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The.Developrr.ent of an Effective P.rimary Health Care Syste!n 

Introduction 

Following JiHcussion wi.th the Secretary it was 0greed that 

commencing in August (on completion of leave arrangements) that I 

should proceed on the basis of the fullowing:~ 

"It is essential that 'the Department produces soon a' plan for the 

development and implementation of Qn effective and integrated 

system of community care services with the emphasis on the 

development of an effective primary health care system. I have 

decided to nRsign responsibility for the production of that plan 

to you. 

The plan shbuld be prioritised and cos ted with an indication of 

the critical timescale. In scope it should cover the medical. 

paramedical. nursing and welfare services required to mai~tain. 

treat and care for patients in their own homes. where this is 

possible and appropriate. 

The process involved in this task will be divided into th~ee main 

phases 

(i) preparation of an overall review of the existing position 

including future trends and developments to be considered by 

H.A.C. and after discussion with M.A.C. to proceed to 

(ii) preparation of a strategy and outline. plan (to be completed 

by end October) which will be cleared by M.A.C. to proceed 

to thE 
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(iii) preparation of a datailed plall (to be completed by mid 

January 1989)." 

1.2 It was further aareed that -. -
(a) A wide margin of discretion would be accorded to me in 

relation to the scope and extent of the review, e.g. whether 

mental handicapped services and co~~unity based psychiatric 

service~ should be comprehended by the study. 

(b) In the initial stages I should·largel? c6nfine myself within 

the Departm8nt for sources of expertise and advice and, 

(c) I could draw on support staff from ether Divisions witliin the 

Department as required. 

General 

1.3 . Since I was assigned to the "Community Care Sector" of the· 

Department last year my essential task was the management of.a 

section which has responsibility for specific services viz. 

(a) The General Medical Service; 

(b) Community Drugs Schemes; 

(c) Dental, Ophthalmic and Aural Services; 

(d) CllildHealth Services etc. 

1.4 My responsibilities did not include (nor d.id I have any direct 

involvement) ill primary health care planning or in the 

determination and .development of strategies and progralr.mes 

des igned to effect a cOI,;prehens i ve and in teg ra ted approach to the 

health care deli.very at community level. In fact, it would appear 
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,.that nobody had specific responsibilities foe same, save to the 

extent to which the ~lanning Unit did have some involvement with 

such matters. 

As I had spent the previous fou~teen years working in Personnel 

it will'be apparent that I. bring no great degree of expertise or 

depth of exp~rience to the project to which I have been assigned. 

I had, therefore. a c6mpletely open mind (in every sense of the 

word) in setting about my task. This, 'perhaps, is not necessarily 

a bad thing. 

In large measure, therefore, the first phase of the work 

necessarily required that as quickly as possible I should 

(a) Study and review the available literature on the sUbject. 

[In this regard I have confined myself almost exclusively to 

Irish and U.K. so~rcesl . 

(t) Corisult within the Department to determine the "conventional 

wisdom" and 

(c) Seek to provisionally frame an agenda of the.key issues which 

(following discussion with MAC) ~"ould constitute a basis for 

the development of a strategy and outline plan. 

Very quickly I was s~ruclt by the large measure of consensus which 

seems to exist on the problems and deficiencies associated with 

the delivery of community based services. Time and again the 

following main defects are identified:-
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.~he lack of cootdination between the deliverers of care; 

absence of or inadequate planning 
~ 
F."A [;1 
Q 

vagueness or confusion in the reHlm of accountability 

the need for precise and dctai]~d RtaleJueJ)ts of objectives 

l:1 and values 

~ .' ,.'. ~ 

lack of management information systems and management 

account.ing 

E~ 

~I 
~ 
~I ~ 

• 
inadequate training and re-training of staff 

duplication, overlapping etc 

significant reg.ional variations 1n the ~vailability of both 

~I 
statutory and non-statutory services 

over-emp~~sis on hospital services to the neglect a~d 

~ [?il detriment of community services. 

the privotal role of the general practitioner as the , "gatekeeper" to_services (but empasising the difficulty of 

flJ 
integrating the G.P,-into the overall structure because of 

the way G.P. services are organised and paid for) 

~ , lack of staff and other resources~ 

, 1.8 While there is this large measure of agreement in relation to the 

II 
identification of defects and deficiencies, the authors of the 

various L-eports tend to be somewhat short on solutions. There are 

II a lot of pious aspirations but almost invariably i~ is a case of 

(a) more research is required, or 

fI (b) somebody else should be doing something else 

- (c) Community care is not a chaap option 

(d) Slip-shod, ill-thought-out strategies are likely to be ,,"0,:S6 

I than the status quo; 

I 
"" ~-
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(e) the apparent contt'adiction between the advo'cacy of 

cen.tralised planning and direction, on the one halla, and the 

need for flexibility and locally sensitive responses on the 

other. 

(f) the chasm bet'Neen the rhetoric of community care and the 

r'eal i ty. 

L9 I must stress that what I found i3 most striking is that tire 

evaluation of the for~going (p~ras 1.7 and 1.8) is the amazing 

degree of cons.istency \~hich exists b.etween U.K. and Irish analysts 

and comment.ilto>:">;. If there is any consolaEion for us it may be in 

the fact that the U.K. share most if not all of our problems. 

They also seem to have a few of their own which thankfully we do 

not seem to be burdened with (yet!). 

1.10 At this early stage in my studies it is clear that there is no 

neat and tidy solution waiting to be discovered. Some of the 

reports I have read concur in fact in that view. Indeed I am 

becoming convinced as I proceed that this reality may be at the 

very heart of the problem - the solution to which has patently 

eluded those far better qualified that I and with the vast 

resou~ces at their disposal. For example, the recently published 

NESC Report seems to have taken about five years to complete even 

though it had available to it the assistance .of consultants, 

demographers, health economists etc. [There is no criticism 

implied or otherwise, intended by the foregoin~.] In fact I 

regard the NESC Report as an excellent document and is far more 

comp~eJlensive and detailed than any of the others which I have 

studied. [The Inbucon Report on the other hand I regard as bel.ng 
" 

of little value in spite of its size and cost]. The NESC Report 
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can form a basis for our general approach evp.n . t:'ho ugh , in the 

main, it was conceived, researched and written prier to the tra~~a 

and upheaval which bas recently occurred in ti,e health services 

generally. 

It is my belief, however, that neat, tidy and administratively 

refined solutio~s much beloved of management consultants and (dare 

I say it) civil servanLs ace ~either attainable or practicuble. I 

believe this is to be-so because of: 

(a) the nature and range of problems which require a diversity of 

responses ae local level. 

(b) the disperseness of the population and the great disparity in 

the needs and potential needs of individuals and areas 

(c) the relative isolation of the professional carecs who have to 

try and meet these needs 

(d) the "individualism" and professional independence which is 

characteristic of many of these carers 

(d) the existence of informal systems of care which are many and 

varied and which require varying degrees of support from 

statutory and non-statutory agencies. 

1.11 I believe that these realities render redundant the conventional 

approaches to organisational and structural problems which can be 

applied to a business, factol-y or insti.tution. This, seeking 

after the ideal is, therefore, in my view doomed to failure and I 
. ~ , .' .' .... 

would sugoest that any approach which we ultimately decide en 

II al'" .', .... , ... shoul.d .. not be con.demm<=,d·.on, .. the .. gI:OUnd5 .. .Ll1a.t .... i.t ).s.le.55 .. than. ... " .. _::' .. :,",", 

II 
il 
II 

perfec t. 
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1.12 I would furth~r suggest ~ basic tenet which is "that all the needs 

and certainly!the potential needs will nover be capable of being 

met in full". We are, I believe, in "the piece of string" and 

"its length" territory here. The "hidden services" or "informal 

services" provided by family, friends and neighbours is so vast 

. and.extensive that outside agencies ~re totally incapable of 
, 

providing an adequate substitute. Neither is it appropriate that 
, 

this should be attempted or· eveh contemplated. The clear moral , 
I 

responsibiiity for dealing with the non-medical needs of the young 
I 

and the elderly must and should remain with the family. Of 
I 

course, herein lies the dilemma. The socialogists will tell us 

that family ties, the extended family etc. are increasingly 

breaking down. This is clearly the case. However, there must be 

an appropriate balance between family support and state support. 

Any dramatic improvement (if that were possible) in the "su'pply" 

of state support services would inevitably lead to an increase in 

~ "the potential demand" for such services. This could have the 

effect of accelerating the process to which our sociologist 

friends refer. Furthermore, as Griffiths says "to prescribe from 

the centre will be to shrivel the varied pattern of local 

activity". Rather what is required are processes and mechanisms 

for mobilising local resources capable of responding to those 

needs which are being identified locally. 

• 

Scope of Community Care 

2.1 .The literature is quite extensive and diverse cn the conceptual 

issues underlying an approach to community care. The question of 

the definition of the term "community" is elaborately dealt with. 

NESC for example deals with it under four broad headings as 

follol-Is: 
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(a) "C\)1Mflunity as a flctting", 
I 

(b) CQl1iit;,\:lliityias tcr:r-itor:y, 

(cl Conli.'IIllliity of intcru:olts, and 

(d) C~~~~llity as relatl.onships 

Howeve~, ~ending my (lrat set of discussions with MAC I propose to 

steer Ql~ar: of such OR'ltcric considerations for the present. 
J ' , 

Noneth~~~si. I think it worthwhile to set down a reasonably 
I 

compre~~~stve description of the main pr:incipals and objectives of 
. I 

conununl; ~~~, /car:e. The IlllSs in its e\'idence to a House of Commons 

Commit::'~e! embar:ked on,. similar: exercise. This (modified as 

appr:oP~~~te.) is adequnlc for our: purposes and I believe fairly 
: 

r:eflect~ the views and considerations which were raised in 

discuss·:>:.';\·ns with officcl"s of the Department as follows:- -

(a) to ~nable an individual ~o remain in his own home whenever 

P::>Sj;;ible rather· th.:m being cared for in an institution 

(b) to '~:~\'e support lind relief to informal carers in coping with 

the ·~tl"ess of car illg for an independent person 

(cl to ~~liver s~ch tlclp in a manner which causes the least 

POS*~hle disruption of ordinary living 

(d) to ~~lieve the strusses and strains contributing to or 

aris;':~y from phy<;l..:::al and emotional disorders 

(e) to ~·':;.')"Vide the mO"t effective package of services to meet the 

(f) to ~",~:~yrate all tile resources of an area (statutory, 

non~,,~,..,tutory a',)<'a.:ios and informal carers) to support 

ind~":·;·.~u31s within it 
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(g i to facilitate the'easy integration of discharged patients 
i 

,back intb co~nunity and to provide the necessary suppo~t and 

backup to enable th~m to be retained as long as possible in 

the i r o'lm homes. 

It ~ight also b~ appropriate at this ctage to list the main 

services provided in Ireland under the three main community care 

sub-programmes as f6110ws:-
• 

h
i ' . b T e Communlty Protectlon Su -Programme covers - ~' .... 

J 

" - preventIon of infectious disease 

- c~ild health examinations 
, 

- immunisation 

- drug controls 

health education 

- other preventive services 

The Community Health Services Sub-Programme covers 

- general practitioner services 

- drug supply and refund schemes 

- home nursing services 

- dental, ophthalmic and aural services 

The Community ~Ielfar.e Sub-Programme covers 
• 

- cash payments 

- grants, to voluntary welfare agencies and personal social 

services. 

- Services by social workers 

Home help and meals-on-wheels services 

Day care services 
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Organisation and Management 
i 

The followingidiagram sets out the existing administrative 

structure:-

The AdmlnblraUvt Strlltturc of Community eife 

/ 
I 
I 

I 
: ,I 

.-

I rro~[am(11e Mangel 
General Hospital Calc 

Mini~le' 
for 

Health 

I')CJl21Im:n_l.ur Ilc .. 1I11 
Commun11), Can: Dh"ision 

8 Hc:allh Ilo:ud!. 
lleallh Board 

alief Eu-culi1lC OHiccr 

r--··--- -------, ! I. "'S'""" 
I 

I I'rogranmlc Manager I r'OS"mm, Manas" I I 
: Communil)' Care. I Special Hospilal Calc , 

1.;--- _ - --, _______________ 1 

1 , ~A~r::-.. ~D:::;r::-"::-,o::-r:-' ~Of~C;:-o::m::m::':::rn:;:;I:::y-;:C::-an:::-, 
I Mellieal Omccrs DC Hcallh 
1 

: j 

I Adminis- : 
I Iralor: 
1 , 
1 , 
I 1 

Senior 
Denl;!.1 
OUicer 

I Senior ! St-nior ~OCiaJ : 
I Public Health l Worker I 
1 Nurse I I 
I 1 
, 1 

Senior I Senior 
Heahh I Community' 

Imp«lor I Welrarc : 
l Offie« I 

\'" - - - -.- ------- --- ----- ----- --- -------
H o.r', , 
! 1'"1 ------, t-i DcnlisUi 
1 
I 1 , 
L-...f RehabiliLoltonl 

I S:aff : 

The community care programme (under the P:M.C.C.) embraces all 

health and personal.social services for which the health board is 

responsible. In addition, in some health board areas welfare 

homes, and institutions for the aged, the handicapped and other 

disadvantaged groups have been absorbed into the Community Care 

Programme. 
, . 
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3. 4 

It milY be wort!1 recalling tllBt under th~ McKinsey proposals it was 
i 
I 

envisaged that a number of community careaL-cas ~lould .be 

established to serve a population in the range BO,OOO to 120,000 

persons and which would as far as possible correspond to county , 

boundaries. The following management structure was then 

envisaged: 

/ PROC;'l."',~""E . 
u. ........ ceR, 

COuUUN:T'!" 

I . CARf 

/. I 
suppeRT STAFF TO I 

I 
THE P"O~"AIo\ME 

MAHACER 

I I 
I I 

.. DIRECTOR, 

I \ t.OMMUHITY 
CAU HAVICE 

. 
Gtl:_E~"'\.. I I ~RA.CTITlO"ER5 r i 

'AOMINISTRA.TIVE I j.S0!.!d!!..ol!!" _ STAFF TO THE 
I ""II Ih,il_ DIRECTOR 

VOLUNTARY J 
DACAHIZA.llDHS 

I I I' I I 

MEDICAL PUBLIC HEALTH ",UlnA,HCE SOC'AL 
OFFICERS 

DEHTISTS HEALTH IHSPE-CTORS OFFI:::ERS 'WORKERS 
NURSES -- ,-----.J 

The following is the distribution of community care areas by 

health board 

Eastern 10 

Southern 5 

South-Eastern 4 
• 

Western 3 

Mid-Western 3 

North-Western 2 

Midland 2 

TOTAL 32 
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3.B 

There have been varying degrees of dis-satisfaction expressed in 
I 
I 

relation to t~e practical implementation of· the original McKinsey 

concept. From the ou~-set there was consider~ble contention over 

the post of Director of C:o,mrr.uf,ity C.1::-e wite. the result that the 

ftill multi-disciplinary approach ~hich was envisaged was never 

realizable. Thi most significant departure and greatest bone of 

contention derived from the conviction on the part of the dental 

profession ithat as a profession' it should enjoy equal status with 
I 

medicine. : Supporten by its professional Organisation (the IDA) it 

I 
refused to report to the D.C.C. This was not the only chink in 

I 
the armoury. 

" 

Secondly their has been oontinuous controversy about the manner of 

the filling of th'e headship posts. Other groups within the team 

did not accept that it should be the exclusive domain of doctors. 

This has been an on-going bone of contention leading to 

"work-to~rules" and threatened "work-to-rules" on and off over the 

past sixteen years. 

Thirdly there have also been difficulties with Community Welfare 

Officers which have been the subject of further on-going 

disputation. The position still appears to be somewhat patchy. 

In some cases the Superintendent Community Welfare Officer reports 

to the DCC while in other areas he reports to the Programme 

Manager. 

Fourthly, the role and relationship of the Community Care 

Administrator vis-a-vis the Director has not always run smoothly. 

The administration of an area is usually the responsibility of a 

Grade VI (there are some Grade VII's). origInally-it waG 
, . 

envisaged that he would have two broad functions viz: 
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i a) the provision of ~upport to the Dee in his copacity as 
i 

. Manogec, ! and 

(bl the supervision of the activities of the other administcative 

and clerical staff w~r~ing in the community coce area. 

This does not appear to have worked as planned. The 

Administrators in many instances appear to see themselves as the 
, , 

"Programme ,Managers Nen"; thus,' in some measure at least, 
; 

by-passing)the nec in most bf the day-to-d~y activities. The 
; 
I . 

Inbucon Report found that all Administrators which were 
i 
I 

interview,ed were highly critical of COllUllunity Care Team Meetings. , 

They saw them "as serving little purpose other than as a forum for 
I 

exchanging ideas, with little or no planning, decision-making, or 

controlling taking place which they believe.is part of the Team's 

role". Some of them were of the view that "in the absence bf 

planning at community care team level this was effectively done 

~ with the PMce on a de facto basis". 

3.9 Those outlined in the preceeding paragraphs are but some of the 

problems which have inhibited the realisation of the cOllUllittment 

to deliver a comprehensive service through a multi-disciplinary 

team approach. As Inbucon pointed out "If any organisational 

arrangements are to work effectively, it is necessary that all 

groups involved are sufficiently committeQ to the proposed 

structure. It is obvious that if one or more groups do not have 

such a commitment that the organisational effectiveness of the 

community care team structure as adopted must be impared to some 

deg ree" • 
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It will be agreed that ·that is self evident. M L Inbucon further 
. I 

I 
asserted as fdllows: 

, 

"Effective O~ganisation: The purpose of organisational structures· 

is. to facili.tate people who work within a common framework to 

achieve the best overall results from their work efforts. In 

order to achieve this aim it is necessary from the outset that 

• each group of .people involved in the organisation give the 
i . 

necessary ~inimum commitment to making the organisation work. 

