84 supports the introduction of job evaluation and system 
analysis which has already commenced in Dublin and Cork and recommend 
the development of management services at all appropriate levels. 

2.13. Group 84 stress the importance of attention to the morale of con- 
sultant staff in order to achieve co-operation in the developing field of 
medical audit. 

2.14. Group 84 also endorse the idea that hospital administration should 
be a professional career and that administrators should be supported by an 
adequate infrastructure particularly in the health board field. 

3. PLANNING AND BUDGETING PROCEDURES AT NATIONAL AND 
HOSPITAL LEVEL / 

3.1. Both groups welcome the develppment of forward budgeting on the 
bas~s of a three-year programme. Ho'wever, arbitrary cuts in budgets lead 
to overestimation on the part of hospitals and should be avoided. In the 
case of the larger teaching hospitals block budget allocations should be 
allowed. Delays in making payments to hospitals are resulting in large 
bank overdrafts thus incurring unnecessary high interest charges. These 
delays should be eliminated. Inadequate working capital could result in 
the disruption of services. Both groups support this view. 

3.2. Both groups feel that forward planning of the development of services 
within hospitals should be linked in with the forward budgetary process 
for both capital and revenue expenditure. Health Boards should establish 
planning/budgetary sub-committees on a permanent basis. 

3.3. In the opinion of both groups. the budgetary process should have 
in-built incentives to efficiency. If a hospital can effect a saving in costs, 
that hospital should be guaranteed the benefits of such savings. The manner 
in which the money can be spent should be subject to general guidelines 
but the most important aspect is that i t  should accrue to the benefit of 
the hospital. 

3.4. Hospitals should be informed of the likely availability of money in 
coming years. Without this information, which should come from the 



Department of Finance. forward budgetting can be meaningless. The 
importance of the role of the Department of Finance in this exercise is 
emphasised by Group 63. 

3.5. Group 83 also feel that there is considerable scope for savings on 
the usage of drugs in hospitals. If the financial incentive was there, each 
hospital could be encouraged to make progress in this area. A t  national 
level, the Minister should ask the medical profession to help him in achieving 
a reduction in the cost of drugs for the health services as a whole. 

3.6. Group B4 feel that there should be more devolution of authority 
downwards from the Department of Health. 

3.7. Budget requirements for health boards and voluntary hospitals should 
be transmitted through a single co-ordlnatlng authority in the opinion of 
Group 84. 

3.8. The same group also said that an unfavourable financial climate should 
not inhibit reasonable forward plannlng associated with a budgetary com- 
mitment. 

3.9. Group B4 also recommend the early introduction of a method whereby 
the revenue implications of a capital development will be recognised and 
reported without leading to undue delay. 

4. PRIORITIES 
I 

4.1. Group 83 wish to put foryard the following list of priorities:- 

(a) Clear Government decisions on a national hospital plan are 
urgently needed. 

(b)  A forecast of finance likely to be available over the next few 
years should be conveyed to hospital authorities. 

(c) The early introduction of incentives to efficiency in the budgetary 
process are essential. 

(d )  The introduction of a new common contract and common selection 
procedure for consultants should receive early priority. 

( e )  It is important t o  publish, at an early date, a specification of bed 
norms for specialties, for two main reasons. The first is to enable 
planning of future hospitals to proceed rapidly and the second 
is to facilitate a re-classification of existina bed resources into - ~~ 

various categories. 
( f )  Attention should be directed to the relationshio between medical . . , ~ ~ ~~~ 

~ ~ -~ 

school output a n d  the staffing of ou r  hospitals at junior level. 
The initiation of dialogue between the appropriate Government 
Departments and the medical schools is suggested. 

(g)  Priority should be given to alleviating the unequal distribution of 
hospital facilities throughout the country. 

(h)  The marked up-grading and extension of out-patient facilities 
would enable many patients to be treated at out-patient level, 



thus reducing the need for acute beds in the near future. Ideas 
for curtailing admissions to hospital and increasing the throughput 
of patients should be tested on a pilot basis and thls should be 
encouraged by the Department of Health. Operational research 
designed to improve the better use of facilities should be pro- 
moted in addition to clinical research which should be part of 
the activity of every consultant. 

( i )  Finally, individual services requiring special attention in the 
immediate future are neo-natal services, geriatric assessment 
services and rehabilitative care in hospitals. 

DISCUSSION ON GENERAL HOSPITAL SERVICES REPORT 

Prof. M. Brady (Council for Postgraduate Medical and Dental Education 
and Training) suggested that the cost of the acute hospital services in this 
country was low by EEC and Western European standards. 

Referring to medical audit, he said that clearly medical audit should be 
done by peers, and the impetus for it must come from within the profession 
itself. In discussing medical audit, it was important t o  remember that the 
results would be multi-factorial. Just because the mortality and morbidity 
rates from two surgical units differed did not mean that the senior person 
in charge of the unit which had the worse figures was less competent than 
the other. / 

The mortality and morbidity rate was a reflection of many causes. For 
example, it was an index of the general health of the population being 
served by the unit, it was an indication of the level of care of the family 
doctor in the area, it was a reflection on the adequacy of transport facilities 
in the area, it was a reflection of the staffing of the hospital and the 
equipment and laboratory support service in the hospital and, of course, of 
the professional expertise involved. This needed to be strongly emphasised. 

Mr. M. F. Walsh (Pharmaceutical Swie ty  of Ireland) said that because 
there were insufficient pharmacists employed in the hospitals here, there 
was a reduction in pharmaceutical control. More pharmaceutical control 
was needed, particularly if we were serious about achieving the most 
economic use of drugs. 

Dr. M. J. Dyar (National Health Council), referring to the points made by 
Professor Brady with regard to medical audit, agreed with the concept, 
provided the peer group was sufficiently representative and realistic in the 
standards it set. 

Mr. W. DeWytt (North Eastern Health Board) said that attention should 
be directed to the relationship between medical school output and the 
staffing of our hospitals a t  junior level. If we were to restrict the number 
of medical students, then we were going to have a great restriction of 



junior medical staff. The resultant problem could be overcome not neces- 
sarily by intake of doctors from other countries, but by the upgrading of 
duties of the nursing staff of the hospitals. There were many spheres of 
activity in which a well trained experlenced nurse could be of considerably 
more use than a comparatively untralned doctor. Any reduction of junior 
hospital staff would have to be paralleled by an extension of the duties and 
personnel of the nursing staff. 

Miss T. C. Taaffe (Irish Nurses' Organisation) said that the lrish Nurses' 
Organisation were having discussions with the lrish Medical Association 
regarding the transfer of duties from doctors t o  nurses. She did not think, 
however, that such transfers should take place just to fill the place of scarce 
medical personnel. There would be legal implications in the transfer of 
duties which would have to be very carefully explored before any transfer 
could take place. 

Dr. D. Cantwell (St. Vincent's Hospital) said that most of the people 
working in hospitals were extremely conscious of cost. For example, when 
a new intake of junior staff in a hospital arrived, they had a whole day's 
indoctrination by the whole hospital team. Since junior doctors had a 
certain amount of autonomy in the hospital, it was pointed out to them 
that, due to their decisions, costs could be increased unnecessarily. 

Recently, a survey of calls of an emergency nature at night time in 
certain departments had been carried out and as a result of the publication 
and analysis of the survey, it had been possible t o  reduce costs considerably, 
to the benefit of the whole hospital and the services. 

i 
The Chairman (Dr. Murphy) said that:often times those not in a particular 
area were likely to think that people who are in that area were not nearly 
as well aware of the problems as they should be. On the contrary, there 
was in fact a good deal of self-analysis going on at a lot of levels because 
of rising costs and unavailability of money and restrictions of one sort or 
another. 

Earlier in the seminar, there had been a comment made about people 
in the services forgetting about the patients. However, during one of the 
group discussions he had heard Mr. Dermot Condon, Assistant Secretary 
(Personnel). Department of Health, refer t o  the message that must be got 
over to people on joining the Department, that at the end of every letter, 
a t  the end of every postcard or telephone call, was a sick patient or 
somebody with a problem. 