Moreover, /any organisational structure needs to be sufficiently 

comprehen~ive, robust and flexible to ~ope with the varying 
j 

operational circumstances which can be expected. There is direct 

evidence· that this is not the case in relation to community care 

team - the position of Dentists and Welfare Officers in refusing 

to recognise the post of DCCMOH and the independent cont~actor 

status of GPs reflects this. Moreover, Social Service Councils 

were initially.conceived as umbrella bodies (VB) in a particular 

area. This has not happened. Indeed, most Social Service 

Councils we encountered appeared to be currently concerned with 

the actual delivery of particular services rather than the 

representative role that was originally envisaged". 

3.10 However, perhaps the problem is more fundamental than that. Maybe. 

the very concept itself and the manner of its implementation are 
• 

themselves at the root of the problem. In any case there seems to 

be a general consensus that the experiment has been less than 

successful. In this regard the role of the DCC has inevitably 

come in for its fair share of attention. 
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3.11 There new appears to be a growing belief (within the Department 
, I 

and health board managemcllt) that the DCC & MOH sllould revert to a 

role approximating to that se of the former CMO 'thus enabling him 

to CO:lcentrate on '~what h~ 1S best at'l viz 

- 'epidemiology 

- infectious disease control 

- environmental health 

, I 
3.12 The coroll~ry is that the management and co-ordination of the 

prOVision/of services would revert to Manager!;/AdministrCltors. In 

practical: terms this', would mean that the "normal" hierarchial and 
: 

reporting structure under the Programme Manager ~Iould be 

substituted for exi~ting arrangements. 

:~I 3.13 However, final decision on this most fundamental of issues must, I 

~ believe, be left in abeyance for the present. The MAC will be 

[I Co aware that, some time ago the Minister established a Work'ing Party 

(under the Chairmanship of Kieran Hickey) to examine and ~eport on 

the futura of community medicine. I am a member of the Wor~irig 

Party and my realistic assessment is that its work will not be 

completed before the middle of 1989. It would, therefore, be 

inappropriate to make final decisions 'on this matter pending the 

submission of the Working Party's Report. However, I believe it 

to be important now that the Department 'formulates its provisional 

view which I can articulate during the W.P~s deliberations. My 

recommendation is that we generally support the, broad concept of 

"unscrambling" the DCC/NOH "egg". I can keep MAC appraised as the 

debate within the Working Party develops. 
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3.14 It will be necessary, however, to have an interim scrategy to deal 
! 

\'/ith problems! that now cxist and wh'ich need urgent attention.' Up 

to last month there were only two permanent Programme Managers 

Community Cal-e functioning, as such. In preceeding rr.onths there 

w~s a degree of chopping and changing which made any kind of 

continuity approach ve~y difficult. However, I understand from 

discussions with Messrs Hurley and Enright that approval for the 
i 

, 
permanent filling of Programme ~anager posts will be granted , , 

J 

~lherever and whenever the relevant CEO seeks formal approval. 

i three of us agreed that the ~hort-term approach should be as 

,follows: I , 

All 

(a) The approach to geog~aphic management would be kept flexible; 

(b) Programme Manager job description would reflect'this; 

(c) I would discuss with each CEO (who has a P.,M.C .• C. va~~ncy) 

(d) 

(e) 

the appropriate arrangements in relation to the P.M. role and 

in particular' the scope for the introduction of the 

geographic management structure. 

DCC/MOH posts would not be filled on a permanent basis; 

Ive would attempt to put temporary arrangements in place 

(where the circumstances permit) which would provide for a 

direct reporting relationship of the CC team administrator to 

the PMCC. There may be grading i~plications involved in 

this. However, the need for a re-casting of the 

administrative grading structure has already manifested 

itself - particularly in the area of psychiatric hospital 

administration. Indeed for some years past is has been 

apparent that there is a need for at least another grade in 

the structure and there has been somepressut~ from the 

unions (or a new "G rade VIII" which ".'QuId fall" betwecn the 
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(f) 

existinglGrade VII and the functional officer grade. , 
I 

However,: ~Ie would not have a completely free hand in our· 

approach to this as the Departments of Environment and 

Finance aloe likely to be resistent to the concept.. The 

outcome of the .current job comparison exercise being 

undertaken in respect of psychiatric hospital administrators 

will likely bring the entire· issue to the fore and should 
I '~ . 

provide an opportunity of "testing the water" with , 
I 

Envir.onm€)nt and finance. 

I 
As a consequence of (d) and (e) it would be necessary to make 

alternative arrangements for the discharge of the ~MOH" , , 
f~nctions of the DCC/MOH~ [This issue already needs to be 

addressed in the Sligo/Leitrim Community Care Areal. The 

logical consequence oE (d) and (e) is that a~eni"or AHO:in· 

the area would be assigned those functions and be paid some 

form of allowance or gratuity. Such an arrangement will meet 

with some resistance from the IMO but nevertheless· I feel 

that we should push ahead and try and get agreement to its 

introduction on a pilot basis. I can raise the matter within 

the realm of the Working Party and seek to have it brought 

under its wing as one of a number of experiments that need to 

be attempted. As a precurser to .this we would also have to 

get the agre.ement of the CEO of the North Western Health 

Board. 

3.15 The whole question of the role, status and responsibility of 

Community Physicians within the health board structure at the very 

least, requires some re-thinking. There are at least three 

schools of thought on this:-
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(a) the general approach outlined at 3.14 (d) to (fi. 

(b) the creation of a Chief Medical Officer under each health 

board and with ~ direct reporting relationship to the CEO. 

[He would also be a member of the management team]. It would 

be a somewhat analagous ar~angement to that of the CMO in the 

Department. 
, 

(c) the retention of the statu's quo with some minimal adjutments. 

I 
3.16 In the U.~. th~ thinking on the subject does not appear to have 

I 
settled o~er the past ten to fifteen years. A variety of 

approaches seem to have been attempted with seemingly varying 

degrees of enthusiasm. The current position seems to be(?) that 

some health authorities have dropped medical officers from their 

management teams oi even disposed of the post of D •. M.O •. I~'1'84 

the. DHSS made the distinction between managemerit and professional 

~ accountability. In general terms the new arrangements mean that 

community physicians are professionally accountable to ,the health 

authority "for the quality of their medical advice" but are 

ac~ountable to general managers "fo~ the performance of their 

managerial functions". In spite of this it would appear that 

dis~rict health authorities have interpreted these directives 

differently and "indeed variety and adaptation to local 

requirements have been encouraged at ministerial level". 

3.17 In our c'ase, because of differences in scale and population there 

would not appear to be a need for a similar degree of variation 

and adaptation; although inevitably Dublin poses its own unique 

challenge requiring special consideration.-

\. 
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3.1B In general, then, I would favour a combination of ·(a) and (b) of 
i 

3 •. 15. It ~Jould hOlOever, .represent a.significant change from the 

existing situation and is unlikely te gain the support of the 

Hickey Working Party. Ne\artheless, I believe it would have a 

considerable measure of support within the Department and some 

support amongst health board senior managemeht. I llave not of 

course tested the water (nor indeed would it be prudent to do sol 
I 

until the concept 
/ 

Indeed·bec~use of 
. ! 

has been explored in some depth with MAC. 

its sensitivity and its implications for the 

working p~rty I would suggest that it not be promulgated outside , , 
. I 

of MAC until a definitive approach has been adopted. 

3.19 A basic flaw in the multi-disciplinary approach ·adopted. in the 

early seventies was the absence of any formalised arrangements for 

the involvement of the general practitioner in the Commun~t"y Care 

team. This was referred to in "Health for All" as follows:-

~ "The pOSition of GP's as independent tontractors, largely isolated 

from other cornniunity services and, allied to weaknesses in sCilIe of 

these other services, probably leads to a medicalisation of s6me 

problems". 

The NESC Report also underlines this difficulty. Griffiths also 

touched briefly on the subject in his report to the Secretary of 

State as follows:- • 

"The general medical service, or family doctor service, is unique 

in having near universal contact with the whole population. I do 

not believe that the full potential of this contact has yet been 

realised". 
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Clearly there are no easy soluation to this problem. The m~tter 
i 

needs to.be addressed in allY event in the context of the likely 

changes in the present pattern of GP's if the newly agreed terms 

,for Gr1S participation ar.e put into operation . I will be returning 

to ,this subject later in the paper but a bricf reference to its 

orgaQisational i~plications is I feel appropriate for mention at 

this juncture. 

/ 
3.20 While it may not rionstitute part of my brief I feel that it' is not' 

i 
inappropriate that I shQuld comment briefly on the r61e, 'function 

d ',I. f h . h' . f an organlsatlon 0 t e Department In t lS sectlon omy paper. , 

On its establishment the Department's functions were defined as -

"the preparation, effective carrying out and co-ordination, of 

meas,ures conducive to the health of the people, including,r i:n 

particular, measures for: 

t· - the prevention and cure'of disease; 

the treatment and care of persons suffering from phySical 

defects or mental illness; 

the regulation and control of the training and registration, 

of persons for health services; 

control over the appointment and conditions of service of • 

appropriate local officers; 

the initiation and direction of research; , 

ensuring th6t impure or contaminated food is not marketed and 

that adequate nutritive standards obtain in essential 

foodstuffs; 

the control of proprietary medical and toilet preparations; 

the collection, prepar~tion, publicatidn and disseminatibn of 

information and statistics relating t.o h"e'alth"., 
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It illso took 
I 
over responsibility for the establishment, control 

and supervision of hospital 'services generally and it assumed 

direct responsibility for the General Register Office. , 

3.21 It has, of course, with the p<lssage of time expanded its role and 

functions to a degree far beyond that which was then anticipated. 

Apart from,the considerable development and adaptation of the 
! 

functions ,~hen prescribed it has taken over responsibility fo~ a 
I 

range of ~unctions previously discharged by other Government 
I 

departmerits. Examples of these include 

- Adoption services 
I 

- Childrens ReSidential Homes 

- c~rtaln functions in relation to Lhe mentally handicapped (which 

had been vested in the Dept of Education). 

3.~2 However, by far and away the most extensive and expensive addition 

to its general area of responsibility has been in the area of 

I'!elfare/pe,rsonal social services. The architects of the, division 

of functions of the old Department 6f Local Government .ndPublic 

Health clearly did not (perhaps could not) have anticipated the 

emphasis being placed on the delivery of the many welfare services 

which are now under the aegis of the Department of Health. 

,3.23 The functions of the then new Department of Social Welfare were 

defined as :-

to previde for co-ordination and more efficient 

administraton of Social Welfare schemes and 

to T)rovide a base for expa'ndi"ng or adding programmes in the 

future. 



3.24 In practice what appears to have been anticipated waSH range of 

income maintenance schemes as opposed to the concept of 

welfare/personal-social s~rvices as we know it today. In any 

event the reality is that the Department of Health and its 

principal agcn-cies (Le; the health boardc) have gradually assumed - , 

responsibility for the provision of the latter. This appears to 
, , 

have happened on an ad hoc grad~alistic bpsis rather than as a 
i , 

pre-determined interventionist act of policy. In so far as there 

i 
was any "great debate" on the matter it was only in the context of 

i 
the expr~ssion by the old "health purists" of their opposition to 

its emergence and subsequent growth. The reality is that it has 

become an integral and significant part of the Community Care 

Prograllune to _such a degree that NESC can say that" the Community 

Care Programme covers a broader range of services than ,what', is 
•• 1' 

typically referred to as Community Care in the social policy 

literature". NESC however endorses- this wider concept and 

recognises "that health is not just about health services, but 

,must be seen in a much broader context". 

3.25 If this reality is to be given meaningful expression I would 

suggest that we should now advocate that 

the Department of Health be re-d~signated as the "Department 

of ~ealth and Welfare" (Social Welfare would become the 

Department of Income Maintenance) and' 

he~lth boards would be designated as boards of health and 

weI fare. 

3.26 A natural concomitant of this would be the transfer of tha income 
.. 

maintanence programmes (such as DPMhs and other allowances) from 



f~ 
I' , 

u" 1)1: 

£Zi 
re"' wi 
~I 

rft 
w. 
~ [. 
[I 

~ 
~ 
q 
[J 

-
il 

Health to 

curren"tly 

social Welfare. Similarly the "h~alth" functiollS 

undlr Social Welfare i.e. Dental and optical benefit 

schemes would transfer to the "Department of Health and \-Ielfare." 

It will be noced that 1 have not subscribed to the Devlin concept 

of the amalgamation of the two Departments. The experience in the 

U.K;" is I believe ade'1u~te testimony to the failure of the 

concept. 
I 
I 

i 
! 

3.27 I do not believe that these arE: merely issues of nomenclature , 
/ 

alone. They would not only give expression to the reality which 
j 
I 

exists but would in my view have "psychological" and real 

implications,for the whole budgetary/finaicial process; both at 

corps Department level and equally significantly in relati.on to 

health and welfare ccmmentators and analysts. To be flippant.'at 

least cur contribution to international comparative statistical/ 

financial data would be somE:what more meaningful. 

3.28 Finally, on the"subject of Organisation I believe that there are 

issues which we need to address in relation to the Department 

itself. These I believe are more appropriate for oral 

presentation to MAC and consequentialy I have chosen not to commit 

them to print at this stage. In any event, as I write, I have not 

yet come into possession of a copy of the Care of the Aged Report 

which has just been completed. My peripheral knowledge of the 

Report's significance would suggest that definitive decisions in 

relation to any pro"jecte"d Departmental re-organisation should be 

contingent on a comprehensive examination of its findings. Of 

critical importance is where responsibility for its overall 

implement:ation will be; given that its recommendations will have 

implications for both institutional and community services. 
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Expenditure Trends 

4.1 There has been fairly constant criticism of what many consider to 
, 

b~ an inbalance in health expenditure between the institutional 

and commun'ity sectors. T.he strong exponents of community care are 

vociferous in their condemnation of this continuing situation. 

They see it as canfirming the belief that while there is almost 

universal support and advocacy oE the community care approach the 

rhetoric is not matched by reality . 

4.2 The' reality is that over the last decade or so expenditure has 

increased at roughly the same pace as overall expenditure. It has 

- as one might expect - fluctuated somewhat from year to year 

but not to any marked or significant degree. The following table 

traces expenditure trends since 1976: 

.-----_.-

PERWITAGE S~E OF GROSS NCN-CAPIlAL HEALTH ,EXPENDITURE BY 
SU8-PROGP~£S 1976-1985 

SUB-PROGRl=ttlES 1976 1977 1978 1979 1980 1961 1982 1983 1984 1985 1986 1987 1988 

Collllluni ty 
Protection 2.1 2.1 2.2 2.2 1.8 1.8 1.6 1.6 1.5 1.6 ' 1.6 1.5 1.~ 

Community Health 15.5 13.1 13.4 13.0 12.3 13.4 14.3 13.1 12.7 13.0 13.7 14.1 14.' 
Comnuni ty Helfar 5.8 7.8 7.0 6.7 6.4 6.4 7.2 7.4 7.8 7.6 7.7 7.8 8 •. 
------------------------------------------------------------
Cor.muni ty Total 23.4 22.4 22.6 21.9 20.5 22.1 23.2 21.6 22.0 22.2 23.0 23.4 24.; 

Psychiatric 13.5 13.1 13.0 11.4 12.8 12.3 12.0 12.3 17.0 11.8 12.4 : 12.0 11.1 
Handicap 7.6 8.5 8.6 8.4 8.1 7.7 9.1 9.5 9.B 9.9 9.8 10.1 10.; 
General Hospi tal 48.0 48.7 49.7 49.7 53.8 53.4 50.8 51.1 51.3 51.2 49.9 49.7 4B.! 
General, Support 7.5 6.8 6.1 5.7 4.8 5.0 U 4.9 5.0 4.9 4.9 4.8 4.1 

----------
TOTAL % 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.1 

Gross noncapital 
total aJl 
progr illlDeS 

Llillion(current 290.6 355.6 429.0 537.5 732.0 eSB.O 998.7 1070.5 1155.0 1245.0 12~8.7 1320.0 1297.! 
-----------------------------------------------------------------------------
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4.3 Ib will be noled that it fluctuated from a high of 23.4% of gross 

non-capital expen~iture in 1976 to a 1.0w of 20.5% in 1980. In the 

interim it has recovered to more or less its 1976 level. 

4.4 However a somewhat different picture emerges when dne examines the 

~I precentage growth in 'e~penditure at constant prices as is 

illustrated as follcws:·-
.~ . 
S' ';'1 
=, 

"If' sl EST"~T£D D:FENDITURE CN HEALTH S~RVJCES BY SUB-PROGRUtlE 1976-1988 HI CLNST~ff 

?:I .. ~ 
~ 

~I' 

1980 PRICES !'lID PERCENTAGE CIWIGE 1976-1988 . 

1976 1977 197e 1979 1980 1981 1982 1983 1984 1985 1986 
.tI1 .tI1 .tI1 .tI1 .tI1 .tI1 .tI1 .tI1 .tI1 IJ1 .tI1 

Coornuni ty 
Protection 10,9 12.1 13.4 14.6 13.0 12.9 12.1 !l.8, I!.! 11.9 11.3 
Community Health eo.s 73.8 82.3 8U 90.4 ' 3S.1 105.1 94.5' 92.6 97.2 96.1 . 
Comnuni'ty WelfaT 30.0 43.S 42.9 44.1 40.S 45.2 52.9 53.9 56.4 SG.7 53.S 

ctli1l.NnY rARE 12L4 129.7 138.6 143.S 150.2 153.2 170.1 160.2 160.1 165.8 161.2 

Psychiatric 62.7 73.8 79.4 74.4 93.5 87.4 88.2 88.6 86.9 87.3 86.8 
Handicap 39.6 47.8 53.0 55.0 59.7 5402 67.2 72.8 70.9 73.1 69.1 
General Hospital 249.1 274.0 304.6 345.0 393.8 378.8 373.3 410.4 372.8 379.3 349.6. 
Gene! al Support 38.7 38.6 37.3 37.6 34.8 35.S 35.4 36.6 36.2 36.2 34,3 

GRi'tID NCtlrAPITAL 

1987 
LM 

10.3 
97.5 
53.\ 

161.5 

82.8 
69.S 

343.3 
33.8 

ISSS 1976-: 
, LM ' :( 

10.3 - S 
95.8 + 19 

. 54,9 +.83 

161.0 + '32 

78.5 +25 
68.3 +72 

325.1 T 30 
32.3 - 16 

TOTAl 511.5 563.9 612.9 655.5 732.0 709.1 73402 768.6 726.9 741.7 701.2 690.9 665.2 + 30 

4.5 A detailed breakdown of expenditure on each of the three community 

icare programmes is as follows: 
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4.6 EXPENDITURE CN THE CIH'lIllTY.WELrAkE SUB-PRDGRP."11t: BY SERVICE 
1976-1989 IN 198, CCNSTA'i( PRICES ~D PERCOh1AGE CfW~GE 1976-1988 

---------------------------------------------------------------------------------------------------------------------------
ESTli'I'lTED NctHAFlTAL EXPENDITURE l.M 

____________________ rc ___ •••• ____ .. __________________________________________________________________________________________ _ 

SEI\VICE 
% Cfr.'IGE 

1976 19i8 1980 1981 1982 1983 1964 1985 1986 1987 He8 1976-88 
------------------------------------------------------------------------------_ .. _-----------------------------------------
CASH PAYt".n.flS TO DI SAGLED PERS(J,S 19.9 26.2 25.8 24.9 23.6 30.9 26.7 31.6 30.0 30.2 30.5 c:;.~ , ...... ' 

MOBILITY ALLDWANCES 0.2 0.4 0.4 0.2 0.2 0.2 0.2 0.2 U 
CASH ?AYMElITS TO PERSitlS WITH 
CERTAIN Jlfr'ECTIOliS Di SEASES 0.5 U ,'i 0.6 !.6 D.t, 0.3 0.3 ' , 

u." o < 0.3 0.3 - 40.! 
~TERNITY CAOSH GIWITS 0.2 0.2 0.2 0 .• 0.1 0.2 0.1 0.2 0.1 0.1 0.; - 50.i 
ALLCW."US FOR CCNSTfffl CARE or 
HANDICAPPED CHILDREN 1.9 2.0 . 2.2 2.2 2.5 2.3 . 3.0 3.0 2.9 2.9 2.9 52.i 
CASH PAYMOOS TO BLIND PERS£NS 0.6 0.6 0.6 n.5 u 0.6 0.6 0.6 0.5 0.6 0.6 0.1 
HOME HELP SERVICES 0.7 2.3 4.3 3.B 3:7 3.7 3.6 3.6 3.4 . 3.4 3.3 371.' 
HEALS-ON-WHEELS SERVICES 1.8 1'.2 1.4 O.B 0.9 0.9 0.9 0.9 0.9 0.8 0.8 - 55.1 
6RA'ITS TO VOLLNTARY I-lELfARE AGEHCI £ 3.2 3.5 3.8 3.6 U 5.B 5.7 5.6 . " "., 5.2 5.0 
SUPPLY OF FR~E MILK 0.3 0.9 0.8 0.5 0.6 0.6 0.5 0.5 0.5 0.5 0.5 - 44.' 
E<!l'lRDING OUT or CHlLDP.Etl 0.7 C.6 0.8 0.9 1.5 2.2 2. ! 2.1 1.4 1.4 1.4 100.1 
PAYMOOS fOR CHILDREN IN APPROVED 
SCHOOLS 1.2 2.2 2.8 3.2 3.7 3.9 4.0 3.7 3.6 3.6 3.5 19L 
WELf~~E HOMES fOR THE AGED 1.2 2.1 3.6 3.6 4.1 4.4" 4.3 . 4.5 4.2 -1 :1 . 4;0 233:: 
______________________________________________ a ___________________________________________________________________________ • 

TOTAL 29.9 42.3 46.8 45.2 52.9 55.8 54.0 56.7 53.6 53.6 54.8 83.< 

~ -_.------

~I 

~I--
4.7 

EXPENDITURE CN THE CCltILNITY HEALTH SERVICES SUB-PROGR>fflE BY SERVICE 
1976-1988 IN CONSTANT 1980 PRICES ~D PERCOOAGE CHA'/GE 1976-1988 

-----------------------------------------------------------.------------------------------_._-------------------------------

t.&1 ..•• J 

SERVICE 

GENERAL PRACTITIONER SERVICES 
INCLUDING PR£SCRI BED DRUGS) 
SUBSIDY FOR DRUGS PURCHASED 
BY PERSONS INELIGIBLE UNDER GHS 
REFLNO OF COST OF DRUGS fOR LONG
TERM ILLNESSES INCLUDING HARDSHIP 
CASES 
HOME NURSING SERVICES 

,DOMICILIARY MATERNITY SERVICES 
DENTAL SERVI CES 
OPHTHALMIC SERVICES 
AURAL SERVI CES 

TOTAL 

--_ .. ----- ---

~I 

ESTlrATED NON-CAPITAL EXPENDITURE LH 

r. CHANGE 
1976 1978 1980 1981 1982 1993 1984 1985 1986 1987 1988 1976-88 

68.2 69.0 66.0 66.0 89.2 70.7 68.9 73.3 74.6 75.8 75.1 10.1 

3.6 4.4 12.0 12.2 I1.B 11.8 12.1 11.S 10.9. 11.1 10.8 100.0 
2.0 1.8 1.2 1.2 1.2 1.2 1.2 1:2 1.0 1.0 0.9 - 55.0 
5.3 5.6 8.5 7.6 7.7 7.8 .. ).6 7.4 7.0 7.0 6.7 26 •. 4 
1.1 l.i 2.4 2.2 2.2 2.4 2.3 2.3 ,. 2.2 2.1 2.0 Bl.a 
0.4 0.4 0.3 0.2 0.5 0.5 0.5 0.5 0.4 0.5 0.4 0.0 

SO.6 82.3 84.7 90.4 112.6 94.4 92.6 96.6 96.1 97.5 95.9 19.0 



~-: 

[I 
L i~1 
~~I 
, . 
L,,; 'I .. 

<"-' '''I 
~I ''-. 

"" 

~. 
~ 

EXPEHDlTlJRc [N TH£ W'I'llNITY PROTECTI ~ Slf8-PROGIWf1E BY SERI!I CE 
1976-1989 IN W~STlm 1980 PRICES !<\)D PERCEh1AGE Cl'fIlGE 1976-1988 

~ -- ---_ .. -------------------- ---_ .. -----------_ .. ---- .. -'--_ ...... -- ----- .. - -_ .. ------_ ........ -- --.-_ .. -- ----_ .. -- -- ----- -- .. --- .. -:----------
ESTW';TED "LlHAPlTAL EXPEND!TUR£ lJ1 

-----------------------------------------------------------------------------------------------------------------;.-~~~~ 

SERVICE 1976 1378 1980 1981 1982 1983 1384 1985 1986 1987 1988 '1976-83 _ 

;;~;~~-~;-;~;~~;~~~; -;~;~~~; ------;~ ~----;~;----;~; -- --;~;----;~~--- -;~~----; ~;----;~ ;----;~~-- --;~~--- -;~~- ----~-;; .. 
CHILD H£P.LTH D'.A"lit¥!Ti~S 5.4 6.7 f..l 6.1 6.0.b. o. • ., 3. 8 '0 3' 3 7 0 6 3 6 0 4 - 37. 