Mr. D. O'Shea (Chief Executive Officer, North Western Health Board) said 
that while there was a strong plea from the community care side for more 
liaison with the hospitals, the same plea had not been reflected on the 
other side. I t  should be stressed again, under the heading of hospitals, 
that there was definitely a great need for improved liaison between corn- 
munity care services and hospitals so that patients would end up exactly 
in the right place. 

Decisions as t o  the location of specialties in hospitals, which are now 
effectively taken by Comhairle na nOspid&al, were vital t o  the development 
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of our hospitals. He wondered if Comhairle, in the long-term, under its 
present system of representation, was best geared to make decisions on 
areas throughout the country. I t  seemed t o  have a very strong metropolitan 
bias which was not coming through but could come through. 

With regard to the point made by Mr. Martin regarding an over 
provision of beds throughout the country, he had said that some areas 
were under-bedded, which meant that other areas must be extremely over- 
bedded, but he had not followed through to say what should be done 
about this. 

Dr. P. 6. Cusack (North Eastern Health Board) said that the private patient 
using a private hospital was at a disadvantage compared to the private 
patient availing of public hospital services. The latter was assured of 
adequate medical cover at all times. I t  was important for this reason, and 
in order to maintain confidence in the public hospital, particularly the county 
hospital, that arrangements be continued so that private patients could 
continue to avail of services in public hospitals. 

Miss R. Ryan (Irish Congress of Trade Unions) felt that the slimming up 
in the report from the groups dealing with community care was rather 
biased. I t  wasn't sufficiently oriented towards positive health, particularly 
in the child care services. A t  this stage in the development of the services 
we needed to differentiate between child health services and child welfare 
services. Dr. RisteBrd Mulcahy had remarked a few weeks ago that the 
lack of preventive health programmes and our attitude towards positive 
health needed to start immediately the p b y .  is discharged from hospital. 
There was a positive side to child healt w h ~ c h  m~ghtn't  have got across 
in the report which was presented. : 



Part V 

SPECIAL HOSPITAL SERVICES 

REPORTS FROM GROUPS DEALING WITH SPECIAL HOSPITAL SERVICES 

(Dr. Murphy. Chairman. presiding) 

(Presented by Dr. J. A. Robins, Principal Officer, Department of Health) 

1. INTRODUCTION 
1.1. I am reporting on behalf of two groups, B1 and 82. The chairman 
of B1 group was Mr. Savage with Dr. Mulcahy the rapporteur and the 
chairman of the other group was Deputy McSharry and I was the rapporteur. 
We had three distinct areas to cover: the psychiatric services, the mental 
handicap services and the services for geriatric patients. On one of these 
subjects we met jointly and on the q h e r  t w o  subjects we  operated as 
separate groups. But the report I a v  going t o  present to you is an 
integrated report because there was very 'little divergence in our conclusions. 

1.2. Now, first of all, I should say that there was a particular philosophy 
underlying our approach to the three groups of services. It was that, in 
our view, a patient should not be lying in a bed i f  he could be provided 
for in the community, if that was an attainable alternative. We had to 
accept, of course, that there are many persons for whom treatment or care 
in an institutional bed is the only answer. But we say, on humanitarian 
and economic grounds, that everything we do in relation to these services 
should be orientated in the direction of the community. 

2. PSYCHIATRIC SERVICES 
2.1. To begin with we took the psychiatric services. Within the psychiatric 
services we first took the long-term patient in the district mental hospital. 
At the moment there are about 14,500 people i n  district mental hospitals 
and of that group about 12,000 people are long-term patients. And these 
long-term patients consist largely of two groups-the long-term psychiatric 
patient and the mentally handicapped patient. We felt, looking at the first 
group, at the long-term psychiatric patient, that in general what a patient in 
this category requires involves a great deal more care than treatment. The 
extent to which he requires the attention of psychiatrists, trained nurses, 
~sychologists and other para-medical groups in the hospital is relatively 
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limited. Broadly, the needs of the long-term psychiatric patient is com- 
fortable accommodation, facilities for living a reasonable life within the 
hospital. Our groups considered that in district mental hospitals in general 
there is a need to provide improved accommodation for these long-term 
psychiatric patients. This poses a particular problem. One does not 
normally set out to add new buildings t o  hospitals which are expected t o  
have reducing populations. Nevertheless, because of the fact that accom- 
modation generally within the mental hospitals at the moment is old, perhaps 
100 to 150 years old, we think that every hospital should have a new unit. 
so that eventually when the hospital is run down there wil l  be at least a 
basic provision of new buildings there, in which the groups continuing to 
be provided for in the mental hospital can be looked after. 

2.2. I t  is not a feasible proposition to talk in terms at the moment of 
building new units in every mental hospital. In the interim we think that 
every effort should be made to improve the existing accommodation in 
terms of decor, furnishings and services, so that at least the accommoda- 
tion of the older people will be reasonably comfortable. As I have said 
earlier, the staff responsible for the care of the long-term psychiatric patient 
need not necessarily involve to a major degree the services of skilled staff. 
In the view of our groups, the assignment to patients in this category of 
persons trained at a lesser level of skill would relieve the more highly 
trained staff, to look after the acutely ill people and to undertake com- 
munity work. 

W e  would emphasise, however, that when a patient in a mental hospital 
is designated a long-term patient, the possibiljty of his eventual rehabilitation 
should never be lost sight of; there are many instances of patients who 
have been long-term in mental hospitals. who recover or are rehabilitated to 
the extent that they may make i t  back into the community. Al l  the services 
in the mental hospitals must have a certain underlying optimism-even if in 
the short term one is obliged to take a pessimistic view about particular 
patients. 

2.3. Now there is the second major group within the mental hospitals. 
That is the mental handicap group. Approximately one-third of the popula- 
tion of all the district mental hospitals at the moment are mentally 
handicapped persons. The Minister has already decided that this is not a 
suitable place for the care and treatment of the mentally handicapped and 
this is the view of psychiatrists in general. However. providing elsewhere 
for them means that a sufficient amount of accommodation must be created 
in special homes to which they can in future be admitted instead of being 
admitted into the mental hospitals. One must consider too what can be 
done for the existing mentally handicapped population of the mental 
hospitals. A t  the moment they may be mixed up with other patients. M y  
qroups recommend that if the accommodation is available there should be 
special units set aside within the mental hospital complex, to which the 
mentally handicapped should be transferred and an appropriate programme 
organised for them there. These units would be re-desiqnated under the 
Mental Treatment Acts and the staff which should staff them would be 
persons who have had appropriate training in mental handicap as distinct 



from mental illness. We recognise of course that the mentally handicapped 
are not a homogeneous group-that there are docile mentally handicapped, 
that there are disturbed mentally handicapped. In providing accommodation, 
the answer must not be just one ward to mix them all together. There 
will have to be sufficient accommodat!on to make classification possible. 
Thus while we are putting forward thls suggestion we recognise that it 
would be possible to operate it only in these hospitals where the existing 
accommodation permits it. 

2.4. A member of our group suggested, that in the South Eastern region, 
where there are five district mental hosp~tals, one of these mental hospitals 
might be set aside specifically for the mentally handicapped. We felt 
strongly that this suggestion might be pursued further. Similarly the idea 
of assigning a mental hospital in other health board areas where there are 
several mental hospitals, specifically for the mentally handicapped should 
be considered. 

2.5. We recommend that every effort should continue to be made to get 
the long-term patient restored to the community. W e  accept that not a 
very large percentage of existing long-term patients are going to make i t  
back or are not going to make i t  the whole way back to the community. 
But we feel, nevertheless, that the approach here must be optimistically 
based and that various approaches such as the creation of more hostels, 
the establishment of more and better operated workshops must be de- 
veloped, all directed at preparing these long-term patients for integration 
in a working community. The industri$l therapy units within the mental 
hospital should, we feel, be improved as a matter of priority and put on the 
basis that they are capable of training :people and not simply concerned 
with occupying patients. Furthermore, we would emphasise that the 
community workshops proposed in the recent report on the training and 
employment of handicapped people should be developed in those parts 
of the country where at the moment there are no community workshops 
at all. We see them having an important role in the restoration of the 
psychiatric patient to the community. W e  considered briefly the employment 
of patients on mental hospital farms. This was done widely in the past. 
It was a form of slavish drudgery to which we are not suggesting mental 
hospitals should return. A t  the same time the fact is that mental hospitals 
have farms and we consider that they offer some basis for training a limited 
number of mental hospital patients in semi-skilled farm work or in horti- 
culture. There is some employment available in these areas, particularly in 
tillage intensive parts of the country. We considered the county committees 
of agriculture should be asked by the health boards to provide advice in 
relation to this matter. 