FOOD HYi:IENE ""m ST*DARDS '1.2 1.D 1.4 1.7 1.9 1.9 1.9 1.9 1.8 1.8 1.8 
l'P.UGS ADVISORY BOARD 0.0 0.2 0.2 0.3 0.4 0.4 0.4 0.3 0.4 0.4 0.4 
HEALTH EDUCATiCN 0.6 1.4 1.5 1.4 1.3 1.1 1.0 1.3 1.2 0.2 0.6 O. 
OTHER PREVENTIVE SERVICES 0.4 0.6 '0.6 0.6 2.0 !.5 1.4 l.4 1.3 1.4 1.3 225. 
-------------------------------------------------------------------------------------------------------------------------

~~~--------------------------------~~~~---~~~---~::~---~:~~---~~~~---~~~~---~~~~---~~~~---~~~:---:~~~~~~~~--~----=:~ 
, 

It ~ill be noted that there 0ere significant varia~ions between 

the three sub-programmes du~ing the period. Expenditure on 

Community Welfare increased by 83%; Community Health Services by 

19% while expenditure on Community Protection decreased by 5 .. 5%. 

4.10 In addition that there are considerable variations between 

specific services within sub-programmes is evident. Expenditure 

on some services increased considerably more than the average; 

within the Community Health sub-programme the Home Nursing service 

grew rapidly and the increase largely took place in the years to 

1980 - since then real expenditure was constant fot. Similarly 

with the Home Help service within the Community Welfare 

sub-prog ramme. In contrast, real expenditure on some services 

decreased. For example the expenditure on Child Health 

Examinations has been decreasing since 1979 and the 1988 figure 

was 37 per cent less in real terms than the ,~976 figure. This 

item is indicative of the more general trend that, in contrast to 

", 
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stated policies regardIng priority for preventive services, 

community protection progl-ammes has fallen by 5'6 \-;hile the General 

Hospitals p~ogramme increased by 30%. 

4.11 However as always. statistics. ~o matter h6w detailed do not 

reveal the full pictur~. In this respect it is worth quoting NESC 

as follows:-

"Expenditure under the three community care'sub-programme headir.gs 

does not cover all expenditure by the Department of Health on 

services in the community. In particular, it does not include 

expenditure oh care in day centres for mentally handicapped people 

or psychiatrically ill people, the child ot adult community 

psychiatric service or care in day hos~itals for elderly or 

handicapped people. At a more general level it does not include 

expenditure by other government departments, state agencies and 

local authori.ties on services that are relevant to community care, 

for example, expenditure on special housing and sheltered housing 

for elderly people, telephone rental servic~ for elderly people 

living alone, free public transport for elderly and handicapped 

people, cheap fuel and electricity and income maintenance 
• 

lserv ices . Each of these services are essential elements in a 

.comprehensive range of communi ty services." 

4.12 There ar·e a number of other interesting observations which can be 

made on the basis of the analysis of the data. The most striking 

of these relates to the child health services which 'is the largest 

single item within the Community Protection Sub-Programme. .lI.s 

NESC have observed:-



~I 

t. 
:·-1 
~ .. -. 

"It is notable that despite these expenditure trends, the coverage 

of developmental clinics and scho:.)l iTIE::dical ir.spections did not 

diminish. The~e are two possible explanations - eitller increased. 

efficiency in the otganisation and delivery of these services, 

and/or inaccu!:"a~e returns on school medical and child 

~;. developmental cl inics." 

~I 4.13 The most likely explanation is & deterioration in the quality of. 

~. 

SI ~ 

~. 
'" 

~. 
~. ~ 

the service. This is quite apparent from the ve~y wide 

discrepancies between areas in the detection of certain conditions 

and disabilities. The variations are such as not to be explicable 

by geographical and/or socio-economic factors. I return to this 

later in the paper·. 

4.14 A number of commentators have advocated that if we are to effect a 
, 

real change in the. allocation of resources within the overall 

health budget that a centrist approach must be adopted. This 

would involve the Minister and the Department prescribing a fixed 

proportion of expenditure which must be spent on comrnuni·ty 

services. Once fixed it could be increased on a gra~ed basis over 

the years. 

~.15 I believe that we should grasp this nettle now. I realise that 

there l has probably never been a less opportune time to do so as 

difficulties in the hospital services continue to mount. However, 

!there is probably never a good time. In any event the actual 
.. , 

·level at which it would be pitched in the first year will have to 

take "all the realities" into account, There will be. problems of 

definition involved and the adequacy of section 31, to enforce it 

may be challenged. These I believe can be overcome. [I have 

placed this item at No. 1 on the agenda for my discussions with MAC]. 
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Personnel in the COITL'Tlunity Care Services 

5.1 A wide diversity of personnel skills are deployed in the community 

care service making it an operation which is as labour intensive, 

though of less technological complexity, as the institutional care 

service. 

5.2 Clearly, therefo~e, any restrictions on employment levels, other 

than those dictated by demand, must impact on se~vice delivery_ 

,Similurly, any re-orien!:.:ltion of cat'e fr-om the institutional to 

the primary setting will ,have conside,rab,le manpower impli,cati'ons.' 

At present, the community care service is beset by the twin 

problelils of restrictions on recruitment, (especia'lly the: making of 

permanent appointments), and an increase in workload_ Indeed, the 

view has been widely arti,culated that the development of primary 

care should be accompanied by a shift of resources, including 

staff resources, from institutional care into the community_ The 

Department has in the current year sought to recognise this fact 

by having particular regard to the requirements of community care 

in determining the allocation of the limited number of permanent 

~osts available_ 

5.3 The existing staffing levelS in this settor no~ reflect the 

me~sures which have been taken in the health services generally to 

contain-expenditure, a. modified by posts which have been recently 

approved for permanent filling_ The situation over the past 

eighteen months may be suwmarised as follows:-
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CO~lMUNITf CARE STAFFIN3 1987/1988 

Total Po£"i:s Per-manent Tempor:ar:y Othe'r:s 

Posts Posts 

Mar:ch, 1987 5,420 4, 0 11 557 852 

December:, 1987 5,179 3,901 472 307 

June, 1988 5,165 3,812 567 786 

Note: 1. All figur:es ar:e r:ounded whole-time equivalents. 

I.. The I othe:-s' cate·~ory is composed of sessio!1al, 

par:t-time and 10c'JIll staff. 

f' ~I 5.4 Th~ per:centage changes r:evealed over: this per:iod ar:e as follows:-

rt. ,. 
~ 

PERCENT.I>.GE CHAN3E IN STAFFIN3 LEVELS 1987/1988 

Mar:ch 1987 

December: 1987 

June 1988 

Cumulative 

Reduction 

Total Posts 

N/ ... 

-4.4% 

-0.3% 

-4.7% 

Per:menent 

Pos.ts 

N/A 

-2.7% 

-2.3% 

-5.0% 

Tempor:ar:y 

Posts 

N/A 

-15.3% 

+20.1% 

+ 1.8% 

.... 

Other:s 

N/A 

-5.3% 

-2.6% 

-7.7% 

~. 5.5 It will be immediately clear: that the r:estr:ictions on r:ecr:uitment/ 

'j", 

imposed r:eduction in number:s which took 'effect in ear:ly 1987 have 

had a significant effect on employment levels in the community 

sector: as in all other:s. Also of inter:est ~nd potential concer:n 
) 

is the patter:n of change within the over:all figur:es. While 

initially the impact of r:estr:ictions bor:e heaviest on tempor:ar:y 

staff, the longer: ter:m effect has been to ictuallyincr:ease the 

number: of tempor:ar:y staff in the context of an over:all r:eduction 

in number:s. This is fur:ther: illustt'ated by highlighting the fact 
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that the ratio of permanent to tempo::bry staff has. deteriorated 

over this period from 7.2 to 1 to 6.7 to 1 (a ::eduction of 7%). 

These effects are, however, less than they would otherwise be as a 

consequence of the manner in vihich approvals to fill pecmanent 

posts have been allocated. As the Department is presently 

restricted in the numbe:: of ·permanent· appointments which can be' 

made in 1988, a structure has been put in place whereby each 

agency notifies the Department on a monthly basis of its priority 

staffing requirements. Senior managers within the Department then 
,I 

meet, also on a monthly basis, to allocated available posts. To' 

date in 1988 the appo::tionment has been as follows:-

Institutional Care 

Community Care 

Non-Aligned 

Specialist Agencies 

JOB APP ROVALS 

AS a % of Total 

Approvals 

73.4 

20.7 

2.9 

3.0 

As a % of Total 

Staff 

84.5 

8.9 

4.6 

2.0 

It is clear that efforts have been made by the Department under 

the new employment control regime to protect to the best extent 

relative to other sectors employment in the _community care 

services. However, the increase in workload in this sector in 

consequence of the new emphasis on primary care and reductions in 

service levels in the institutional sector will inevitably have 

exacerbated the' situation. 

These conside.rations will have to be borne 1'n mind-'in relation to 

any new monies that become available in 1989 for community care. 
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We will have to (in conjunction with the healtll boards) seek to 

ideritify those essential posts that have been lost as a p~elude to 

investment in any new initiatives. 

, , 
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417 

1.473 
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214 

\'OSCS,Tenp. 

111 5 

100 15 
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49 2 
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26 11 

SESSIO::M,. 

Nos. w-r£' Nos. 1iT~' 

" 7.7 i 

Jl 14.4 113 25.6 

1.054 372.8 3 1.0 

14 6. 6 Hi 14.4 

115 65.S o 0.0 

o 0.0 o 0.0 

579 144.7 2 o •• 
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'::03 SII;"RERS LOCUiiS .0':'1.[. 

Nos. ~rrE: !1os. h"'!'E 

,. S citi J6. 2 1,621 1,541.,':. 

6 3.0 17 9.9 700 

3 1. S lCJ9 106.0 2,847 2.069' . .; 

S 2. S 9 7.9 56S S22.~· 

o 0.0 27 18.4 )lS 280', :: 

o 0.0 1.0 

1 O.S 7 2.7 8'0 .399.2:" 

rotal E 12 .{) 4,011 1121.840 
<4S 

165 H.B 32 -·16.0 326 G;9Jl 
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TABLE II 

PROVISIONAL SUM~1ARY or STAFnllC IN com-l. C~.RL AREAS AT JO JUNE 198e 

WIIOLI:TIHE PART-TlI'tf: 
Temp. 

Perm.. Perr.l.l\d~. tIOB. W'TE 
Vecs.Tem~. 

p.~ical/Adreinistrative 1,294 101 

103 

32 50 10.7 

:'~Clll'/Dent.al , 

.!" sin9/Allied J 
'.. . 

I :-amcdical 

:~erin9/Housekeepin9 

,i nt.enanc:e 

::-.cr 

:"'JJ... 

)77 

1,404 

396 

118 

20 

203 

),812 

• 27 12.3 

132 8 1,053 352.8 

71 2 21 9.51 

2 121 70.6 

o o 0.0 

25 11 SSO 141. 7 

591.852 597.0 
S08 

. , 

5ESSIOtlAL 

nos. W7E 

o 0.0 

115 26.0 

S 1.3 

4J 14.1 

o 0.0 

o 0.0 

2 0.' 

165 41.9 

JOB SHARERS 

Nos. WTE 

.S 

6 

6 

17 

o 

o 

3 

22.5 

3.0 

3.0 

8.S 

0.0 

0.0 

l.S 

"77 . 38.5 

t<cs. h-rE 

20 Hi.3' 

8 S.3 

129 67. 5 

10 ••• 
10 7.' 

1 1.0 

2 l.S 

180 
108 •• 

'.~ " 

70TkL 

! ,5.0 1,.;16.<5 

640 5)0.54 

2,7J7 1.,967.62 

S'O 5JO.93 

32S 272. OJ 

23 23.00. 

". 
6.653 
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TABLE III 

SU:~:':"RY Of COO~ .. CARE STh(!inc " ) 1 DECE!:DE:!{ 

nJlQLETI.'1£ PART-THIE SESSIONAL 
Tcr,.p. 

PerCl. Pcrr...Add. NOs. liTE NOli. HTE 
V.acs. T~Il"p. , 

:ler i cal! Ac.."':Iin i s tr.!l t1 ve 1,:!98 77 .. 4 • 10. :! 0 0.0 

iedical/ocntai ).J .1 • 27 12.2 III 2S.~ 

lurs1nq/Allied I, US .1 10 1,011 346 .J 5 1.3 

'ara!;te'::HC41 U5 " • 14 6.0 45 14. S 

~terin9/Housekeepln9 III S. 2 11' 71.1 0 0.0 

tAinten4nc:e: 20 1 0 0 0.0 0 0.0 

'thee 20. 22 8 58l 141.' 2 0.' 

OTAL l,901 76,1.802 587.0 165 "LEi 
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12 6.0 5 '4 ... 55) 508 . 

0 0.0 23 IS.1 330 27' 

0 0.0 0 0.0 21 21 

l 1.5 • 1.1 all 365 

0) 31.S :!24 6._ 627 5177 
14 5.9 
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6. 1 

Structural changes 1n the community nurslng service - a proposal. 

Therp- is· no doubt that certain factors Ilave occurn,d and are 

occ~r~ing which ~akes it impera~ive to look ahead to future 

~equiremencs of tile community.nursing service to meet changing 

needs .. These factor~ i~e 

( a ) reorientation to ?rimary Health Ca~e and a genu1ne team 

service (Health. The Wid~r Dimension - W.H.O.) 

( b ) changes in general practitioner services as a'result of the 

new contract 

( c ) reduction of hospital bed numbers. fastee turnovee 'of 

patients and eoutine day suegeey 

(d) the employment of peactice nurses 

( e ) social changes 

r·~ 
~I 6.2 It is not uneeasonable to expect· that geeater demands than at 

present will be made on the community nursing service. Some areas 

even now are only able to deliver an essential seevice to those 

with medical cards and long term illness cards. This may exclude 

the terminally ill. chronic sick. and frail elderly. who do not 

have medical car.ds. Although theee is nothing in the Health Act 

eequieing Health Boaeds to peovide a seevice othee than to those 

with full eligibility. the Act does allow a seevice to othee 

categoeies and· "foe othee pueposes as may be .. specified by the 

Minister". Provision foe these othee categoeies was laid down in 
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Departmental Circular 27/66 which stated that "The ultimate aim , 

should be the provision of a comprehensive discrict nursing 

service for all groups of the population", While there is no 

denying tllese ve~y Iligh ideals its p~acticability in 1988 tarlos is 

open to serious que~tion. 

It is against this background that the following proposals are put 

forward . 

{J,.J2pj 
The district health system concept adopted by the 39th Health 

Assembly is at Appendix 1. The district is very similar in 

character to our present community care areas but encompasses as 

part of the team, the local hospital or point of first referral. 

The principals set down in "Health the Wider Domension" are 

comprehended within the concept. Within the stated context and 

subject to limitations outside the immediate control of current 

administrative arrangements (such as, the present structure"of the 

G .P:' services), the following is offered as a broad plan for 

future community nursing services. A more detailed proposal is 

being developed by Deirdre Fitzsimons. 

At present the head of the community nursing service team is The 

Superintendent P:ublic Health Nurse, whom it is proposed should be 

re-designated as "Director of Community Nursing Service". 

Director of C.N.S. 

Role Manager, Nursing Services 



I 
I 
I 
I 
I 
I 
I 
I 
I 

'- I 

I 
I 
I 
I 
I 
I 
I 
I
I-
I 
I 



, 

~I 
.~, 

-' ;"1 

" 

-!;:'. 

7JI 
" 

"I 
-'I 
::'1 
,,~ 

~j 

"'. 
~I 
PI 

~I 
~I 

~I 

~I 
~I 1;; 

6.5 "Health, The Wide~ Dimension" states that it will be necess~~y to 

adopt a planned c:.pproach to health car-e that 1I\'Ji"ll requiLe a 

fundamental change in the ()Cientation of local and actual 

nlana,jement in 'the health ser.-vices, i..e. it ChillJ()B in ~ole f~oln 

administration to managemerlt for'mar1Y individuals". This 

~eo~ientation towa~ds ~ management ~ole demands that the title 

Superintendent P~u~lic Health Nurse be discontinued. It may be 

consideLed suitable fo~ tha Army Qt' Ga~di; it is not suitable for 

a nu~slng service. In any event the title "Di~ecto~ of Community 

NULsing SeLvices", seems to de~cribe mo~e clea~ly the p~oposed 

~ole. It would enhance the ~ole of manager of aseLvice and 

manage~ of pLofessional staff. ~o enable ~his to become a Leality 

the job description would need to be amended and made mOLe 

explicit. 

Senio~ P~blic Health NULse 

WOLk Station - n~ea Health Cent~e 

Role ~ AdministLative, AdvisoLY 

Accountability Director C.N.S. and GeneLal Manager/DCC. 

6.6 It is envisaged that theLe will be one senioL to appLox. ,10 P~Ns. 

As the role of the Supt. is changed to one of manager the role of 

the senio~ must inco~poLate a higher level of control of the day 

to day affaiLs. TheLe must also be an accept~nce of a level of 

Lesponsibility fOL the seLvices in the aLea undeL heL contLol. 

The Lole of the senior P~N would also incoLpoLate Lesponsibility 

for specialised aLeas of knowledge such aS,new clinical pLactise, 

methods of Lesearch, ethical and moral code~of conduct, infection 

contLol and enSULe that each P~N is kept fully up to date. The 
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6. 7 

6.8 

complement of 1 senio~ to 10 P~N does not include the dis~rict 

liaison nu~se coo~dillati:'g ~crvices Eor tl-10 elde~ly. This would 

be a full time r-esponsibility in line with tile recommendations of 
! 
the Working ?~rty Report for tile Elderly 198.8. 

Bas ic Grade of P~t-m 

Role F~ovide~ of nursing care lnits bLandest sense o~ ensure that 

this is provide6. 

AccounLability to Dir. CNS. 

Duties The duties of theP~.H.tl. are laid down by the Circular 

n/66. This is seriouslY"out of date and needs to be reviewed 

urgently. [Dei~dre Fitzsimons is looking at this at the moment]. 

Every "patch" has its own sp~cific needs and difficulties 

according to the local demography and geography. However there 

are a nwnber of fundamentals which ar,e pre-requisites for the 

delivery of an efficient and effective nursing service. 

("-a) Kno' .... ledge of "patch", to enable the services to be delivered 

to those who most need them 

(b) Adequate communication 

(c) Su'pport services 

(d) Team cooperation. [In remote areas this usually means G.F. 

and P',.Il.N., but should ideally include all members of the 

team] . 

(e) Good management of resources. 

The service provided must be a response to known epidemiological 

factors. The structure of the team and the raison d'etre of those 

in management are first and foremost to enable those in the field 

to provide the best possible service either in the home, clinic or 

another location. 
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6.9 Nursing cace as well as medical. care must be available round the 

clock. This calls Eor a variety of care givers with different 

levels oE skills . TheLefot:e, in adclit ion to the present P'IIN 

seLvi.-:e, rG Ns c,~n be employed as peLmanent members of the nULsing 

team . It must also be 'assumed that as a resul t of the new 

contLact for G;P.s traditional nursing items of seLvices such as 

dressings, injections etc. will in so,ne areas be handed over to :' 

the nursing service i putting a gLeater- stLain on the pLesent 

seLvice. There is also the Leality of the existance of feNs who 

ar-e alLeady emplaye'd as per-manent member-s, of staff of Health 

Boar-ds. Some Health Boar-ds may need to r-e~deploy hospital nur-ses 

as a consequence of the hospital r-ationalisation programme. It 

can be dssU!TIed that many' of these can. provide a use~ul ser-vice, at 

community level. 

Register-ed Gener-al Nur-se 

Role Clinical Nur-se 

Accountability - to senior- PHN and Dir-. eNS. 

6.10 It is envi"saged that the feN should occupy the same position as 

the staff nurse within a hospital setting. Car-eer- pr-ospects and 

salary would be commensur-ate with exper-ience. If her-/his 

ambitions ar-e to develop a car-eer- within the community the PHN 
, . 

course would be available as appropr-iate. In some rural areas 

when "Headquarter-s" nurses are used exclusively for- assisting the 

ischool medical officer- th~ pr-esence of an feN at local level would 

relieve each PHN to cover- her- own schools, thus freeing the 

Hlquarters nurses for duties for which shets trained. 
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Twilight Nu~sinySe~vice 

6.11 "Twiliyht" nu~sinq is another. at"ea wh'ect2 the ~N can be used rnOl-e 

extensively. In fCl<::t flexib il i ty 15 a 5 ine quu [lOn foe an 

effective service; pl,aci~g rlucse~ or1 a panel, employed !)y the 

hour, when and where tlle need arises. It is particularly 

appealing to some ma~~ied nurses. The Midland Health Board have 

al~eHdy ~et up such a sche!ne and it seelns to be working 

satisfactorily. Any major extension of this service may" meet with 

some ~esistence from the PHN's but we will have to meat this if it 

arises. 

Home Helps 

6.12 It hardly needs stating that a strong. w~ll organised home help 

service is vital for'any realistic home ~are service. , No amount 

of medical or nucsing care can keep a sick or frail person at home 

~ithout the basic .amenities of heating. cleaning. shopping etc. 
i 
Our society is changing rapidly and in many instances it is no 

l,?nger possible to rely on friendly neighbours to "do" for sick or 

eldedy persons. The home help service must be closely associated 

with the community nursing service. In many community care areas 

the SPHN arr.anges and o~ganises the home help service. The P'HN 

with her knowledge of local people is involved in finding suitable 

home helps to work in the locality. 

6.13 There is a growing trend. however. to encourage and train home 

helps to tike on basic nursing duties. such as those a relative 

would perform. e.g. bathing. d~essing. getting out of bed etc. 

Undeniably there are many very good home helps who ca~ry out these 

duties admi~ably. However. it is questiona\:>,le if this is the 

answer to the growing need for this kind of personal .se~vice which 
1 

many PRNs are inappropriately trying to cope with at present. 
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Wilat may be the answer is a ?atient's Aida or Home Care 

Assistant. 

P~,tient's Aide/Home Care Assistant 
• 

Role - P~rsonal aide to the sick, disabled, and frail. 

Accountable to local PHN. Employed on an Iiourly basis by the 

health Doar-d. , , 
i 
'Duties to do fOt:" other-s those personal tasks of evel-yday living, 

which they are unable to do fOL themselves and who have no 

r-elatives to calIon. 

A separate patient's aide ser-vice closely aligned to the nursing 

service could be of inestimable value in keeping people out of 

i~stitutions and in helping them to regain their independence 

aftEr illness. The main objective of this ~ervice would be to 

assist the patient with daily living activities designed to 

achieve the meximwn degree of independence, Or to offer per-sonal 

assistance to those fLail or chronicallY sick who may never 

r-e-gain independence. This ser-vice would also act as a relief for 

car-ers who need a br-eak from a sick, handicapped Or confused 

relative and who would act as a nightsitter for the relief of 
" 

r-elatives with a terminally ill family member. 

6.15 The service should be under- the day to day management of the Dir. 

eNS or- Sen. PHN and the Patient's Aide would be paid out of the 

nursing budget,(the recipients of care or their families making a 

financial contribution where appropriate). There areplenty of 

precedents for setting up this kind of service. 
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6.16 It must be empll&sised that this is not a mbdified home help 

service. It is spec~f'ically fo~ personal care such as bathing, 

ea.ting, toi10tiny etc. and w!10~e 110cessacy s~j~vil,g !)I~eak[a5t and 

lighting i1 fice. 

changing roles in which case she would ]Jecome part of the nursIng 

service no longer answerable to a home help organiser. 

It is, however, realis~ic to ~nvisage that In ~ural aceas where 

home helps are already employed and. work with the nursing service 

their roles could be interchangeable. It clearly would not be 

desirable to have two people going into tile same household either 

on economic Or social grounds . 

6.17 This service should not be s~en as merely an extension the home 

help service for the following reasons:-

(a) it might exclude the type of person who might be interested 

in this work. These might include those retired from 

responsible positions of service, Garda/Ban Garda, ambulance 

.drivers, f·iremen etc. who may not be interested in becoming 

involved in community service under the umbrella of a Home 

Help Service or Home Help organiser. The men would be 

particularly suitable for more elderly men who might prefer a 

male person·al aide. Another group of people who may be 

interested are those who have been made redundant. Desirably 

the income derived from tllis service should not prejudice 

unemployment assistance or social welfare payments. perhaps 

the principles underlying the Social Employment Scheme could 

be used. Young people have already pr~~ed their worth 

through the Aneo Scheme in the EHB and should be considered 

where they have the personal maturity for this kind of work. 
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Short training cours~s cuuld be 5et up foe those who ace to 

be employed Toe this. Ulltcall18U people call unwittil1'Jly In"ke 

grave mistakes ill debling with elde~ly or incapacitated 

peopl ... 

(b) Where Home Help organisers are in post, they assess the 

number of hout:"s needed Eot:" household duties which is 

fUJldamentally different to assessing the personal needs of a 

patient or family which is the p~rogative of the nursing 

service. 

The key js flexibility of approacll. A panel can be formed of 

reliable people who wourd be willing to undertake this kind 

of wo~kat very short notice. 

Night sittj,n,] service 
I 

6.18 The Patient's Aide/Home Care Assistant service could also be used 

specifically to allow carers to sleep at night and where there is 

difficulty in get,ting a patient admitted to ho~pital or other 

institution. This can be a most valuable service and can help 

prevent family breakdown and admission of the sick person to 

hospital. It must, however, be used only where there is a 

Twilight/Night nursing s~rvice who will call td supervise and 

support the aide in the case at a terminally ill patient. 

primary Health Care Support Servi~es 

6,,19 Support Staff 

Transpor~ 

Nursing Equipment 
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support Staff 

6.20 Nuises in the community spend a considerable amount of time 

writing hand written reports to a va'riety of people on a variety 

of subjects. They also spend a great deal of time, doing clerical 

work in the preparation for SCllools and child clinic examinations. 

This is Guita apart from the day to day record keeping. Fe'" if 

any nurses have access to clerical services .. Less than a quarter 

of SPHNs have full time clerical he·l'j). Some SPHNs and seniors are 

themselves handling thousands of items of nursing equipment and 

distributing these to various health centres. 

6.21 Any new initiative must as a matter of priority give precedence to 

supporting the team in the form of transport of adequate supplies, 

and clerical support. 

Communications 

6.22 One of the most essential qualities of an outdoor nursing service 

is the ability and speed with which people may be contacted. At 

present once a nurse leaves base she cannot be contacted until the 

following day. In rural areas a nurse's area might extend a 

considerable number of miles. Modern communication systems could 

reduce repeat visits to areas visited the previous day. Planning 

and management of workload could then become a reality. If the 

PHC team is to have a chance Q.B'.s must be able to contact a 

nurse in the field directly. Ansafones and hand radios are not 

'futuristic pieces of equipment, but are in .common use in outdoor 

nursing services in England. This is something we must endeavour 

to move towards. 
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6.23 This is alt:eady available in ve,-y few corilinunity catOe at:eas. It is 

an irlteg~al pact of ca~irly for sick Dn(] el,decly ~t 1"lome. It m us t 

be developed where it does ~ol yet exist. 

Eligibility Ct:iteriD 

6.24 Thet:s at:e no statutot:y c~itet:ia currently laid down fot: 

eligibility fot: home help and other support set:vices. 

Fut:thet:mot:e, thSt:e is ~ vet:y conside~able lack of uni.fot:mity in 

the service both between health boards and even within individual 

health boat:ds. 

6.25 The NESC Repot:t had the following to say:-

"It is unlikely that informal care of elderly and other relatives 

will be forthcoming in futut:e without SOlne minimum guaranteed 

access to support services in the community such as more extensive 

home nursing, social work and home help services. To cut back on 

support set:vices for families caring fo~ their sick or handicapped 

members at home is a false· ecohomy. The Council regards it ~s 

essential thet:efore that specific, explicit eligibility criteria 

be established for those services (home helps, meals on wheels, 

income maintenance, public health nursing, medical appliances) 

which complement the care offered by the family: these criteria 

should reflect the costs, and the degree of stt:ess bot:ne by carers 

and the need to prevent hospitalisation or institutionalisation. 

It is not necessat:y that the eligibility ct:itet:ia be incorporated 

in le~islation . Fot: example, eligibility cr".~tet:ia fot: community 

cat"B services could be specified in the form of administrative 



guidelines drawn up, and administer-ed on a uniform basis, by all 

the Regional Health 30ards. Eligibility for Genera Medical 

Services is dele~lnill~d 0" this tJasis". 

6.26 i-lhile uniEocmity and the det'ail",d pcesccip'tiol1 of t"ights and 

::'1 
-
~:!I 

entitlements is generally to be welcomed and supported it should 

not be done mecely foe the S2Ke of doing it. I believe that at 

this stage in the development of Que ser~ices we shouJ,d reject the 

NESC optj.on - at least for the present. In tile current climate we 

". ~ 

should endeavour to persuade health boards to devote the maximum 
r.:; 

"j;1 ~ 

~I "'" 

am00nt of cesource to bringing their services up to the highest 

possible level. Harmonisation and uniformity can wait for another 

day. 

Health Centres 

6.27 In spite of the development programme of the last decade or so 

there is still a huge backlog oE proposals to be dealt with. The 

programme has slowed down very consid~rably over the past two 

years because of the reduction in the size of the Capital 

Programme. We have now completed discussions with the individual 

health boards anq a comprehensive list of projects/proposals are 

'" ~I 
contained in Appendix II. Clearly it will take many years to make 

serious inroads into such a massive programme. However it is arl 

~ --I ~ 
area that we must attempt to ta~kle. Some existing centres are in 

an appalling state. What we can do will of course be determined 

by what resources we get. It is an area where L6ttery money could 

usefully be spent and I believe that as a Department we can argue 

that expenditure on health, centres would satisfy "Lottery 

Criteria"; a health centre is surely a "community centre". 
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CHA?TER 7 

Child Health Services 

PLe-school service 

7.1 The cur:rent policy relating to Child Health was put into effect in 

1970 and is based on the ~ccommendations made by a Study Group 

which ~eported ln 1968 . 

7.2 Circular 22/70. which set out directives for: the implementation of 

the policy. r:ecommended the medical sCLeening of all children at 

specified ages so as to monitor: the extent to which they were .. 

developing within the normal range. to detect and keep under 

review any children who were showing deviation from normal 

development and to refer for 'appropriate care any suspected OL 

identified cases of disease OL defect. It was envisaged that 

initially the service would be provided in cities and towns with 

populations of 5.000 and over. At a later stage similar services 

would be prov·ided in the remainder of the country and 

corlsideration would be given to the extent to which general 

medical practitioners could b. involved in that service. 

7.3 Routine Child Welfare Cli~ics. which had been in operation in most 

towns with populations of 3.000 and over. were to be reduced 

substantially dr completely phased out and reliance was to be 

placed on the scheduled examinations. The manpower rele.ased by 

the substantial abolition of the routine Child Welfare Clinics 

would be available for the scheduled developmental examinations. 

7.4 In general the service is considered to be .,~asonably 

'~omprehensive and effective. Approximately 12% of eligible 
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child~en a~e cu~~elltly being picked up by the scheme at the fi~st 

developmental E:xamir,ation. !t is not pco~osed to advance any 

majo~ proposals fo~ change at this stage. However-, it should be 

pointed out that sOlne experts in the field a~e concerlled about the 

whole audiometry and preschool screening service. Child~en 10.1110 

are deaf a~e not being 'discovered until well into thei~ scho'ol 

yea~s. At that stage they have al~eady lost so much by way of 

lang~age development and education. PHNs should not sc~een Eo~ 

deafness in the home withoL:t another PHN to act as a dist~acto~' 

This has been known since the ea~ly 1960's and yet the p~actice 

continues. 

7.5 We will be pllrsuing this but it will hav.e to take its approp~iate 

place in the queue of p~io~ities. 

The School Medical Service 

7. 6 Section 66 (2) of the Heal.th Act 1970 state5: "a health boa~d 

shall make available without cha~ge a health examination and 

treatment service for pupils attending a 'national school o~ a 

school to which this section has been applied by an o~der under 

subsection (3)". 

7.7 The aim of the school health examination service is to ensure that 

school children develop both physically and mentally in a healthy 

normal manner, by detecting at the earliest possible stage any 

defect or diso~der which would interfere with their normal 

progress. To achieve this aim it was proposed in Circular 22/70 

that the school doctor should visit .all schools with 50 pupils or 

more each year (and smaller schools once eveEY two years) and give 

I all sthool entrants a comptehensive medical examination when they 
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we~e app~oximately one yea~ at school. A fu~tl!er examination 

would be undertaken of a limited number of children between the 

ages of 9 and 10 years, selected on a basis of information 

obtained about them E["orn parent,s, teac~lel-s, PUl-S0S or otiler 

intel:este,i pel-sons. Other children on obsecvation by- trle school 

doctor would also be medically examined. 

Present Obje~tives: 

7.8 (a) Annual visits by the schoel doctor to all national schools 

with 50 pupils or more (and visits to smaller schools eve~y 

two yent"s). 

(b) A comprehensive medical examination fer all school entrants 

when they are app~oximately one year ~t school; a selec~ive 

medical examination of a p~opo~tion of 9 year old children, 

and the examination of any other children selected on che 

basis of information furnished about them by parents, 

teacllers, nurses dr recalled following previous examinations. 

(c) Public Health Nurses to carry out annual checks of vision, 

posture and cleanliness amongst all national school children. , 
(d) Initially, the service to be provided in n~tional schools and 

extended later to other schools when resources permit. 

7. 9 There are differing opinions about the current ooeration of the !' . 
scheme. Some commentators have questioned its usefulness and a 

few hav~ advocat~d its abolition. 

T.IO The following table given an overall summary of coverage in 

respect of the firs~ 3 years of operation of the present service 

(1971-1973) and in respect of the last 3 years for which 

'statistics are available ( ) . 
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No. of schools 
visited 

% of schools visited 

;'0. of children 
examined 

% of school rot). 
examined 

I 
i of children examined 
whci had New Extrants 
E:.(a1!l 

% of children examined 
who had selective exam 

% of children examined 
who had other exam 

1971 1972 1973 

1,703 1,647 1,589' 

4.3 43 43 

133.770 138,324 131,655 

27 28 26 

figures for breakdown 
of types of examin
'ation incomplete for 
1971 - 1973 

as above 

as above 

19U5 

1,580 

~9 

130,311 

48 

28 

24 

7.11 It will be noted that comprGhensive 1937 returns 

1986 lY87 

1 , 71 3 8eing 
processGo 
at 

53 pt"esent 

128.513 

23-

49 

27 

24 

are not yet 

available for inclusion in the table. Surprisingly. however, with 

over two thirds of returns to h~nd it would appear that the 

remarkable consistency in "No. of children examined" was 

maintained in 1987 in spite of the cut-backs. 

~ 7.12 However, it is the qualitative area that the reservations arise. 

In only rare cases have the objectives of the scheme been met. 

The most recent statistics reveal such variations from one 

I 
community care area to another which are imp6ssible to reconcile. 

. 
There is also the very real possibility that a child may go 

through its entire primary school life without an examination of 

any kind. 
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7.13 The vast majo~ity of defects discovered ~ce vlsion and hearing 

defects. These at-e checked by ?[E\is cefoce the visit of the school 

doctor. She is El.lso CL!spol1sible fOL".\veiIJhing, rnl.::Clsucing height 

and assessment of cle~nljneRH. 

in some cases it:"r-es',p~ctive of v.'ilethp-c tr.e 5c~()ol doctor plar:s a 

visit to the school or not. Ho~ever, 11earing is screened usually 

by Piii.Js specially trained Ear tlij.s. The majority, if not all, 

areas now' have a ?~N trained in audiometry and this service is 

:ongoing throughout the year, SDinetimes in anticipation of th€: 

.school doctor, sometimes not. What is very difficult to interpret 

from Lhe returns is why in some areas so many ilearing defects are 

being picked up whil. so few in relation to the number examined by 

the school doctor. The service is obviously highly erratic even 

though it is one of the most 'important and cost effecti'!s of all 

our screening and preventive services. 

Proposals for Change 

7.14 It is proposed that for the large urban deprived areas that the 

present service would be retained. Special measures will, 

however, need to be taken to increase the level of coverage to 

ensure that as few children as possible fall through the net. 

Afterall, it may be the only contact some of them would have with 

the:health/medical services for the greater part of their lives. 

7.15 For all other areas the service w001d be significantly re-cast as 

a "school health service" as opposed to a "school medical 

service". 

7.16 The local PHN would visit the school throug~?ut the school year on 

'a regular continuous basis i.e. monthly, weekly or as often as is 
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necessary to p,'ovide each chj,lei (inclurJin<j school entrants) with 

the i follo",,' i ng se:-v ices:-

::. 
':; 

"~I 
(a) .A.nnual vision test And at least t'.'JQ Fludioinf!ti':"j' te~~ts. 

(b) Inte,rview each child in cOlljunction with ~ny ~eport from a 

:. teacher or parent. This should include general hygiene and 

~jl 
" 

an assessment for possible skin conditions or signs of abuse/ 

posture, pa,~ticularly scoliosis. Child asscss:nent wo~ld be 

-, :. ~ 

tht'ee pronged -, parent, teacher and n,urse. It is assumed I 

that many of the PHNs will already be familiar with the child 

Cil J and its background. 

~ 
(c) With regular visits the nurse should incorporate health 

"I " 

~ education and health promotion, in an effort to increase 

~I ~; 

awareness in schools of 'health matters. 

(d) Only those children with a clear record of health on its 

~I >1 
CJ 

pre-school record, card would receive nurse assessment. 

~I 
(e) Those children who 

- never had a developmental check or medical examination. 

11 6 
- moved from another area, with no previous records 

available. 

~I ,~ - with a known medical condition i.e. heart condition 

~I ., 
g 

would be automatically be referred to either the A.M.O. 'at 

the clinic or local G.P. 

n. ~ 
(f) Children with .motional problems and slow learners are known 

to the teacher would be referred. 

~. (g) Colour vision can be tested by PHN - other conditions such as 

~. ~ • 

undescended testes which should in any case be recorded on 

child health record could be tested for by the PHN with some 

~I 
~ 

training - they would also have to have a refresher course on 

assessment of nutritional status. 

"~I ~ 

~ 

~I 
I 