2.6. As I said at the beginning, our groups considered that the community 
must be the main basis of the future care of the mental hospital patient. 
Our groups, however, would warn against the indiscriminate use of the 
community and against the idea of sending mental hospital patients back 
into the community simply, or to a considerable extent, in order to keep 
down the accommodation in the mental hospitals. W e  would recommend 



that those patients sent back into the community must be considered as 
having a reasonable likelihood of integrating themselves into the com- 
munity and they must be supported from the time of their discharge from 
the mental hospital by a supporting team which wil l  help to consolidate 
their position in the community. Community psychiatric nurses must be 
offered a career structure in the community if they are to be attracted to 
do community work. Community psychiatric teams should be organised 
on the basis of team areas within each catchment area. In our view, they 
should have very close links with the public health nursing services and 
with the general practitioner services. 

2.7. Where child psychiatry is concerned we regard i t  as one of the very 
urgent areas in psychiatry today. Initiatives are necessary. We recommend 
that special efforts be made to recruit and train child psychiatrists and that 
this might most appropriately be done through the medium of the existing 
post-graduate training scheme in psychiatry. 

2.8. We felt, in general, that the stigma of mental illness is very much 
still a harsh reality. I t  is reflected in the hostility shown in some com- 
munities to the opening of hostels intended as a stepping stone for getting 
selected patients back into the community. This hostility usually emanates 
from middle class groups. It shows a high degree of prejudice on the 
subject of mental health and indicates a need for a proper public education 
programme directed at persons with these prejudices. I t  would seem to 
us that the best setting in which the psychiatric patient is likely to be 
accepted is the long-standing settled community, rather than in a new 
housing estate. although we  are aware of /instances of hostels being 
established among younger families in the ,  new housing areas. But 
generally this is not the picture. 

2.9. Where psychiatric nurses are concerned, we consider that there are 
aspects of the operation of the psychiatric nursing services which are not 
in the best interests of the patients. W e  would refer particularly to the 
insistence of nurses that promotion t o  charge and deputy charge nurse 
should be on a seniority basis. Where the provision of care for people 
who are ill is concerned. this attitude is to be regretted. One would 
hardly need to argue the case that the only criterion that should apply in 
selecting a nurse or a doctor or any para-medical person for promotion 
should be his ~rofessional skill. Again in relation to the psychiatric nurses 
there is the fact that in mental hospitals there is a rota system which 
usually involves a nurse being one day on duty and one day off duty. This 
makes cont in~~ i ty  of care very difficult to achieve. Psychiatrists working 
in the mental hospitals feel that this is to the detriment of the patient. 
The groups on whose behalf I am reporting recommend that the Minister 
initiate urgent talks with ihe unions concerned with a view to reaching 
some way out of the present situation. 

2.10. Where acute units are concerned, the groups support the policy of 
locating acute psychiatric units at general hospitals. These units should 
he associated with long-term mental hospital care. In other words, where 



there is a unit at a general hospital it should have a very close association 
with the traditional mental hospital. They should be seen as an integrated 
service. I t  should involve the rotation of medical and nursing staff. This 
is necessary in the interests of retaining the morale of the staff because 
the care of long-term psych~atric patients may not be sufficiently attractive 
t c  keep staff unless they are involved also in the more acute aspects 
of care. 

2.11. Out-patient services should be based to the greatest extent possible 
on the general hospital rather than on the mental hospital. Where research 
is concerned, the view of our groups was that there is not enough research 
into the causes and care of mental illness. We accepted that i t  would 
be beyond this country's resources to spend a large amount of money on 
clinical research bur we feel that a great deal more could be done by way 
of social and epidemiological research in this field. 

2.12. We were concerned too in our groups about the need for more 
emphasis on prevention. The number of persons coming within the scope 
of mental care is alarmingly increasing and there is an urgent need for an 
expert group to look in depth at the preventive measures which might be 
undertaken to check this trend. 

3. MENTAL HANDICAP SERVICES 
3.1. We noted in relation to mental handicap that the main needs are the 
provision of more places for the adult handicapped and for disturbed 
children and we consider that these peeds should be regarded as very 
urgent priority areas within the health services as a whole. The provision 
of more accommodation, however, is not the full answer to the needs of 
our mentally handicapped. There is a need t o  make the service a more 
highly professional one, thereby improving the standard of care. There 
must be more trained nurses and para-medical staff such as psychologists 
and physiotherapists brought into the service. 

3.2. Where disturbed children are concerned we consider that accommo- 
dation for them should be shared among the different child care centres. 
I t  is not desirable that disturbed handicapped children should be treated 
apart from the other groups of handicapped children. 

3.3. As in the case of mental illness we felt that there is a need for more 
research into the causes and prevention of mental handicap. Prevention 
is of paramount importance. We recommend that there should be great 
emphasis on genetic counselling, and on ensuring that those involved in 
providing obstetric care are trained to reduce the hazards of trauma at 
birth. The services aimed at identifying congenital defects such as cretinism 
which can be treated before developing into irremediable handicap should 
be reviewed and if necessary improved as a matter of urgent priority. 

3.4. Assessment services for the mentally handicapped need to be looked 
at critically. In some parts of the country children are waiting up to a 
year for assessment. Our groups feel that that is not good enough and 
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there is a need urgently to look at the need to improve the assessment 
services. 

3.5. There should be as much emphasis as possible on day accommodation 
for both the child and the adult handicapped. Where day educational 
centres are concerned the Department of Education should be more flexible 
in the matter of financing transport services. 

3.6. In general, we felt that there was a case for co-ordinating more 
closely arrangements between the various Government Departments con- 
cerned with the mental handicap services, and also for brmging into this 
close co-ordination voluntary bodies involved in the field of caring for the 
handicapped so that joint discussions would be facilitated. 

3.7. These are our comments on mental handicap. I want to make, on 
behalf of the groups, some brief comments in relation to the subject of 
mental illness and mental handicap generally. We consider that the needs 
of the mentally ill and the mentally handicapped warrant a particularly high 
priority, if not the top priority, in the allocation of resources. Mental illness 
and mental handicap do not simply affect the patient himself. The alcoholic 
husband may create neurosis in his wife and in his children. The disturbed 
mentally handicapped child in a family for whom no accommodation can 
be found may destroy the family. As long as families are at risk in this 
way and as long as there are defects in these services and shortages in 
these services which cannot overcome these hazards, i t  is the view of our 
group that the needs of mental illness and menial handicap should be given 
a very high priority. 

4. GERIATRIC SERVICES 

4.1. We recognise the need for more geriatric services, and better geriatric 
services. W e  again emphasise the importance of community approach 
rather than an institutional approach. Where institutions are necessary for 
the old, they should be located in the old persons' community, not a 
distance away from it. 

4.2. In our view, consultant geriatricians are a basic requirement of a 
geriatric service. There is a shortage of geriatricians. We recommend 
that the question should be urgently tackled of providing a training scheme 
aimed at attracting young doctors into this discipline. The question of the 
salary of geriatricians was, in the view of some members of our groups. 
a matter of importance. Geriatricians in general do not have private 
practice so that they cannot, in justice. be compared with other consultants. 
This may be a dis-incentive to them coming into the discipline, where 
income opportunities are concerned. The geriatrician should have a broad 
area of responsibility in the geriatric assessment unit which it is policy to 
locate at the general hospital. He must be involved in taking decisions 
about the future programme of his patients. However, the assessment of 
the individual patient should, the medical members of our groups emphasised, 
be undertaken mainly by the surgeon and by the physician and by the 



other medical disciplines appropriate to the particular condition of the old 
person. The geriatrician himself should have an important role in a con- 
sultant capacity in the county home or the welfare home, and he should 
be readily available for ~ 0 n ~ ~ \ t a f l o n  wlth general practitioners and for 
guiding other staffs such as public health nurses in regard to the com- 
munity care of geriatric patients. There should be sufficient social workers 
to back-up the work of the geriatrician. 