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7.17 Stt·ict guidelines v,'Quld be L::!.d dO' ... '11 as to 'who '.-:ould be seen by 

the nurse only and would would be see.n by AHO or G.P. Large 

~chools would have to be shared 'by one, two O~ 0ve'1 three P!1Ns. 

7 .. 18 To a large extent, the above proposals are contingent on a first 

class pre-school child health service, and a ficst class record 

system. [The South Eastern Health Board have designed a 

pre-school/school, child health r'9cord card which comes near to 

the original concept of attaching pre-school/school, child hwalth 

t"ccordj. 

Advantages 

7.19 (a) 

( b) 

( c) 

(d) 

There will be a continudus link between the school and the 

community services, instead of at present where the school 

team visit the sChool once every 2, 3 or 4 years and are not 

seen again. 

It offers opportunities to heighten awareness of the 

princi&f good health by setting up health promotion 

programmes for the children and, where possible, for parents. 

PHNs should also be encouraged to join parents school groups. 

It would be cost effective as AMOs could ~e more usefully 

engaged in other services. It would reduce travelling 

expenses from headquarters as costs are transferced to the 

parents who would be given an appointment ~o see AMO. 

There would be no need for "headquarters" nurses who could be 

absorbed ·into the mainstream of services .. 

(e) As the children are assessed over the entire year the 

requests for consultant appointments will be spread over the 

year. 



"I 
~. 

'.'; 

•. . ,' 

"' "1 

~ 
.. ':. 
~I 
~I 
~I 

~I 
~I' £ 

~I [] 

~I 

~I 

~I 

( f) . The work of the FHN could be'evenly spread ove the year. 

present ? S~!I means Inost othe~ wcrl'~ must be put aside while 

the school medical is on. There is also a great deal of 

cle~ical p~epa~ation. etc. 

7.20 This is hut a br-ief outlille of what I;e woul<i propose and would of 

course need to be developed i,l greater detail should M~C decide' 

that it ought t.o be pursuer] . 
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CHi>.P TER 8 

The Pivotal Role of the General Practitioner 

S.l The Report of the Consultative Council on General Medical Practice 

and the GMS' Working Party Report lard consideral)l" stress on the 

key role of the general practitioner in the primary care sector. 

In particular the need to have the G.P. fully involved and workihg 

in close liason with other community hassd professionals ·was 

heavily emphasised. 

8.2 The main recommendations .ofthe GMS Working Party Report regarding 

Community Care/GP co-ordination have been summarised as -

emphasis in health policy on primary care with the G.P. as 

the key figure in the provision of appropriate health care in 

~ach community., working with other community based staEE to 

stimulate self help and community participation In health 

caLe; 

promotion of effective liaison between GP's and public health 

nursing staff, preferably through attachment of public health 

nurses to general practices, includin~ a 'lumber of 

experimental schemes; 

local monitoring and encouragement of GP's to improve and 

develop their practices, improvements to include better 

training, group practice; 

branches of th~ Irish Medical Organisation based on community 

care areas should be consulted regularly by the Programme 

Manager and his staff in preparing 106al services, and the 

Chainnan should be in reg<llar contact ";lth the Director of 

Community Care and his team on matters of concern to both 

general practitioners and the Health Board; 
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each health bORed should prepare, in c,onsulta::'ion with 

general p~actitibnecs arld otller professions, a planned 

approach to the development of primary care serVices in their 

~egion, which wculd.specify Objectives to be met and specify 

professions, while outlining the steps to be taken by each of 

the parties il) order to acl)ieve tJ18se targets; 

a National Review Body'should be established which would meet 

on a continuing basis at regular illtervals to review p~ogress 

towards the achievement of the overall objectives for general 

practice which are olltlined in the Report. 

8.3 The importantc of grouping and of the practice teams (doctors, 

nurses and sec~etarial'staff) is almo~t universally approved. 

Ideally they would be supported where necessary by visiting 

consultants and would be in close touch with the various statutory 

and voluntary agencies opera~ing in their areas of practice. 

~I 8.4 The main thrust of this approach has been endorsed by the Irish 

~ 1dI 

I 
I 
[I 

College of General Practitioners and was also strongly 

acknowledged in the recently concluded GMS negotiations. 

8.5 In relation to the GMS Agreement the Minister's statement of 

acceptance included, inter alia, the fo~lowing:-

(a) He considered general practice to be a key element in meeting 

the Government's commitment to the reorientation of the 

health services towards a more efficient delivery of ca~e at 

the primary care level in the community., with .. a consequential 

lessening of the demand upon acute hospital services. 
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(b) The change to ~.he payment system prirn,~rily bescc] on 

capitation provides an opportunity Ec~ doctors to develop a 

new style of practice. They will be bette~ placed to 

determihe priorities and allocate thei~ time to the ca~~ of 

pa~iencs, providing an opportunity fo~ longer consultations 

where appropri~te. 

(c) The proposals provide for inves~ment in the future of general 

practiCe, in particulaL thr-ough provision EOL regular 

participation· by doctors .in continuing education to update 

their skill~ and reflect on the best way of responding to 

patients' needs. 

,(d) Provision is also made for a contribution towards the cost of 
i 

employing support stafE in pLactices, including secr:etarial 

and nursing SUPPOLt, which will gLeatly enhance the 

efficiency and scope of doctors in their new role. It is 

intended to provide additional resources for community 

services development oVer the next three years in parallel 

with the development of the GMS. 

The relevant extLacts from John Horgan's letter ahd the pLoposals 

for the Agreement (which we need to address) are -

, , 
( a ) "The negotiations of the pLoposals WeLe conducted on the 

undeLstanding that consider-at ion is being given to the 

establishment of a Pr-imaLY Health Car-~ Develb~ment Fund which 

will support critical developments in €he areas of 

infra-structuLe, staff developments and eq~ipment". 
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Ib) It is ~ile unde~standing of the negotiato~A that in e~ch of 

the next tll~ee yea~s a sum of E3m will ~e available on top of 

the amounts" ~8r.ll!it-ed to fund tile speciEic ':osts . _ ..... ". 3nd 

~ special working group will establish ceiteeia for 

the ciisbueselflent of these extca, funds. 

(c) "The GP will utilise the approp~late suppo~t services 

including community and diagnostic se["\'ices". 

(d) "In ordee to assist general p~actltioners 1n maintaining a 

righ standacd of seevice,to patients each Health goa~d will 

appoint peactising Geneeal Practitionees to act as a suppoet 

eesource foe general practitioners. The functions of the 

peeson appointed should be:-

to impeove overall perfoemance of general pract.itioners 

to assist geneeal peactitioners who are meeting 

difficulties in meeting the requir.ements, of the contract 

to make a foemal written review of each practice in the 

area not less often than eveey three years which will be 

open to the doctor being reviewed 

to liaise between Health Boards and general 

practitioners and to suggest _changes in administr~tive 

areangements. 

There should be one such appointment for each, 100 doctors and 

the IMO will be represented on tre interview board which will 

have an independent chaieman. If the assessment of the 

practice is not satisfactoey the geneTal prac"titioner will be 

advi~ed of the remedial ac~ion required of him and in the 

event of him failing to achieve the required .standard the 
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aene~al p~actitioner. may be referred to the disciplina~y 

pcoceduces. This p~oposal will be subject to detailed 

consultation p~ior to its implem8:1tation and will be reviewed 

at the end of the first yea~". 

8.7 vie need, therefoce, to take decisions on how the E3m pei:' annum 

should 'be spent under four headings:-

(a) practice premises ~nd equipment; 

(b) secreta~ial assistance; 

(e) pr3etiee nucses; 

(d) "Genecal Practitior,er Adviso~s". 

The cost under (d) will be minimal so as a basis for proceeding 

let us assume that Elm per annum would be spent under each of the 

headings (a) to (c). 

pcaetice Premises etc 

8.8 One million pounds per annum is a relatively small sum in the area 

of capital and equipment. However, I think we should instead talk 

ih terms of a figur~ of E3m over a three year period and cost and 

negotiate a detailed package with the IMO tied to that sUm. 

[Monies would in any event be unlikely to be spent in an even 

manner over the three year pe~iod. It would probably be small 

during the first year of the new scheme and would be expected to 

peak,in,the second' year.] 

We can use existing criteria for practice p~emises as a base on 

which to build. The cost of computerisation and other equipment 

is very difficult to assess and we will have,.,to go ,into the matte~ 

in some detail with the IMO., 
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8.9 Secr.etarial Help 

During the early stages of the negotiations it seemed to be 

anticipated ti13t heal.th boards would Illeel tile full ~elnunecation 

package of a sec~etary for ea~h doctor (with app~0pc-iate 

adaptations for groups and partnerships). John Horgan also 

indicated that the rates of remuneration and .conditions should be 

link&d to app~opciate geades in the public service. This would,. 

if fully taken up cost in excess of E2m per annum. [There is the 

further compli~ation in relation to .the elnployment of r&latives 

etc.] . 

8.10 I suggest, therefore, that we think in terms oE a "contribution 

towa~ds secretarial costs· which would be paid to doctors who 

employ secretaries and who produce the necessary evidence that 

they do so (e.g. P.R.S.1. & PAYE returns). The size of the 

1 
contribution would be limited by the overall figure of Elmp.a. 

·The Practice Nurse 

8.11 "The role of the practice nurse in Irish general practice has been 

the subject of much soul-se~rching and discussion for almost two 

decades now. I recall that in 1972 we deliberated at length on 

the matter in the Consultative Council pn General Medical 

Practice. 

~I 
il 
~I ~ 8.12 In my view there are a number of serious difficulties with the 

concept in the Irish context. Firstly we have a two-tiered system 

of general practice. Secondly because of their independent 

contractual status, formalised, integrated·or st~u~tured 

arrangements with other community care professionals are lacking. 
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" ~I Thi~dly some GP's are able to develop e close working relationship 

j' with the PliN while in other a~eas iL is almost non-existent. 
;, 

~. Geographical and demographical considerations are an important 

" :~ 

~. 
'" 

f.acto.r in this . .A. close wo:.king relationship l~ a much more 

pLactical prorosition in rural area5. Fourtll1y, there is the 
\: 
" 21 additional problem that tile area of practice of the GP and the 

~ "district" of the PHN are rarely co~terminus. 

~I 

~I 8. 13 

'l 

For these an.d other- ["easons I feel that · .... e should rc-assess our 

position before finalising our approach to oue discussions with 

fl.. :.:.: the, HIO. The int~oduction of a further category of personnel will 

:::; 

~I 
lead to further over-lapping and lack of co-ordination which, as 

the l'iterature bears testimony to, is rife. There must inevitably 
~ 

~I 
'" 

be some confusion as to role and demarcation lines between .the 

~ractice ~urse and the PHN. Furthermore there is already a fair 
~ 

~I I> • ·degree of sensitivity on the part of the PHNs with the arrival of 

~ 
~I 

ffiNs in the community. I believe also that to buttress general 

practice in this way will tend to accentuate rather than diminish 

~I fj 

rn 

)~I .. 

the relative remoteness of the GP from other services. 

Furthermore, I find it difficult to perceive a full time 

commitment fqr a practice nOrse in single-handed practices. (This 

;1 would not, of course, apply in medium to large size groups). 

~I 8.14 I would recommend, therefore, that Elm per annum (preferably a lot 

more if it can be made available) should be spent on 

;.' '. 

~I 
(a) the employmen t by the hea 1 th boa rds of P HI'ls o~ lG Ns who would 

together with the existing corps of nurses be, available to 

~I 
, 

:.-

the GPs as practice nurses but not exc,l.usi'Jely so and 

II 
il 
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8.15 

(b) improving the very inadequate para-medical services such as 

domiciliary physiotherapy, occu9atio~al therapy, speech 

tllarapy, clliropody ate. 

urlderdevelop8d at p~esent a[ld are a vita1 cleillent in tt18 

provision of a fully comprehensive comlnuni,ty service. 

I have discu~sed these lSStl6S with Deirdre Fitzsimons and she has 

agreed to write up a paper on the'mBtte~ which will be available 

in a month DC so. 
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9. I 

9. 2 

9.3 

CHAPTIOR 9 

child Care Services 

Donal Devitt has already made a submission to the Secretary on 

the finan'cial impl ication of the Child Car:-e Bill, 1988. For:-

convenience, and ease of refer:-ence I am incor:-por:-ating the 

submission in full as follbws: 

Child Care Bill 1988 

Financial Implications 

It is difficult, for:- a number:- of reasons, to be completely 

pr:-ecise at this stage about the total finencial implications ~f 

bringing the Bill into effect. There are great variances in 

the present range and quality of child care and family support 

s~rvices available from one health board area to another. All 

. of the health boards will therefore be starting from a 

different base as they endeavour to carr:-y out the statutory 

obligations imposed on them by the Bill. I-Ie have alr:-eady 

requested the Health Boards to estimate what they feel will be 

their' future resour:-ce requirements under the Bill and this 

exercise will form the basis for detailed discussions with the 

. iDe pa r tme n t . 

An important imponderable factor which has pot~ntial for 

creating considerable r:-esource demands is the role ~hich is 

assigned to the District Court under the aill in various 

child-care proceedings. For example, the 1ecisions of 

individual District Justices under Section 17 in regard to 
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access by parents and othe~s to child~Bn in ca~e and Sectioh 16 

relating to the new Sllpervisicn Orders (whereby children will 

be visited in their homes. as an. alternative to taking them into 

car-e) ace likely to have sulJstantial C!':SOULCj~ illlplicZltions. A 

fUl:'ther ar;-ea which 1.s ilUpossible to pr-edict is ths incr-casing 

number of cases which are being appealed all the way up to the 

High Court and Supreme Court with the consequential burden of 

:nassive legal costs on Health Buardc. The n~mber of such 

proceedings is lik~ly to grow rather tllan diminish in the 

post-Cleveland era whether by way of appeals against individual 
I 
decisions or Habeas Corpus proceedings under Article 40 of the 

Constitution. 

9.4 It is possible to identify the main areas which will require 

additional resources as follows; 

A. Service developments to enable health boards to fulfil 

their statutory obligations to promote the welfare of 

children who are not receiving adeqvate care and 

protec.tion - E6.75m. 

B. ~ Establishment of Inspectorate to administer the new 

controls on Pre-School Services (Part VI of Bill -

Sections 35-43) and cost of new Child-Care Advisory 

", Com!llittees to be establ ished under Section 5 of the 

Bill - E. 7 5m . 
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A. 

c. Cost of Additional Child~en in Ca~e 

The Bill will inc~ease from 16 to 18 years the age up 

to which childr.en may be admiti.:.t~d to CbCG aild the a~e 

up to which children ma~ re;llaii) in care. In addition 

changes in the legal ~equirements in ~elation to the 

placemel)t of children in care, whether all a vol,untary 

~asis (Section 4 of the Bill) or through the CQU~ts. 

are likely to lead to an increase in the numbe~ of 

child~en in ca~e - £2m. 

The minimal full yea~ costs of A-C is likely to be in the 

~egion of £9.5m. The ove~all situation will become cleare~ 

afte~ we have had detailed discussions with each health board 

all their own prelimina~j costings. The Table he~eunde~ sets 

out details of the main cost elements. 

TABLE 

Se~vice Developments 

( i ) The main requirem~nt will be for an 
inc~ease in Community Ca~e Social 
Wo~ke~ Posts. At p~esent there a~e 
some 290 app~oved posts which a~e 
ba~ely coping with the huge increase 
in child abuse ~efe~~als -f~om 479 
in 1984 to app~oximately 1.650 in 
1987. All of the t~ends a~e upwa~d 
.in those social indicato~s which 
impact on the demand fo~ child ca~e 
and family suppo~t se~vices e.9,nos. 
in ~eceipt of Unemployment benefit/ 
assistance. Supplementa~y Welfa~e 
Allowance. Des~~ted Wives benefit~~ 
allowance. Unma~ried Mothe~s 
allowance. Nos. of ba~ring orde~s 
etc. To meet present needs the 

Est. Annual Cost 
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recommended staffiny ratios set in 
1981 (1:9000 pop,) VIOLJld require·an 
immediate increase of lUO posts apart 
altogether from the new demands 
placed by the new Bill. Overall 
there is likely to be ~ need for a 
further 150 Social Worker posts. 

(ii) The clear obligation placed on the 
Health Boards in Section 3 of the 
Bill to promote the welfare of 
children will require a major 
expansion in the present range nf 
child-care and family support 
se~vices. These services, whicll 
are undeveloped in most pacts of 
the country, include inter alia 
pre-school and day care services, 
Family Resource centres, Home-Help 
and Home-maker services, Day 
fos.tering services and special 
projects for the young Homeless and 

( iii) 

other "at risk" groups, The Health 
Boards are required by the Bill to 
have regard to the principle "that 
it is generally in the best interests 
of a child to be brought up in his 
own family". If this is to become 
a reality a wide range of family 
support services will be needed 
throughout the country. At a 
minimum this will ~equire an 
add.itional E3m per annum. 

Apart from community based services 
there will be a need to provide 
additional resources to the existing 
Residential services to cope with the 
older, more difficult child whose 
needs have become a major problem 
within the services. In some areas 
there will be a need to develop new 
specialised residential services and 
all· areas will require funding for 
expanded aftercare services under 
Section 31 of the Bill. 

C2.25m. 

E3m. 

P.st. Annual Cost 

E1. Sm. 

Total of A( i)-( iii) E6.75m. 

New Pre-School Services Inspectorate and 
Child Care Advisory Committees 

The Bill will require health boards to insp~ct 
creches, nurseries, playgroups etc. The 
tot~l no. of such facilities is unknown but 
the scale of the task can be gauged from the 
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fact that there are over 1,000 playg~oups 
affiliated to til," lcish Pne-School Playgt-oups 
Association. The operation of ti,e p~ocedures 
will requir~ at least Olle inspector Eor e~ch 
C.C. a~ea i.e. 32 heads of staff. 

Tile es~ablishment ot Child Ca~e Ad~'is(>[y 
Committees by the nealth Boards to advise the 
boa~ds on tIle performahce of its fllnction 
under the Act is cove~ed by Section 5 of the 
Bill. These will involve travelling, 
subsistence and administrative costs. 

£ .5m. 

£ .25m. 

Total o~ B - £ .75m. 

Cost of Additional Children in Care 

The incre~se in the age limit from 16 to 18 
and the changes in the various legal 
pro~edures is Itkely to lead to an increase 

. in the overall numbers of children in care. 
At present the.re are about 2,500 children in 
care at anyone time .. This could ~ise to 
3,000 following the enactment of the Bill. 
Depending on whether the children are placed 
in foster care or residential care the 
additional cost could be in the region of £2m. £2m. 

Total Annual Cost of A-C £9.5m. 

. . 
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CH':',PTSR 10 

Research a!Jd Experimentation 

10.1 Hereunder is a brief outline of the proiects at -

A. Drul1Icliffe 

B. [lea umon t 

c. Saggot Steeet 

D. St Vincents (~roposed) 

Drumcliffe Family Practice 

10.2 Purpose and nature of the study 

To establish the nature of th.e work of general pr-actitioners. 

This did not require a categorisation of work, or countihg numbers 

of patients under so called diagnostic classifications such as 

I.e. D. 9 etc. Instead the focus of the study is on: 

,(a) the work that GPs actually do (in this particular practice) 

including a description of the status of being a patient (as 

opposed to non-patient related work in general practice) and 

the nature of the doctor-patient relationship (as aimed at in 

this particular practice); 

(b) the requisite inter-relationship f~om the patient's point of 

view between the work done by the GP, the hospital consultant 

and other hospital staff respectively. 

10.3 Out.come 

The study has be~n undeeway for nine months under the aegis of the 

Noeth-Western Health Board and with three G?--~ in one partnership 

participating. 
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A report on the outcome will be available shortly and is expected 

to provide an explici~ basis for: 

( a ) planning se~vices for patients (thus ojviating the 

unre~listic divisiol1 between hos!)ital al1d commu['i~y cacc 

( b ) helping health boacds clarify the kind of yeneral 

practitioner work they should encou~age, thus re~ucing the 

quantities of unnecessaLY VL inapp~op~iately-located m~dical 

work performed in hospitals; 

(c) developing a more realistic perception of the wo~k of health 

boards by highlighting the nature of ser"vices t'"equired fat'" 

patients, and by pointing the way to a mot'"e t'"ational 

organisation for car~ying out this wot'"k, ~he wat'"k of 

non-patients, and work for the popul~tion in genet'"al. 

Beaumont Hospital 

10.4 The past nine months work in Beaumont ha~ been amply documented in 

repot'"ts sent to the secretary. The purpose of the repot'"ts was to 

enable the Depat'"tment of Health to decide how best the pt'"oblems of 

man~g~ng Beaumont Hospital could be addt'"essed. 

10.5 The key issues were identified as: 

(1) Establishing clear objectives for each specialty (attainable 

(2 ) 

( 3 ) 

( 4 ) 

( 5 ) 

within budgets) ; 

How to t'"elate Beaumont to the t'"est of the services, in 

Dublin, and in the country at large; 

How to t'"elate budgets to activities; 

How to organise the hospital" (management structure); 

How to develop necessat'"y suppot'"t systems (budgeting, stot'"es, 

computing etc.). 
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(a) The structural frame - Dej)artll1ent of Health - Boar,j - Chief 

Executive ~elatj.onshi~ external.ly, and principles fo~ putting' 
., 

an internal organisation in place; 

(b) ~ basis for establisl,ing the relatioilsl1ip or consultants to 

management; 

(c) A methodology for setting out tile )lospital's objectives 

within easterll region and national contexts. 

IO.} Outcome 

Minister has set out role of Board and Chief Executive 

A promise to look at methodology for setting out objectives 

by specialty made i.e. Department of Health and Chief 

Executive to -discuss. 

No attention yet to the problem of setting up an internal 

ol-ganisation (getting,) numbeL of high calihre people on 

board or giving the work to a consultancy gcoup) 

A ·number of ideas have been tested on how the consultant -

management celationship can be constLucted, thus leading to 

accurate infoLmation on the nature of cons~ltant work and how 

the hospitals services can best be organised acound 

consultant practices. 

pcogcess Report: Services at Baggot Street Hospital 

10.9 SERVICE 

In-patients 

TAR:; ET 

35 long stay patients 
- medium and heavy 
dependency. 15 respite 
admissions. 

CURRENT SITUATION 

35 Long Stay - medium & 
heavy dependency on site -
from st James's, MANCH and 
StVincent's mainly. 
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Full y-S uppo r: ted 
Day Car-e Unit 

Child Health 
Clinic 
i 
PS~lchiat-ric 
Clinic 

Child 
pyschiatr:ic 
Clinics 

Child Development 
Project 

Aller:gy Cl inic 

,Speech Ther-apy 

Alcohol 
Ser-vices 

Dental Clinic 

Registr-ar of 
Bir:ths, Dea'ths 
& Mar'riages 

Multi-ser-vice fully 
suppor-ted day car:e 
ullit~ 4 poterltial 
sour-ces of r-efer-r-al
community cace 
sct'"vices, 
Geriatricians, GP's 
Task Fo~ce. Service 
will be t~r-geted to 
meet needs of 

15 respite beds in use; 
reEerrals via geriatr-icians, 
[) . C . C . 's f, ,; • P • 's i 11 C. C . 
A C",dS 1, 2, 3. 

2U pLaces ~rovided Ear:. 15 
patients attend each day at 
present. 1U of tt1cse are 
br:ought in by EHB tran~por:t 

and 5 either by ~eJ.atives or 
taxi. The unit is or-iented 
tv r:ehabilitation and has 
physiotherapy, occupational 
ther:apy facilities. Refer-rals 
ace E::-om i'ublic Health Nucses 

popul~tion; admissions ~ G?'s in c~tchment area. 
and continued 
attendance will be 
monitored to ensur:e 
appropriate use of 
reso ur:ces. 

4 sessions per: weey.. 

2 sessions per: week 
initially, building 
up to 4 per ~eek as 
necessary. 

1 session per: week. 
Service to be 
evaluated and 
reassessed after 
6 months • 

5 day week & 5 
evening sessions; 
counselling & groups. 

5 sessions per: week, 
building up to 10 as 
requi r:ed. 

r u11 r:ange 0 f 
r:egistr'ar:'s ser:vices. 

Child Development clinics for: 
C.C. Area 2 ar:e in pr'ogLess. 

Adult psychiatr:ic clinics are 
in operation for the 
appr'opr:iate community 
catchment area/so 

It is hoped to star:d child 
psychiatric clinics soon. 
Arr:angements are being 
finalised with EHB psychia
tric ser:vices progra~~e. 

This is beirlg ~U11 in 
conjunction with the Van Leer 
Foundation . 

This is working 
sat, i s fa c to r:i 1 Y • 

Clinics are in oper:ation. 

These ar:e now wor:king in 
accommodation provided 

A new Dental suite has been 
provided by adapting accomm
odation in the Health,Centr:e 
ar!'la. I t is to be used to 
serve men~~lly handicapped. 

These have'now transfer:red. 
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Civil 
Registr.ars 
Office 

AIDS PLoject 

Ostomy Clinic 

Incoi"i t'i nence 
Clinic 

Phlebotomy 
Clinic 

Genecal 
PLactitioner 
'Secvices 

Institute of 
Comm un i ty 
NULsing 

Communi ty 
Physiothecapy 
Services 

X-Ray services 

Tn provide foe Civil 
t'-lar.r. iarJcs 

ComifLun i ty Os tomy 
Ser.vice to operate 
f~om 8aggot Stceet 

1 sessi9n per week. 

To maximis~ use of 
Baggot Stceet Hosp. 
as a primacy health 
care facility. 

Office accommodation 
foe the Institute 
which is the pcofess
ional body repcesenting 
P ubI ic Heal th Nurses. 

To extend & SUPPOLt 
seLvices pcovided 
to day attenders 
into the community. 

Provide basic x-cay 
scr.eening for GP's 
and in-patients. 

Accommodation has been set 
2l~:;i.('k~ pr:ovisi~nally Eor. this 
[}urpose. The matter of 
appoin~ment of a Civil 
Registr.ar is before the 
Minister for decision. 

This is now in opera.ticn in 
accommodation provided. 

Not staLted yet. 11. B. are to 
ceccuit a qualified stoma _ 
nurse or ~ecruit and t~ai~ ~ 
nucse foe this pucpose. , 
This is in opacation and is 
c:ommun i ty based. 

This service is now 1n 
opecation. 

Negotiations with local GP's 
at an advanced stage-. It is 
hoped to provide a total of 
10/15 beds to between 5/8 
GP's foe treatment of their 
own patients and also long 
term in-patients. gcovision 
of surgery facilities and 
pcovision for some special 
pcocedures are also under 
discussion. 

This has been pcovided. 

This will require appoiOltment 
of 2 additional physio
therapists. 

In-patient scceenlng only at 
pr.esent. 
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The S.outh-1':ast Dublin Project 

(GClsNl on St Vincent's //,,:spitCll"), 

Proposal 

10.10 To establiEh a H~alth InEo~m~tion Systern basert on the catchment 

area of St Vincent's Hospital which can ascertain health needs. 

Objectives 

10.11 (a) To study health indicators oE morbidity, of servicas and 

chronic diseases by identifyi"g patients admitted to St 

vincent's Hospital and following those discharged to the 

catchment population under study. 

, 
.' 

(bl To ascertain from general practitioners in the catchment area 

the numbar of consultati.ons (or patients) with se,ious and 

chronic disease, and the ready availability of institutional 

and Home Services for these patients. 

(c) To study the characteristics of patients attending the 

Accident and Eme,gency Department at St Vincent's Hospital. 

(d) In particular, to study the health needs of the. elde,ly 

population 

(e) To study perceivad health needs of patients in their home. 

10.12 The objectives in the proposal reflects the n~ed to develop 

initially a practical information system which is capable of 

providing an on-going data base once prope,ly established. From 

this can grow general practitioner records, outpatient information 

and community care, records which can be linked. The purpose ·of 

the proposal is to determine the size of the problem of servioes 

and chronic disease in the community, so that appropriate services 

can be considered and justified. 
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plan of action 

10.13 (a) Based upon a modification of HIPE data at St Virlcent"'s, 

patients residing in the catchment populati~n will he 

identified and will have b3Sic admission and di'schacge 

information recorded on computer. 

!( b ) A follow-up study of patients aEter discharge will ascertain 

thei!:" health needs: as perceived by p.;1,tienr·r genAr.o11 

practitioner 3'nd hos9it~1 consultant. . .. 

( c ) From a sample of general practitioners in the catchment area 

the consultation rate for pre-defined services and chronic 

disorders will be ascertained and the waiting-time for 

institutional care. 

(d) A study of consultations in the Accident and Emergency 

Departm~nt of St Vincent's Hospital will be undertaken to 

ascertain the appropriateness of cons~ltation. the source of 

referral. the category of pre~entation and the outcome. 

10.14 The catchment area· for St Vi.ncent's is in SE Dublin/E Wicklow. 

with a population of approximately 330.000. Two other hospitals. 

St ~ichael's and St Columcille's. also serve this area and 

population. 

For the purposes of the study. Area 2 of the Eastern Health Board 

is selecte.d as having a population which generally reflects that 

of Sout~ E Dublin. This area has an estimated population of over 

124.000 (1981 census). and ~ith over 12% aged sixty-five years and 

over. There are ninty-four general practitioners in the area. all 
, 

but twenty being in the GMS. There is an active communi.ty service 

which has provided small area statistics in relation to age. sex. 

social class and employment. 
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Patients res~diny 111 Acea 2 will be ide~ti£ie,j p~i0~ to disctlarge 

E~om St vinc~nt's Hospital. Data which needs to be recoeded 

include name anu address, aye, S'=::~, cJccupa.tion, dischanJe 

d~agnosisr du~ation of stay in !\OSpital, operative p~ocedu~~51 

discharge to where? (home, hospital lotilsr) conv~lescence, 

other?). Treatment (rLledic.?tiO:1, api/liance, r-etuL":! tu 

Out-patients' d'3pClctment, need foe ceadmisslon, community 

serv'ice) .. The Hospital Inp.::.tient Enquir-y System ~vill be utilised' .'. 

to identify admissions and discharges. A special data eeeoed will 

be provided foc completion by Consultant 0, Registcac prior to 

dischacge. Liaison between admission depaetment, eecocds 

department and hospital wards, to ensuce that all patients a ee 

included in the stucy. 

10.15 Within the ficst week of discharge, patients will be visited by a 

cesearcher to administe, a beief question~aice. The questionnaire 

concerns recent history of health problems, self-rated health and 

degcee of life satisfaction. (This aspect has to be fi~med up 

gceatly and a majoc piece of infoemation needed is the extent to 

which the patient can cepe with illness/disability in the home and 

which services are needed). In addition, records of ceturn to 

work will be sought. Special attention, will be given to the 

elderly. Here it is not proposed to study needs but to evaluate 

the outcome of care which will be the responsibility of a 

coordinating team, including: pubUc health nurse, social worker, 

community care physician, geciatrician, GP and hospital nursing 

representative. Based on report from the public health nurse, 

social woeker, GP and geriateician, the co":,,u:dinating group will 

be as~ed to decide what critical action is most desirable and how 
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this C2lfl be iJest achieved (e.g. mai;1tain pati"nt in the home with 

home help, day-c2r-e in i.r.st.itut.ion ~t<.:.). Tite ()utcu~e will be 

recorded after a peciod of fou~' weeks, (ollo\>lil1g discharge. 

10.16 Of the ninty-[ouc GPs in the areA, ten will be selected 6n a 

voluntary basis to provide ~ minimum of infnemation concecrli.ng the 

f!t2valence of seLiou5 chrcnic disp.ase. For each patient the G,? 

will eecord: (1) ability to satisfactorily p~ovide,care for the 

pa tie n t. (2) need for institutional or other additional care 

(acute hospital admission - medical; acute hO!3pital 

admission-surgical; special hospital admission; out-patient clinic 

consul tation; rehabil itation). 

10.17 Patients attending the Accidint and Emergency Departlnent of St 

vincent's Hospital will have the following data recocdedi ~ge;' 

sex, address (street only) presenting compla'int, time of 

presentation and outc,ome (discharge; referred to G?;, further 

appo'intment arranged in A & E; referred Ear specialist 

consultation; admission to hospital). 

Time Scale 

10.18 The follow-up study of patients discharged from St Vincent's 

Hospital will be cpnducted over a six to twelve month period and 

will take sixteert months for completion including e~aluation of 

the elderly programme. 

.10.19 The GP study will take up to three months to establish and three 
1 

to six months to record information. 



10.20 The A & E study \,'ill be undertar:en for one we,ef: p'2r:iocls at 

<', 

:-, 

d.ifEecent seasons of the year for a total of four weeks. 

:. 10.21 All tIle studies can cun cOllcuc~ently oc ill sGqu~~nc0 depending on 

available manpowe!:. It would be preferal)le to condu=t t'he 
,. 

~I 
? 

following study of patients inc.luding the elderly and the G? study 

concurrently, as to ,a large extent they can be interdigitaled by 

;;1 
~esearcll personnel. 

~, 

Personnel 

10.22 (a) A full-time physician is required jn the Hospital to develop 

the HIPE system, to monitor its progress and to ensure that a 

permanent computerised system be maintained. This task could 

be performed by a trainee in the Community Medicine,. under 

the guidance of the steering group. 

(b) A full-time speciali~t in Co~munity MediciQe is re~uired' to 

supervise and co-ordinate the follow-up study of patients 

discharged from the Hospital and the evaluation of care for 

the geriatric patients, 

(c) Two nurses are tequired to visit discharged patients in the 

home and to record details of n~eds. 

(d) One researcher is required to assum~ re~ponsibility for the 

study of GP needs. 
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ttl 
(e) One docto~ is ~equi~ed to study the A & 2 consultations fot" 

four weeks arld this is vecy suita!)le foe a tcain~e in 

Community io1edicine ,-, .. ho can US8 this st.udy [r)( Par-t II of the 

H F' C i·n: . 

(f) One full-time sec::-etacy is ~equ·i~ed. 
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Conclusion 

11.1 I feel lh~t I have now b~ouQht the work on tile p~ojecl as fa~ as I 

~hould at this stage prior to having discu~sions with the MAC. 

11.2 I would, however, propos~ for ca:,side~ation that it might be an 

appropriate tinle for the Minister to launch a package of measures 

\·,'hich would 

(a) confirm his commitment to community care and 

(b) might help to counter the tirade of criticism currently being 

levelled at the hospitals services in particular. 

11.3 It is suggested that the pac~age might include -

(a) A commitment to devote a fixed % of the overall health budget 

to community care; 

(b) A commitment to inc~eas(! the % over th", next three years; 

(c) The re-structuring of the community nursing service along the 

lines suggested earlier in the report. 

(d) The appointment of Care Assistant/patient Aides. 

(e) The appointment cf additional practice/community nurses out 

of the £3m GelS fund. 

(f) A programme of" health centres over the next three yeaes to be 

finance~ from the Lottery (?) - particularly smaller centres 

which would not be too expensive. 

(g) An outline of the developments already in progress e.g. 

psychiatric community services and child care services 

(h) A statement on the va~ious research projects which are 

already underway as a prelude to a re~Q~ganisation of the 

manner in which services will be delivered. 
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'11.4 I am conscious that t.he timi:"lg of any such announC8ment ~'loL!ld be 

determllied in pflcticula.r hy-

( a ) the manner in which it i~ ~rUi)osed to. handle tile alloc3t,ian 

pr-ocess and 

(b) in the light of any projected Dail motions, Questions oc 

Debates 

( c ) the availability of the hoped foc ~IOrn fr-om ~he Lottery. 
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APPENDIX A 

DISTRICT HeALT!! SYSTEMS BASED ON PRIMARY HEIILTH CARE 

GENERAL DESCRIPTION 

A.l The concept .of district hea~th systems based on prifuary' health 

care is a logical part of the organisation of natienal health 

systems based on primary h~alth care, carried .out in geDgraphical 

districts ~hat are small enDugh fDr their health and related 

sDcial eCDnD~Jc problems tD be prDperly understDDd and apprepriate 

action tD be taken in respDnse, and large enDugh tD permit 

the deplDyment .of essential technical and managerial skills 

for planning and management of programmes while aVDiding· 

Dverdispersal .of skills. 

~. 

A.2. The fDIlDwing is a general descriptiDn .of the district health 

system: 

"a district health system based .on primary health care 

is a mDre Dr less self-cDntained segment .of the natiDnal 

health system. It cDmprises first and fDremDst a well-

defined pDpulatiDn,··.·liv1rlg within a clearly delineated . "', 

administrative and ge.ographical area, whether urban 
. . 

Dr rural. It includes all institutiDns and individuals 

prDviding health care in the district, whether gDvernmental, 

sDcial, security, non-gDvernmental, private, and traditiDnal. , 

A district health system therefDre cDnsists .of a large 

variety .of interrelated elemenis that cDntribute tD 

health in hDmes, SChDDls, wDrk places, and cDmmunities, 

I.L ____ ... _ ,._. _____ . __ . _"' .. _ .... 
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thr'ough the health and other related sectors. It includes 

self-care a~d all health care worker~ and facilities, up to 

and including the hospital at the first referral level and 

th~ appropriate laboratory, other diagnostic, and logistic 

support services. Its component elements need to be well 
, 

coordinated by an officer assigned to this function in 

order to draw together all these el,ements and institutions 

into a fully comprehensive range of promotive, preventive, 

,curative, and rehabilitative health activities." 

A.3. The organization of district health systems will obviously depend 

on the specific situation in each country and each district, 

including the structure and personalities involved. ~e~ertheless, 

the essential characteristics of such systems and general 

principles for developi~g them. have been formulated in the 

Declaration of Alma-Ata and the Global Strategy for Health 

for All by the Year 2000. These are summarized below. 

ESSENTIAL CHARACTERISTICS 

~I A.L!. The essentia,l characteristics of a District Health Systems 