4.3. Sheltered housing with proper back-up.social provisions is something 
which would help to keep ok! p e 0 ~ l e  out of institutions. It should be seen 
as an important contribution in this area and we would suggest that public 
representatives must see themselves as having an important influence in 
bringing about this situation. W e  consider the extension of the concept 
of the geriatric assessment unit to be an urgent one. Old people are 
making their way into mental hospitals and into acute general hospitals 
who should not be there. If they had been seen initially at the assessment 
unit they would be sent to the appropriate place for treatment, but once 
admitted to the other institutions it becomes difficult to have them trans- 
ferred elsewhere. In our view every health board area should seem to 
have an assessment unit which would first screen all old people requiring 
care. 

4.4. The home help service should be extended. On humanitarian and 
economic grounds it seems to answer many of the problems of community 
health. 

4.5. We recommend that the welfare homk programme should be stepped 
up. In its relatively short existence the welfare home has shown itself to 
provide a most humane and enlightened approach towards the needs of our 
elder citizens. The name is not suitable-we agree with the report of a 
previous rapporteur. I t  has connotations of assistance. No terminology 
should be used in our health services which should suggest discrimination 
in any form between the people of different economic status. The local 
voluntary organisations should, in our view, be brought closely into the 
operation of the local welfare home. 

4.6. The day hospital for the old is a particularly effective way of keeping 
the old person in his house, and providing him with an amount of care and 
social activity which he would not otherwise have, as well as reducing the 
friction with an impatience on the part of the younger members of his 
family. The day hosnital concept, we recommend, should also be extended 
and we consider that as a pilot project a number of day hospitals should 
be associated with selected welfare homes in rural areas to see how they 
would work in association. 

4.7. There should be some places in geriatric institutions for families who 
wish to place their elderly wrents for a temporary period while they are on 
holiday or in emergency situations. 

4.8. There i s  one situation in relation to the old that does not always get 



the attention it deserves. That is the case of the unmarried daughter who 
has sacrificed her marriage and career prospects, t o  stay at home to look 
after her elderly parents. W e  think that sufficient recognition has not been 
given to her. We feel that she is a true example of christian dedication 
and that she has not been adequately recognised by the state and that 
some further financial gesture should be made towards people in that 
calegory. 

5. FINAL COMMENT 
Finally might I say, our group would sum up the three areas for which we  
have been given responsibility by saying that the social groups concerned 
are probably those with the greatest problems today. While we recognise 
the urgency of other health areas, we think that our fellow citizens in 
general would welcome and support and even applaud measures which 
would be aimed to mollify further the needs of the mentally ill, the mentally 
handicapped, and the elderly patient. 

DISCUSSION ON SPECIAL HOSPITAL SERVICES REPORT 

Dr. J. Cooney (National Association for Mentally Handicapped of Ireland) 
said that he was particularly interested in Dr. Robins' excellent resume of 
the different reactions of the two groups. The key to the success of the 
seminar was to identify the pressing needs of the health services today. 
One of the difficulties in general terms facing the health services was the 
attempt to make the transition from medical diseases to social problems. 

Alcoholism had been mentioned for the first time. This was a very 
major social problem in this country and affected not only the individual 
himself and all aspects of his functioning but it also had most serious 
crippling effects on the emotional development of his children. I t  was 
indeed a verv maior factor in the economy of the country, something t o  be 
considered in haid times. 

- 
He was d a d  to hear Dr. Robins holding the balance between com- 

munity care a i d  hospital care. The correct concept was that of compre- 
hensive care with suitable liaison between the hospitals, and the community 
services working hand in glove with the hospital where necessary. 
Alcoholism illustrated this point completely because so much could be 
done in the community to help the alcoholic and the alcoholic's family. 
There was, however, a considerable need for further research in this area. 

He criticised developments in the health services in recent times 
because the uncritical acceptance that what was valid for disease purposes 
in other countries was necessarily valid for here and that the remedies 
appropriate in other countries were appropriate here. Alcoholism again 
illustrated the fallacy of accepting that. For example, in the United States, 
in times of depression, the consumption of alcohol went up and the 
incidence of alcoholism appeared to rise, whereas the evidence in this 



country was that the opposite was the case. We were fortunate in the 
fact that there was a great deal being done in Ireland in relation to our 
resources but all of this was being flnanced from private sources. When 
funds became available, a grant from the Department of Health to do 
further research in this particular area would be welcomed. 

He supported Dr. Robins in his contention that attitudes of the public 
were of vital Importance where the mental health and mental handicap 
were concerned. He was particularly heartened to hear Professor Brady 
refer to the diseases brought about by man, as those concerned with the 
behavioural diseases had been worried and upset by what they regarded 
as lack of support until recent times from the political branches of the 
medical profession and it was very heartening to hear Professor Brady 
make this point so clearly. 

Dr. J. Ryan (National Association for Menltally Handicapped of lreland) 
complimented and endorsed the very comprehensive statement made by 
Dr. Robins in regard to the mental!y handicapped. However, it was now 
exactly ten years since we had a major policy document on mental handicap. 
In those ten years there had been obvious advances in caring for the 
handicamed but at this time we were a t  some kind of a crossroads in 
regard id mental handicap. 

Dr. Michael Mulcahy, through the Medico-Social Research Board, had 
completed a statistical analysis of the handicapped in the country. We 
also had a situation where handicap was very much the cinderella of 
voluntary bodies. We had the health boards becoming more and more 
involved with the handicapped. There was now a great uncertainty as to 
how we should go forward with planning. /There was the whole business 
of the integration of the voluntary services with statutory services and the 
evolution of a joint plan. Some moves had already been made in that 
voluntary bodies and health boards had been having discussions as to how 
best to go forward. 

He made these points because, with the current shortage of finance, 
we had an opportunity which we should not miss. There was an oppor- 
tunity for further major planning effort for the handicapped and it was 
necessary to isolate our priorities, perhaps through a national planning 
committee. People were against committees, but at this particular point 
with so much uncertainty, there was such a great need for co-operation 
and involvement that he would call for a major planning body to plan the 
way in the future for mental handicap in this country. 

Dr. G. Dean (Director, Medico-Social Research Board) said that the Medico- 
Social Research Board, under Dr. Michael Mulcahy's supervision, had been 
undertaking a census of the mentally handicapped in lreland. W e  had a 
really high number of mentally handicapped children and a very large 
number of mentally handicapped adults. I t  was easy enough to care for 
the mentally handicapped children but one tended to forget the adults 
who often found themselves in the psychiatric hospitals. 

Our attitudes towards the mentally handicapped and the mildly insane 
had, unfortunately, changed. In the past, most villages had two or three 
mentally handicapped who were called "the village idiots", a perhaps very 
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crude term because times were rather crude, but the point about it was 
that these people had the complete run of the village, they could go into 
anybody's home, they were treated well everywhere, and they were tolerated. 

St. Dympna from Monaghan had gone to Belgium and there a cult 
arose around her that the mentally handicapped or mentally disabled who 
visited her shrine benefitted. Since those days, nearly 1,000 years ago, 
there has been a colony of about 2,000 mentally handicapped people living 
in the community and very, very well settled. These people were very 
much happier living in the community than they ever would be locked up 
in an institution. Could we  not consider re-importing St. Dympna back to 
Ireland ? If we could, with support from social and psychiatric workers, 
help recondition people to the concept that they can accept the people 
who are not quite as bad as they are, and sometimes behave a little 
abnormally in the community, then we  would have made a very big step 
forward. 

Mr. M. McCann (Secretary, Medical Union) said that there was one aspect 
of the psychiatric services which was not fully covered in Dr. Robins' 
report and this aspect dealt with the manpower required for the services. 
There were not sufficient psychiatrists available at present throughout the 
country. The Royal College of Psychiatrists were at present examining all 
the mental hospitals to see whether they should be deemed acceptable for 
the purposes of training. He would like to know (perhaps at the beginning 
of the next session) from some of the members of the College who were 
present what they saw as the future in relation to the training of psychiatrists 
in this country. He supported Dr. Cooney in relation to his plea for help 
for voluntary organisations concerned with the mehtally handicapped. 



Part VI 

PERSONNEL 

REPORT FROM GROUPS DEALING WITH PERSONNEL 

(Dr. 0. Hensey, Vice-chairman, presiding) 

(Presented by Mr. P. B. Segrave. Chief Executive Officer, North Eastern 
Health Board) 

1. INTRODUCTION 
1.1. I think that it is true to say that any significant advances which may 
follow from our deliberations over the last few days will, in the main, be 
achieved by the people who work in our health services. 

1.2. The service is a very personal one. I t  is a service for individual 
people provided by people, mainly through Qerson-to-person contact, and 
it was because the service is primarily a personal one that the personnel 
function has been formally identified and established within health boards 
and within some voluntary hospitals. The reorganised Department of 
Health has within it a Personnel Unit and indeed, at central Government 
level, the roles to be played by the Department of Health and the recently 
established Department of Public Service are of significance to all of us. 

1.3. The following statement on the role of the Department of Health 
appears in the document on the Restructuring of the Department which 
was issued to you prior to the conference: 

"The Personnel Unit will work in the closest co-operation with the 
central staff of Government and the Department of the Public Service 
and assist in developing guidelines which will apply to the Public 
Service generally. Within this agreed policy there will be a very 
substantial area of discretion, in the development of health remunera- 
tion policy, the ordering of priorities, the resolution of individual 
claims and problems." 

1.4. I t  would seem, therefore, that the Department of the Public Service, 
in addition to the health boards, the voluntary hospitals and the Department 
of Health, will have a significant contribution to make in the development 
of the personnel function in the health service. Undoubtedly, it will take 
some time to achieve this. The group felt, however, that it was of vital 
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importance to the image of the Department of the Public Service that in 
the meantime its role be not seen as a negative one. To avoid such a 
situation and more particularly to allay fears in the minds of staff in the 
public Service it is suggested that it might be helpful if the Department 
of the Public Service were to enunciate-if only in a general way-a 
positive contribution to personnel policy formulation in the public service. 
The Public Service Department must not be seen as a controlling device 
but must be seen to appreciate the implications of personnel decisions in a 
practical rather than in a theoretical sense. I t  must engender confidence and 
acceptability through having a flexible approach. 

1.5. The background paper provided to each of you before the conference 
began points out that some forty three thousand persons in over three 
hundred grades are employed by a number of bodies including health boards 
and voluntary hospitals in the provision of health services in our society. 

1.6. I t  was the task of our groups to examine a number of basic aspects 
of the personnel field. These included manpower planning, staff recruitment 
and the training and personal development considered necessary for our 
staff in the delivery of a high standard of health care. 

2. MANPOWER PLANNING 
2.1. The concept of manpower planning is a relatively new one t o  the 
health services and may be defined as "the identification and the measure- 
ment of potential future imbalances in the supply and demand of staff and 
the development of plans and policies designed to avoid or minimise the 
incidence of such imbalance". 

2.2. The development of a suitable manpower plan for the health services 
which was considered by one of our groups may be looked at in three 
phases: 

2.2.1. Estimating the future demands for the various types of man- 
power related to the overall objectives of the executive agencies in 
association with the national objectives and taking into account overall 
national strategy for the delivery of health care, the future patterns of 
medicine, technological changes, changes in the living patterns of our 
society. 

2.2.2. Identifying gaps between projected manpower requirements and 
current staff complements. This would involve the development of 
sophisticated techniques, the use of computer technology along manage- 
ment information service lines in order to ensure that future projections 
have their origin in reliable data and information. 

2.2.3. The final phase in the exercise is t o  provide a strategy to meet 
the projected manpower requirements relating to existing complements 
and, in more detail, the strategy involves such personnel functions as 
recruitment. training, retraining. career development, job evaluation and 
staff appraisal. 



3. NATIONAL PRIORITIES IN  PERSONNEL 

3.1. It is necessary that national objectives for the health services as a 
whole be defined and stated as a prerequisite to the formulation of effective 
and realistic manpower planning. In the time available to the groups and 
certainly in the time available to me to sumrnarise their conclusions it is 
possible to deal only with a small number of the key areas and the key 
issues identified by the groups., The groups agreed that there was at least 
two significant developments wlthln the health services which had a major 
impact in the area under consideration. 

3.2. The first of these was the formal development of the team concept 
in the delivery of health care and particularly within the community care 
programme. This approach brmgs together persons with different training 
and skills in multi-disciplinary teams each complementing the other and 
working together as a unified team in bringing the services to individual 
people. 

The ability of an individual to take his or her place in the team and 
to adapt t o  the concept of the team and patterns of team approach called, 
we felt, for the broadening of educational and training programmes to 
include, preferably as part of basic or undergraduate programmes, experience 
in the behavioural sciences. 

3.3. The second major development having an implication in the personnel 
field has been the establishment within most staff grades of positions of 
administrative responsibility. We have in mind here particularly the medical, 
para-medical and nursing grades. These posts, which involve the manage- 
ment of staff and other scarce and expensive resources, call for management 
skills and techniques which at present are not generally included in the 
curricula of medical, nursing and many other para-medical training and 
educational programmes. Training in this area is, in the opinion of the 
group, essential to the achievement of the most effective and efficient use 
of our scarce resources. 

4. MEDICAL AND DENTAL STAFF 

4.1. In considering our medical services the group found that in the 
context of our forward planning this country will be unable to absorb the 
number of undergraduates at present being trained. I t  also recommends a 
review of the method of selection for entry into our medical schools. 

4.2. The content of the undergraduate education should expose the under- 
graduates to experience in psychiatry, mental handicap, and in general 
practice in both urban and rural settings. 

4.3. The group also considered the implications of a new training pro- 
gramme leading to specialist accreditation. I t  accepts that Comhairle na 
nOspid6al will ensure that the number of senior registrars in high training 
Posts will be related to the number of anticipated consultant or specialist 
vacancies. 



4.4. The group also accepts that there will be considerable competition 
for appointment to senior registrar posts but feels there should be a 
reduction in the number of junior posts at training level with the com- 
pensatory increase in consultant posts. 

4.5. In this connection i t  welcomes the establishment of manpower com- 
mittees in the Comhairle and the Postgraduate Council and anticipates that 
these bodies will co-operate in producing an overall medical manpower 
policy. 

It is appreciated that the Comhairle will reqi~ire the fullest possible 
brief on the proposed general hospital development programme. 

4.6. The group also welcomes the formation of the Institute of General 
Practice. It recommends that increased incentives be offered to attract 
doctors and indeed dentists to remote areas, particularly the need for the 
provision of opportunities for continuing education and training including 
practice management and in some instances with assistance towards 
housing. 

4.7. In the dental field the group felt that there were two priority areas 
meriting attention. The first of these is the urgent need for the provision 
of up-to-date education and training facilities. The second is the amend- 
ment of the Dental Act to facilitate the recruitment of dental hygienists 
thereby contributing to the provision of care and the development of education 
and maintenance programmes. 

4.8. The problems of attracting dentists into rural areas through the 
establishment of incentives has already been mentioned and we  felt that 
one incentive that might be considered was the sponsorship of dental 
students by health boards. 

4.9. A final recommendation by the group was that Comhairle na nospideal 
should have responsibility for making consultant appointments in dentistry 
and that there should be dental representation on the Comhairle itself. 

5. NURSING AND ALLIED STAFFS 
5.1. In considering nursing and allied services the group agreed that there 
was a need for a radical reappraisal of the role of the nursing profession 
and welcomed the early establishment of the Commission on Nursing. 

5.2. In loolting in the first instance at the field of trainee recruitment the 
groups felt that there was a need for a common selection procedure at 
national level and urged an early examination of ways and means by which 
this could be effected. The payment of fees to schools by trainee nurses 
was considered by the group to be an anachronism. 

5.3. In the area of undergraduate training the groups felt that there was a 
real need for a new and imaginative approach towards formal training 
which should be undertaken, as far as possible, within the broad framework 
of our general education system. 



5.4. The groups felt that the regional technical colleges should play a 
significant role in supplementing the nurse training schools. Participation 
by the students in a broader educational forum would contribute generally 
to overall nurse training and to the personal development of the individual 
nurses. 

5.5. I t  was agreed also that a rationalisation of nurse training schools 
should be undertalten to provide a broader framework for clinical training 
and a greater opportunity for the personal development of each of the 
students. 

5.6. The groups believe that An Bord Altranais needs t o  be strengthened 
Including levels of staffing and physical resources and recommend to the 
Tjnaiste that he review the relevant legislation at the earliest date with a 
view to providing broader representation on the Board. 

5.7. A t  postgraduate level the establishment of nurse training committees 
and educational programmes wlthin the health board areas in which the 
voluntary hospitals, the board's staff (public health and general and 
psychiatric hospital) participated were significant and welcome develop- 
ments. The group felt, however, that the co-ordination of these programmes 
and their coherent development should be a matter for consideration by 
An Bord Altranais. 

5.8. The groups considered the psychiatric nursing services and agreed 
that these services were unsatisfactory in many respects. I t  noted the new 
syllabus brought out by An Bord Altranais and stressed the need to reflect 
on the content of the new syllabus in the impact of improved quality of 
student training. 

5.9. The group noted the recommendation of the working party on 
psychiatric nursing services and noted also that there was a need for 
improvement for post-registration training, for better staff structures leading 
to more career opportunities, especially in the lower supervisory grades, for 
changes in the method of promotion and the system of rostering staff. 
The group recommends that negotiations should take place as a matter of 
urgency between management and staff based on the recommendations of 
the Working Party Report and any other considerations which may be 
agreed as being relevant. 

5.10. The groups also believed that the question of providing psychiatric 
nursing services in the community required most careful consideration before 
long-term policies are settled upon. 

5.11. In the area of allied staff the group recognised that ward attendants 
and nursing aids will require induction and in-service training, and noted 
the contribution that this could make. They hope that staff so trained 
could relieve nurses of some non-professional duties. 



5.12. In considering the public health nursing service the group felt that 
training requirements might be reviewed in the light of the identification 
of future needs and priorities e.g. the need for all public health nurses to 
have a midwifery qualification was queried, particularly in the context of 
needs in the area of child care, geriatric care and mental handicap. 

Relationships with and indeed interaction with the hospital care pro- 
grammes were considered essential. The question of a degree course in 
nursing was one that the group felt might be more rewardingly considered 
by the commission rather than by the group. 

6. PARA-MEDICAL STAFFS 

6.1. In relation to para-medical staff the groups considered that the acute 
shortages, particularly in the areas of speech therapy, social work, occupa- 
tional therapy, was one of particular significance a t  the present time both 
a t  in-patient and at community level. 

6.2. It was claimed with some justification that shortages of some staff 
was contributing to the length of stay in hospitals and the group noted 
with concern the virtual absence of many of these posts in some com- 
munity care teams. 

6.3. The group felt that there was a need for some authority in consultation 
with the training schools to carry out an urgent investigation into the 
problem of staff wastage in para-medical grades and to the unattractiveness 
of certain locations within the country for these staffs. The impact of the 
removal of the marriage bar may have an impact in this area and cited 
the changes already experienced in the nursing service. 

6.4. Earlier references to training for working in a team context was 
considered to be particularly applicable in the para-medical grades. 

7 .  CATERING AND HOUSEKEEPING STAFFS 

7.1. In catering and housekeeping, the groups considered that the par- 
ticular skills of the catering profession needed more positive identification 
and recognition with the hospital setting, and following this that a more 
developed training service in the relevant schools should be provided. 

7.2. They felt that there was a greater need too for the recognition of the 
role of the dietician in the hospital catering service. The development of 
orientation and in-service training for housekeeping and Ititchen staff, par- 
ticularly in terms of hygiene and food handling, was also necessary. 

8. ADMINISTRATIVE AND CLERICAL STAFFS 

8.1. In the area of the administrative and clerical staff the group noted 
the good work by the health staff development committee in the identifica- 
tion of training needs. 

8.2. The group felt that particular attention should be focused on the need 
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to develop career structures within the service particularly in the field of 
hospital administration. The group considered that a first priority should 
be an integration between the hospital administrative staffs employed by 
the health board and those employed by the voluntary hospitals. 

8.3. They felt that through this development a clear and identifiable career 
path providing specialist training withm the hospital administration field 
could be achieved and in light of the Costs and demands in this field the 
need for graduate recruitment of specialists in the field of management and 
business administration into the hospital administration field required the 
fullest consideration. 

9. MAINTENANCE STAFFS 

9.1. In the maintenance area there is a need for effective manpower policy 
for the maintenance and conservation of our hospitals' fixed assets. 

10. STAFF TRAINING AND DEVELOPMENT 

10.1. In a broad context the study groups recognised that allied to the 
determination of manpower needs was the critical task of formulating a 
suitable recruitment, training and development policy. Health boards and 
other agencies delivering care are, in many instances, competing for limited 
and scarce manpower. I t  is therefore essential to have a defined recruit- 
ment and training policy for each health board area to ensure that suitably 
qualified people are recruited, that clear job descriptions are available, that 
training and, where necessary. retraining programmes exist, that staff 
counselling is provided, that a career structure exists and of course that a 
pleasant working environment is created. 

10.2. In constantly pursuing the objective of good human and personnel 
relations in the delivery of health and welfare services, the group stressed 
the need to imbue a sense of loyalty and identity in all new staff and 
indeed the need for the continuing motivation of existing staff. 

11. CONCLUSIONS 

11.1. It should be stressed that in the development of any personnel policy, 
including of course recruitment and manpower planning, success in its 
implementation will ultimately depend on the degree of communication 
that has been established in the formulation of such policies between all 
parties affected by it, including the Department of Health, the Department 
of the Public Service, health boards, trade unions, professional groups. 
educational bodies and other relevant groups. 

11.2. In conclusion, the study groups recognised that the health service 
is a highly labour intensive one and as such an effective manpower policy 
will have a considerable role to play in the allocation of finance and man- 
power resources in the health services in future years. For those proposing 
to make a career in the health services and for existing career officers, it 
is equally important that broadly based and suitable training and develop- 



ment programmes be available. I t  is only in this way the groups felt that 
job satisfaction can be ensured and a complementary dedication t o  patient 
care be fostered. 

DISCUSSION ON PERSONNEL REPORT 

The Vice-chairman (Dr. Hensey), before commencing the discussion on 
the personnel report, invited one of the psychiatrists from the Irish branch 
of the Royal College of Psychiatrists to comment on the point raised by 
Mr. McCann of the Medical Union at the end of the previous session. 

Professor T. Lynch (Royal College of Psychiatrists) said that psychiatrists 
here would be aware that for the past five years there had been a pro- 
gramme of training initiated by the late Professor Beckett. The committee 
comprised representatives of the medical schools in this country and some 
representatives from the child psychiatry section and mental handicap 
section. A t  the moment, there was a basic three-year course but it was 
intended that it would be extended to five years to include such specialised 
subjects as chtld psychiatry, forensic psychiatry etc. The arrangements 
were now being examined by the Royal College of Psychiatrists in London. 
There could be a limit of one or two trainees in certain subjects imposed 
on some of the specialised hospitals. Some hospitals, notably in the rural 
districts, would probably aim at providing a clinical service for patients 
rather than training doctors and might not necessarily come into the ambit 
of the training programme in the future. In spite of efforts by those 
concerned, some of the training vacancies had not been filled. On the 
other hand, although the programme was only going five years, some of 
the young trainees had now completed their training and hopefully would 
now be eligible for some consultant posts. 

Dr. J. Cooney (National Association for Mentally Handicapped of Ireland) 
agreed with Professor Lynch's summary of the position He wished to 
stress the importance of encouraging young doctors to go into psychiatry. 
Recent improvements in the level of clinical teaching and the greater 
emphasis on psychiatry within the undergraduate curriculum should attract 
postgraduate doctors to come in and undertake this excellent course. 

Dr. H. E. Counihan (St. Laurence's Hospital) asked if the groups dealing 
with Personnel dealt with the method of settling disputes. Over the next 
decade, we were likely to have recurrent crises in our hospitals due to 
disputes, because we had so many groups. Some group was always bound 
to be in dispute over something and the hospitals became most unpleasant 
places unless some procedure was established t o  deal with these situations. 
Down the line, before it got to confrontation stage with the Department at 
national level, a lot of the disputes could be sorted out. 



Mr. Segrave said that the groups did not discuss industrial relations for the 
simple fact that they were given four headings under which to look at the 
service and these were-manpower training, manpower recruitment, staff 
training and development. However. in his opinion, the development of 
systems or structures to deal with industrial relations was clearly an 
analogous field. He did not think that the development of structures made 
industrial relations problems go away. Nevertheless, the establishment and 
evolution of the Local Government Staff Negotiations Board and how it 
had been restructured within the last couple of months would make a 
significant contribution in the field of industrial relations. Its restructuring. 
with the inclusion of very senior, officers from the Department, should 
provide a forum through which lndustrial relations problems could be 
quickly and adequately dealt with. 

Mr. D. Condon (Department of Health) said that his group did discuss 
for a very short time the question of industrial relations t o  see whether it 
was within their remit or not. They decided it was not but he would relate 
some of the conclusions they came to which were deliberately excluded 
from the report presented by Mr. Segrave. 

It had been unreservedly accepted that the settlement of a lot of disputes 
could be achieved by first line management. For example, ward sisters 
should, in their training, be alerted to their role as managers and the part 
they should play in the avoidance and handling of disputes. Lots of 
disputes of a relatively minor nature, i f  not attended to, accumulated and 

1 presented themselves ultimately as something entirely different. If they 
were attended to initially, a lot of them, through good management and 
good staff relations a t  the line management level, could be avoided or 
settled. 

It was important to emphasise that the fact that a person or persons 
were involved did not necessarily mean that the personnel function should 
be brought in, any more than if money is involved that you straight away 
go to the finance function. Line management meant management of money 
and management of people. This should be recognised in the training 
programmes and retraining programmes for all groups who have control of 
staff. That was the first point. 

The second point was in relation to the processing of disputes or 
claims or negotiations at national level. A lot of claims within the health 
services had to be processed at national level because of the uniformity 
and inter-relationship which had been developed over the years as a positive 
policy. It was now impossible for any group or grading of staff to sneeze 
in the health services without everybody else catching cold! One had to 
recognise this and one had to recognise that what might appear as a 
relatively innocent claim, amenable for settlement at local level, might have 
to be taken and dealt with as a national issue. This had been accepted. The 
kernel of good staff-labour relations was the quick processing of claims. 
even if it meant being told "no" quickly, rather than to be lkept dangling at 
the end of a line with frustrations building up. 

Over the past number of months this matter had been discussed and 
had led to agreement on the reconstitution of the Local Government Staff 
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Negotiations Board. This Board was established by the Minister for Local 
Government about five or six years ago for the purpose of representing the 
management side in claims and discussions under the conciliation and 
arbitration machinery for local authority and health board staffs. The 
constitution of the Board up to now had been reserved to county managers 
and chief executives of health boards. NOW it had been decided that 
representatives of the two  Departments-Health and Local Government- 
should come out of the cloister of the Custom House and should become 
involved in the front line of negotiations. Wi th  that end in view, the 
Board has been reconstituted to provide for, in addition t o  the people who 
were already on it, two representatives from each of the two Departments. 

The new constitution also provided, in view of its importance, that 
the health sector should establish an identifiable sub-committee of the 
Board consisting of the chief executives and the representatives of the 
Department. There was also provision for the co-option on to that com- 
mittee of people who are not members of the Board but  who would possess 
experience and expertise which would be of value. There was also pro- 
vision in the new conciliation and arbitration scheme, which up to now has 
only applied to local authorities and health boards, for the bringing within 
its terms other agencies in the Health and Local Government area. He 
hoped, as a member of the Board, that in the very near future they would 
be having discussions with the voluntary hospitals and the other agencies 
so that they can come in as partners in this conciliation and labour 
relations field. 

Dr. J. Walker (Eastern Health Board) referred to the lack of comment on 
'the proportion of handicapped people which should be employed by health 
'boards. Health agencies should make a special effort to include amongst 
their staffs as many handicapped as possible. 

He was disappointed that there has been no reference at  all so far to 
the retired members of the health services. He recounted a rather sad 
case of which he was aware where a former matron led a very lonely and 
deprived life in retirement. 

Health boards, either individually or as groups, should look at this 
question of how to look after their retired members. In the natural course 
of events a certain number of people were going to retire this year and 
next year and so on. He would hate t o  think that they would be forgotten 
and that health boards, which are composed of people who are members 
of the caring professions, would not care for their own. 

Professor E. O'Dwyer (Chairman, Council for Postgraduate Medical and 
Dental Education and Training) referred to earlier comments on the proposed 
reduction of the output of our medical schools. As Dean of a medical 
faculty, he would acknowledge that, in the existing state of health services, 
there would not be career opportunities for all our medical graduates in 
this country. I t  was obvious then to everybody that there was a need for 
some limitation. On the one hand there was the demand of parents and 
children for university training and very often for training in medicine. There 
was a more than adequate supply of talent available for training. That had 
to be matched against the constraints and the needs. As the Department 



of Health was the ultimate employer of doctors who wished to practice in 
Ireland, it had to have some role in determining the numbers needed for 
the health services here. 

The second constraint was resources. It was for the community rather 
than the universities to determine how many doctors were necessary in 
this country. Universities had under active consideration this question of 
intake of medical schools. how they ought t o  be chosen and whether 
numbers ought to be limited in some way. They would hope shortly t o  
enter into discussions with the responsible Ministers in this regard. 

They were told that as man has mastered his environment, he had 
polluted it. They had heard Dr. Cooney and others talk about alcoholism 
as one of the evils. There were many other evils in the environment. Just 
as there was a gap between the Departments of Education and Health 
where medical education was concerned, so in the control of the environ- 
ment it was obvious that there was a large gap of responsibility between 
the Departments of Local Government and Health. He wondered whether 
the Department of Health should not become the "Department of Health 
and Environment Control". 

W e  were already in an age where man had so much leisure that many 
people did not know what to do with i t .  In the responsible Department, 
which he considered should be Health, there might be some further thought 
given to man and the use of his leisure time and facilities for recreation 
in this country. 

i Mr. J. A. Mehlgan (Irish Medical Association) suggested there had been 
some misunderstandings on the personnel report. First of all, in relation 
to the recruitment and training of medical specialists, the nursing profession 
might have understood that something was going to be imposed on them, 
because of alteration in the ratios of junior doctors. That was not the idea. 
The idea was to increase the number of consultants and reduce the number 
of registrars and others in training and leave them in true training posts 
and not in almost total service posts which was happening at the moment. 
In this way, they could improve patient care and give a career structure 
to the younger doctors by  increasing the number of consultants in the 
hospitals. In relation to the psychiatric hospitals, he inferred from Professor 
Lynch's remarks that while there was an enormous need of manpower in 
the psychiatric field there was a problem in the training of young 
psychiatrists. He hoped that this problem would be accepted as a priority. 

Mr. M. McCann (Medical Union) suggested that when dealing with claims 
from the medical organisations the Local Government Staff Negotiations 
Board should look realistically at those claims and engage in genuine 
conciliation. The organisations felt, rightly or wrongly, that this Board had 
not got the power that it should have. The Board was answerable t o  the 
Department of Health to a certain extent and the Department of Health had 
to answer t o  the Department of Finance in relation to claims. He would 
like to see on this Board somebody from the Department of Finance who 
had power of decision in relation to claims. 



In relation to claims submitted to voluntary hospitals, the management 
of those hospitals should be prepared to meet any of the organisations in  
relation to any personal problems that might arise concerning individual 
doctors who were working in those hospitals. If they were not prepared 
to do so it would be detrimental to the service. Nobody wished t o  see 
confrontation situations arising. The obvious way to get rid of these 
confrontation situations was to have people present at negotiations who 
had the power to negotiate properly, and make decisions within the 
acknowledged constraints. 



Part VII 

CLOSING ADDRESSES 

CHAIRMAN'S CLOSING SUMMARY 

1. COMMENTS ON THE PERSONNEL PAPER 

The Chairman said he had not spoken on the section on Personnel because 
he decided to refer to thls matter in his closing summary. Professor Eamonn 
O'Dwyer had taken the initiative in getting the Deans of the other medical 
schools of the National University and. in due course, the Deans of all 
medical schools in this country t o  look at the problem of the number of 
doctors we were producing. The Universities would be very pleased to 
have discussions with any of the agencies responsible for manpower policy 
on this, especially with the Department of Health. He would like t o  stress 
that it was not the function of the Universities t o  determine manpower 
policy. I t  was not for the Universities t o  say how many doctors the 
community needed but, of course, they would be perfectly willing t o  enter 
into discussions with the Minister and his officials on this question. 

There had been criticism made earlier in relation t o  selection, whether 
it be of doctors or medical students or anyone else. No method of selection 
would suit everybody and, indeed, any method of selection would suit 
very few. No matter what way you selected people, those who were not 
selected would be dissatisfied. There had been various criticisms of the 
method of selecting people for medical education on examination results 
only. This was not a good system but nobody has been able t o  come up 
with a better one and there had been a fair amount of work done on this. 
People said we  should introduce new methods of selection, we should 
have interviews, we should have aptitude tests, but no method would tell 
whether a boy of seventeen or eighteen was going to make a good or a 
bad doctor ten years ahead. 

I f  you were t o  appoint three interview boards t o  interview the same 
group of students and i f  you were to keep all essential information from 
them such as examination performance and other information on aptitudes, 
you would find that their selections would vary enormously. Give the 
boards the examination results and you would find that all the best students 
were selected by every team. There was no foolproof way of picking 
people. 

A certain number of studies had been done on selection and the 
conclusion emerging from them all was that there was no better way of 
selecting students than by examination results. In Germany they had 



abandoned all systems there except selection by examination. Bad as it 
was, is was better than any other system; and in Germany, they had 
measured it against interviews, aptitude and psychology testing and so on. 
The advantage of the examination method was that at least it was 
objectively fair and with all its defects, it was seen to be fair. 

2 .  A WORD OF THANKS 
The Chairman said that those present should be very grateful to An TBnaiste 
for this excellent idea that he had in getting them all together. Thanks 
was also due to the group of officials in the Department who organised 
the seminar. 

3. SUMMARY AND CONCLUSIONS 
The rapporteurs had given the main points of the various subjects discussed. 
Each person would see these in a different order of priority, depending on 
their vantage point. The higher up the ladder one went, the more one 
could see. I t  would be up to the Minister and his advisers eventually to 
take the points given and to apply all the rules that the State had to apply, 
such as ~ol i t ical.  financial. social and need considerations and to dace 
all these tbgether: 

Priorities arose for a variety of different reasons, and it was ultimately 
the Government which had t o  establish priorities. The Minister must 
establish them in health, and then he had to make his case at the cabinet 
table with the Minister for Finance. His colleagues, the other Ministers 
were all, to use the Minister's own expression, extremely covetous. Every 
Vinister wanted t o  get what he could for his own Department, so it would 
be foolish to try and highlight what any one individual like a Chairman 
would see as a priority. 

The documentation would be circulated t o  those present. The great 
advantage of the seminar was to enable everybody present to see his own 
problems in relation to those of other people. To have them all put together 
into one document would give everyone the kind of picture that the 
Minister himself saw when he sat down with groups, and various boards, 
and individuals and then had to face political pressures that were so vital 
and so important to Ministers. 

It was very obvious from the proceedings that a great amount of work 
had been done in the meetings by the Chairmen and by the rapporteurs. 
You could not produce documents such as had been presented unless you 
worked into the night and worked many hours at it. 

The Chairman then asked the Minister to close the seminar. 

TANAISTE'S CLOSING ADDRESS 

The Tbnaiste said that he would have liked the seminar to continue for 
some time longer, because it had been for him such a valuable exercise. 
He recognised, however, that those present had worked hard over the two 
days and were now looking forward to what remained of the weekend. 



I t  had not been possible to have all the interests in the health services 
represented at the seminar. Indeed. it would be extremely difficult t o  have 
the most important interest, that of the patient, adequately represented at 
such a gathering. The interest shown in the seminar had been very 
heartening. 

The number of people who, were still present at a late hour on a 
Saturday evening was a good indication of the success of the seminar. He 
had found it a most interesting exercise. One of the things which had 
most impressed him was the willingness of those partici~atina t o  ~ u t  aside 
narrow sectional interests and concentrate on identifying theneeds of the 
service as a whole. 

The seminar had been experimental but. even at this stage, he thought 
it had been beneficial to him. to his Department and indeed, to every 
organisation which was represented. He would arrange to have a report 
of the seminar printed and circulated to various interested groups and 
individuals. 

It would probably be desirable to have a follow-up to the seminar. 
There might, perhaps, be merit in having smaller seminars on specialist 
subjects at more frequent intervals. This type of exercise was necessary 
and desirable i f  we were going to have a smooth running service with good 
communications between the different branches. 

He would look at the various recommendations as soon as possible. 
I t  was hopefully appreciated that it would not be possible to implement 
every single suggestion or recommendation that had been made. He would, 
however, look at each one and make an assessment of the feasability and 

: desirability of carrying it through. 

He thanked the Chairman, Professor T. Murphy, and the Vice-chairman, 
Dr. Hensey, for the manner in which they had conducted the various 
sessions. He extended thanks to Mr. Maxwell and Dr. Griffith for the key- 
note papers which they had delivered. A special word of thanks was due 
to the members and staff of the South-Eastern Health Board who had 
co-operated in the making of arrangements for conduct of the seminar. He 
thanked the officers of the Department who had been involved in the 
organisation of the seminar. A special word of thanks was due to the 
staff of the hotel who had looked after the needs of those participating, so 
well, over the last few days. 

In closing, he referred t o  the constraints regarding the availability of 
resources which were a reality for everyone at this time. Nevertheless, 
it was in circumstances such as these that it was necessary to look ahead 
and plan ahead for the future. Many of the recommendations which had 
been made would be very expensive to implement but, if they were 
necessary, they would have to be provided as soon as the resources 
became available. The seminar had brought home to him and, no doubt, 
all the participants the very wide range of problems and opportunities that 
existed in the health services. It was desirable that both the professions 
and the public representatives be aware of these matters and discuss them 
openly and frankly from their respective points of view. 



VOTES OF THANKS TO TANAISTE AND PARLIAMENTARY SECRETARY 

Mr. P. Duffy (Chairman, Southern Health Board) expressed thanks on his 
own behalf and on behalf of all the participants to the Tha is te  and 
parliamentary Secretary for the opportunity that had been afforded to them 
to be present at this unique seminar. There had undoubtedly been a fair 
share of cynicism at the commencement of the proceedings but he felt that, 
like himself, most of the delegates now considered that it had been a most 
rewarding experience. He had been particularly struck by the way in which 
inter-professional and inter-disciplinary barriers had been put aside and 
there had been free and open discussion in the interests of the service. The 
seminar had been particularly successful in achieving improved com- 
munications between the various groups who were involved. 

He hoped that there would be a follow-up to the seminar, particularly 
to review the progress which had been made in relation to the various 
recommendations and suggestions which had been put forward. He hoped 
that the report of the proceedings would be made available quickly and 
circulated to the people who had participated while the matter was still 
fresh in their minds. 

In proposing the formal vote of thanks to the Tinaiste and his Parlia- 
mentary Secretary, he also thanked the Chairman, the Vice-chairman, and 
the Chairmen and rapporteurs of the various groups. 

Miss 8. Brislane (Midland Health Board) seconded Mr. Duffy's vote of 
thanks. I t  had been important that people had not only discussed matters 
of particular interest t o  them but had listened to discussion on areas of 
the services with which they did not normally deal. She hoped that the 
seminar would be a starting point for a continuous review process. 
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