based on PHC are: ... ,' 

equity, accessibility, emphasis on pr~motion and prevention, 

intersectoral action, community involvement, decentralization 

and integration of health programmes. 

\ 
A .5. Equity implies a fair distribution of health 'activities for 

different population groups ~ccording to their health needs. 

Account should therefore be taken of such' g-roups as marginal 

~I 



~, and poor people, isolated villages, and women, childr~n 

-. ". and the elderly. In addition, ~oyernments may wish to 

, :. give special attention to whole distric~s whose population 

has low health status. ;. 
A .6. Ensuring the accessibility to a health facility for the 

• 

;;. district's populat.ion is a priority, fir'st. by IO,cating ." 
f 

facilities and health activities close to where people " 

~. 
:;-, 

~. A .7. 

a/nd live secondly by improving their utilization. I ,J 
, 

Emphasis on promotive and preventive programmes is n~eded, 

" : .. since these will ultimately contribute. to reducing the. 

incidence of common diseases and promote bettcr health. 

;;. 
" 

Good examples are the education of people on health matters, 

promotion of breastfeeding, immunization, safe drinking 
-tl water and adequate sanitation. Unless this preventive 

emphasis is maintained, staff and funds become diverted 

~. " into expensive curative services, particularly those lpcated 

in hospitals. 

A.B. Intersectoralaction Can contribute to improving health, 

through environmental changes such as clean water, improved 

~I ~ , sanitation and housing, through be~ter food supplies and 

';;I 

~. ~ 

through raising socioeconomic status, ~uch as income and 

educational levels. Other sectors can, therefore, contribute 

~I ~ 

if improved health is designated as one of their major 

policy objectives. 

~I A.g. Effective community involvement by families and· local communities 

~. 

~I 
~ 
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A. 10. 

is required. They can "put health on the agenda" and give 

political, financial and other support including self care. 

and ra~ily care and en~ure 90cial control of the district 

health 9yste;n. Within districts many or6an±za~ions exist 

which might be mobilized, such as village development 

council~, womens' groups, ~olitical parties and non-governmental 
i 

organizations. 
f 

, 
Besides these formal organizations, many 

inform~l one~ may be equally important. 

I 
Decentralization is essential foh the adapt~tion and 

implementation of national health policies, since it allows 

delegation of responsibilities and initiatives to the district 

and to local government. Decentralization is a major 

political issue. For health it may cover such facets as 

local planning, administration, financing and budget controls, 

and manpower development, with ministries of health retaining 

overall controll of health policies, general plans and 

resourcB allocation of central funds. 

A.11. Integration of health programmes 

A. 12. 

Integration could lead to improved and more efiicient services 

and also achieve a higher utilization of the existing services, 

through a unified district health infrastructure, rather 

than diseas,e specific services and programmes separately 

organized and managed in a vertical manner. 

Coordination of separate health activities 

The,d~strict provides an excellent organizational framework 
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A. 14. 

A. 15. 

for coordinating·all the health activities carried out 

by dlffArent agencies, both government and non-governmental. 

NATIONP.L POLICY 

The political commitment of governments is a prerequisite for 
, 

the development of district h~altll systems. If the- country's 

administrative system has been decentralized.to district 

level, this will of'course facilitate the setting up of district 

systems; if not, ,there will be a need for a special effort 

to persuade governments that their health system can pioneer 

adminis~rative innovation. To this end, a suitable presentation 

to the Cabinet by the Minister of Health might be advantageous. 

In those countries in which a country-wide policy of 

decentralization has not been adopted, progressive decentralizatipn 

can be targeted for - S0 many districts by 1988,' so many by 

1990 and so on. There is'also a need to ensure political 

commjtment inside districts to fiscally and socially responsible 

management. 

Political commitment will have to be seconded by economic support., 

so efforts will have to be',made to gain the support of 

economic plannersani~~n~titutions at both central and district 

levels. To secure such'support it will 'be necessary to present 

the c~ntral and district authorities wit~ a properly costed 

financial masterplan. This implies careful consideration of 

• 
alternative ways of financing the district he~lth systems,. 

It will be necessary to establish a managerial process in 
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'order'to'set up district health systelos. This process will 

have tb be used at both central and district levels. It 

would be useful if th~ ~inistry of Health were to produce 
i ' 

an outline plan or guidelines which each distl'ict can follow. 

Eriough to launch a national Programme of Strengthening 

District Health Systems. However, the process of implementation , , 
, 

of certaj,n components may have to be progr'essive, necessitating 

the testing of val'ious options for solving operational health 

problems (Health Systems Research). 

DISTRICT MANAGERIAL PROCESS 

A.15. At District level the managerial process should include an 

analysis of the current situation and trends, de!'ining 

'objectives and targets, reorganization of functions and 

related structures, appr~priate choice of technology, training, 

improving managerial procedures, and monitoring and evaluation. 

A. 17. Analysis of current situation 

Where this has not already been done, an ahalysis of the health 

situation and trends in the d~strict is essential. This 

includes health problems; policies and strategies; 

programmes; human, financial malerial resources; , the 

status of intersectoral action and com~unity involvement; and 

health status. For this purpose the n~tional report on 

evaluation of strategy for HFA should be used and built on. 

The health situation peculiar to each area should be 

identified and an analysis made of how well the existing 

system is working within the limits of available hu~an and 

---_."-......,--_._---
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financial rC30urce~. 

AelS. Defini.ng cbjectives and target~ 

Based upon the district situation analysis and the national 

policies for PHC, it is important to identify clearly at 

each level in the Distri~t what acticn can be taken to 

address priority problems and who, or which organization, 

will ,be responsible for each action. This will include 

action by individuals, families, communities, the heaLth 

sector and other sectors. Clear management decisions 

and measureable targets will facilitate the monitoring of 

progpess. 

A.19. Reopganization of structures and functions 

The estatiltshment of 2~'ealth management team at the district 

at the district level deserves particular attention. Such 

a team can be a strong stimulus for direction and coordinated 

action throughout the district. All key health discj,plines 

should be represented, including those with promotive, 

preventive, curative and rehabilitative functions as well 

as social work. Thepe needs to be similar interdisciplinary 

health teams of health centres. However, it is important 

that one peps on has overall manageriai responsibility; most 

frequently this is the district health officer. 

The distribution of existing health care facilities requires 

requires regular review and a district masterplan of additional 

requirements should be continually updited with a view to 

./ 
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ensuring accessibility to all in need. A .supportive 

referral system will have to be devised and put into 

effect. 

The district hospital has a critical role in the district 

health ~ystem going far beyond the provision of inpatient 

care .. ! Special efforts are often need to reQrient hospital 
I , 

staff for a broader role in supporting primary health 
I 

care, ,'including the guidance and education of communities 
I 

and hbalth workers in the district as w~ll as fulfilling 

their specialist ~nd referral functions. Transport, and. 

communication facilities will have to be reviewed to 

permit the referral system to functio!] efficiently. This 

applies equally to the logistic system in general to ensure 

.' 

the regular and timely distribution of supplies and equipment. 

A.20. Appropriate health technology 

A.21. 

Approp~iat~ health technology will have to be selected, 

n~mely technology that is scientifically sound, adaptable 

to various local circumstances, acceptable to those for whom 

it is used and to those who use it, and maintainable 

with resources the district can afford. To this .end, a 

systematic assessment will have to be'made of the health 

technology being considered for use in each priority programme. 

Training to strengthen action 

The role and type of training activies.require careful 

consideration. Experience has shown thi?-_~ training aimed 

at increasing the effectiveness of the district health 
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system m~st be' closely linked to efforts to improve the 

district health organization. Furthermore, training 

must be directed towards changing attitudes as well as 

developing ,skills and knowledge. This is particula~ly 

important in areas that are HeIdorn includcd in formal 

service training programmes, s~ch as communication skills, 
< 

community development, and health planning and management. 

Training orgailized by specific health programmes such as 

immunization or tuberculosis control should integrated 

with the general scheme of training of health workers 

in the district. 

Finally, regular in-service training courses or activities 

within the district have much to offer jn terms of upgrading 

skills, reinforcing atii~udes, introducing new activities 

~ and motivating personnel .. 

A.22. Improving managerial procedures 

Management skills are ,nced by h~alth personnel at district 

level so that they can use limited resources to best effect. 

This will include the development of planning skills to 

be applied in the preparation of annual programmes of 

work, financial management, management of manpower, integratio~ 

of services often previously organized in a vertical manner, 

and the revision of work procedures and priorities. Careful 

attention has to be given to the management of health 

facilities. They have to be recognized as being technically 

competent, and have to be well managed, clean and tidy and 

considerate of people in order to command respect and 

become so~ially acceptable. 
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A.23. MonitorinE and evaul~tion 

District PHC can only be improved b~ good planning and 

by learning .from thc results of implementation. Thus 

it is crucial tllat regular monitoring and evaluation should 

be carried out from the owtset.. Evaluation will attempt 

.,. to assess not only the organization and ma~agement of the 

system, but also its effectiveness in improving the health 

of the people. It also includes the efficiency with which 

the av~ilable money and personnel are used, and most importantly 

what improvements in the provision ot"services and of the 

level of health have been acllieved. 

ROLE OF WHO AND EXTERNAL A6ENCIES 

A.24. The improvement of districit health· systems is essentially ,-
a local and. national responsibility. The Thirty-ninth 

World Health Assembly in May 1~86, urged countries to place 

particular emphasis on strengthening district health systems 

based on primary health case,and called on WHO to intensify 

support for countries in this regard . 
• 

A.25. HHO's role is main"I.y to promote the establishment and 

proper management of district health ,ystems as well as 

bilateral and multilateral support in .this field to developing 

countries. The Organization will provide information and 

techni~al guidance on district health systems and will 

support Member States on request in applying that information 

in practice. HHO will document and publish th~ experience 

gained so tllaC all Member Sta~cs m~~ be~efit from it. 

.. / 



~: -I 
,-.~' 

? 
~jl 

--, 

:'~I 
.:' ;}I .-
,-, 

~-I 
,-

':1 
, ,.,. 
3. ii', 

~:l 

;: ". ~::.:~ 

i7:: 

~il ,,' ',. ,., 

~I 
~I ;,;,l 

~ 

,1 ~I ;;; 

~I .~'l 

" '-' 

~ fJl 
~I ~i 
f' 
~ 

;;1 :f~ 

~ 

f61 ~ 

~I " " 

~I 

~I 

~ .. 

A.26. Many other agencies - mYl~ilateral, bilateral, NGO'sj' academic' 

institutions and other voluntary grnups - have extensive 

activities in many countries at the district level. Close 

coordination among these groups is essential for proper 

organization Bnd management of district health systems. 

Such coordination is the r~sponsibility of government~ 
I 

and ~HO stands ready to support them in this. 

I , 
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HEALTIl CEI·lTRE PROPOSALS 

PSYCHIATRIC CENTRES 

TOTAL 

COST 

£5,910,000 

£837,000 

£5,055,000 

£380,000 

£2,660,000 

£8,609,000 

£1,630,000 

£2,377,000 

£27,458,000 

COST 

£900,000 

£800,000 

£7BO,000 

£850,000 

£320,000 

£1,OBO,000 

£1,420,000 

£BOO,OOO 

" TOTAL"" £6,95b,000 
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I EASTERN HEALTH BOARD 

I. . 
HEALTH CENTRE DEVELOPMENT PROGRAMME 

PRIORITY LIST AS AT 1ST OCTOBER, 1988 

II 
gr1ority.Location 
1-•. 

~I No. 

Project Estimated' 
Cost 

~' 1. ., 

". ","'.'. 

2. 
~: 

w ~:'I 3. 

~I 
4 • 

5. -

~;I 6. 
L!..' 

B:~ 7 ; 

~il 8. 

~I 9. 

10. 
~ 
~I 11. 

~I 
12. 

13. 

f.9 
~I 14. 

15. 

'~il ~ . 16. 

~. 
17. 

18. 

lEI ~ 

K~ ~I 
<il 

I 
~1 a; 

~I 

~, 

Deansrath 
J 

i 
Fortunestown 

Swords I 
Athy I 

I 

Bray 

C.C.H.Q.', 
Dun :Laoire 

Castledermot 

Howth 

Blanchardstown 

Celbridge 

Newbridge 

Dalkey 

Stil10rgan 

Rathfarnham 

Terenure 

Limekiln Home 

Ballyfermot' 

Griffith Ave 

Health Centr<r 

liealth Centre 

Health Centre 

Health Centre 

Health Centre 

Renovation 

Heal th Centre 

Health Centre 

Health Centre 

Health Centre 

Health Centre 

Health Centre 

Health Centre 

Extension 

Health Centre 

Phase II 

Extension 

Extension 
TOTAL 

£1,000,000 

£1 ,000,000 

£500,000 

£200,000 

£500,000 

£50,000 

£100,000 

EI00,000 

£1,000,000 

£200,000 

£200,000 

£200,000 

£200,000 

£60,000 

£200,000 

£10,0,000 

, £100,000 

'£200,000 
£5,910,000 

Site 
Acquired 

Yes 

Yes 

'yes 

Yes 

Yes 

Yes 

No 

No 

Yes 

No 

Yes 

No 

Yes 

Yes 

Yes 

Yes 

Yes 



""I ~~'iI 
~ rUOLAND IIEALTH BOARD 
[,i
l HEALTH CENTRE DEVCLOP~!ENT PROGRAM~lE 

r,:.-

l~1 
PRIORITY LIST AS AT 1ST OCTOBER, 1988 

f 
~. friority 
<4.,.. No. 

.J:.ocation Project Estimated Site 
Cost Acqllired 

~.- ------------------------------------------------------,-----------------------------------l:1 1. 

f:' 

!:::I 
2. 

~'I 
3. 

4. 
fI"'-. 

BI 5. 

6 •. 

7. 

~I 

Kilbeggan 

Co. Clinic 
Mul1ingar 

Portlaoise 

Luggacurran 

POl' tar 1 i ng ton 

Timahoe 

The Seven 

\ 
\ 

~L _______________ _ 

Extension £15,000 Yes 
. , 

Extenslon £25,000 Yes 

Heal th Cen tre £750,000 Yes 

Renovation £ 8,000 Yes 

Extension £30,000 Yes 

Extension £2,000 Yes 

Renovation £7,000 Yes 

TOTAL £837,000 

• 



~I 
• 

MID-vlcS'mRN 11EALTH BOARD 

HEALTH CENTRE DEVELOPt1ENT I'ROGRAMNE 

r:= 

[~! PRIORITY LIST AS AT 1ST OCTOBER, 1988 

v, __ ---------------------------------------
~Iority 
f.: No. 
: ... 
[I I. 
t,' 2. 

[:1 3. 

4. 

t'(. I.;.; 5. 

[I 
6. 

7. '-0' 

r'l B. 
'i;: 
~~ .. ' 

9. 

'~'Il o. j. 

, II. 

'-':112. 

!1 13
· 

14. 

:} 15. "I 
"',I ~ 
~-: 

" 

l{1 
2 

~. 
~ 

I 

16. 

Location Project 

Roscrea Health Centre 

Nenagh Health Centre 

Thurles Renovation 

Borrisokane Health Centre 

Cappamore Extension 

Annacotty Extension 

Roxtown Renoyation 

Ballina/Killaloe Health Centre 

Castleconnel Extension 

Bishop Stree't 

Rearcross 

Newport 

Borrisokane 

St John's Parish 

St Patrick's 
Parish 

.Thurles 

Health Centre 

Extension 

Elderly Day Centre 

Elderly Day Centre 

Elderly Day Centre 

Elderly Day Centre 

Elderly Day Centre 

Estimated Site 
Cost l\cquired 

£500,000 Yes 

£700,000 Yes 

£60,000 Yes 

£60,000 Yes 

£30,000 Yes 

£60,OGO No 

£60,000 Yes 

£60,000 No 

E60,000 No 

£60,000 No 

£30,000 Yes 

EBO,OOO Yes 

£BO,OOO Yes 

£140,000 No 

E140,000 No 

£140,000 Yes 

• 



• 

LINERICK 

?' -------------------------------------------------
~Iority Location 
"No. 

~~. 
l. Moyross 

" 
~., . 

,: .• 2. St. Camillus 

:";' 3. O'Malley Park 
~..: '. 4 . Dooradoyle 
r; 

S. 5. Kilmallock 

6. Patrickswell 
;':" . 
. ). 
- 7. Hospital 

;.;. 
t;":. 
:.~. 

~I 
Prlority Location :-.. ~!. No. 
~6 
.~ 

;:""; l. 

U'. ' ~ ~ 

~ 
2. 

Kilrush 

Ennis 
~ 

. '. 3 • '.:,\ 
2;. 

Miltown r'lalbay 

4 . Clonlara 
;. .. ~ ~'I :d 5. Killaloe 

NI 6. 
,'," 
iO 

7. 

Ballyvaughan 

Mullagh 

~ • . , 
8. ~ ;;, 

Broadford 

9. Kilkee 

Project 

Health Centre 

Health Centre 

Ex tens ion ' 
'. 

Health Centre 

Extension 

Health Centre 

Heal th Centre 

CLARE 

project 

Health Centre & H.C. 

Extension to H.C. 

Health Centre 

Health Centre 

Health Centre 

Health Centre 

Renovation 

Renovation 

Extension 

~. ~ 10. Kilmaley/Killeniv Renovation 
TOTAL 

"1 ;::{ 
·tr 
:5i 

~I ii 

~I ~ 

II 

Estimated 
Cost 

£150,000 

£750,000 

£20,OOll 

£500,000 

£30,000 

£50,000 

£50,000 

Estimated 
Cost 

£500,000 

£400,000 

£50,000 

£50,000 

£75,000 

£50,000 

£30,000 
• 

£30,000 

£30,000 

£30,000 
£5,055,000 

Site 
Acquired 

Yes 

Yes 

No 

Yes· 

Yes 

Site 
Acquired 

Yes 

Yes 

Yes 

No 

No 

Yes 

Yes 

Yes 

Yes 

Yes 



_. , .• 
,~lrity 
!~. No. 

-·1 

;-:.-. 2. 

:01 
3. 

';1. ~j 

4 . 0. -J 5. 

~! 
6 . 

C;I w 

BI :J :,., 

~ :;1 
~j 

8

1 
:?1 
l:: 
~ 

;:)1 ..:Ii 
,;~ 
~ 

~I '" 

~I .~ 

1:"1 

~ 

~:j ~I 
~ 

~ ~'I 
:!l 

~I J 

1' • . ' 
~ 

I 

-, . 

NO!<T!l EASTP.ilN HEALTH BOARD 

HEALTH CENTRE DP.VELOpt,lr.NT PIWGRI\MME 

PRIORITY LIST AS AT 1ST OCTOBER, 1988 

Location 

C~stlebel1ingham 

Co Louth 

Inniskeen, 
Co Nonaghan 

Dunshaughlin, 
Co Meath 

Kentstown 

Old castle 

Athboy 

Project 

Health Centre 

Health Centre 

Health Centre 

Health Centre 

Health Centr3 

Health Centre 

" " 

Estimated 
Cost 

£65.000 

£75,000 

£15,000 

£75,000 

£75,000 

£75.,000 
TOTAL £380,000 

Sit.e 
Acquired 

Yes 

No 

No 

No 

No 

No 



:,.1-
~,~ Pr ior i ty 

"'1 No , ..... .': . 
r':-):1 
'-'-'.' 

:~::: 

';,1 -
~~;,I 
~, 

(,1 ," 
.~' 

~I 

1. 

2; 

3. 

4 •. 

5. 

6. 

7. 

B. 

9. 
1-
10. 

11. 

12. 

13. 

14. 

I 
! 
I 

NORTH \~ESTt:RN, HEI,LTJI BOARD 

HEM,TII CEi,rmE, Df':VELOr~1J::NT PROGRMn1E 

PRIORITY LIST 1\S 1\T 1ST OCTOI1ER, 1988 

Location 

i 
Killygordon 

! 
St John~ton/ 
Ca!:riga,s 

I 
Bundoran 

Convoy. 

B!:inaleck 

Arda!:a 

Rathmullen 

Falcarragh 

Clonmany 

Carndonagh 

Moville 

Carrigans 

Glencolmcille 

Bunbeg 

DOnegal Community Care Arc a 

Project 

P.eal th Cen ere 

Health Centre 

Hea} th Cen tre 

Health Cent!:e 

Health Centre 

Heal th Centre 

Heal th Centre 

Health Cer.tre 

Heal th Cen tre 

Ex tens ion 

Extension 
Day Centre for 
Psychiatric Service 

Ex tens ion 

Health Centre 

Day Cen.tre Elderly 
Day Centre Psychiatric 
Services 

Extension Day Centre 
Se!:vices for Elderly 

Es t imated 
Cost 

£80,000 

£ 8 0,00,0 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

£80,000 

Site 
Acquired 

No 

Yes 

No 

Yes 

No 

'No 

No 

No 

No 

Yes 

", ·Yes 

Yes 



Leitrim Commuility Care Area 

/~------------------"~----------------------------------------------
t~·'· 

'''Iriority Location 
No. 

V" 
I",' 
"'-~ 

[. 

[I 

9 

I 
I 

1. Glenfarne 

Ballinaglera 

Col looney 

Curry 

Aclare 

Manorhamilton 

Tubbercurry 

Project 

Health Centre 

Heal th Cen tre 

Health Centre 

Health Centre 

Health Centre 

Health Centre 

Day Care and 
Psychiatric Services 

TOTAL 

: ....... 

" 

Estimated 
Cest 

£50,000 

£50,000 

£80,000 

£80,000 

£80,000 

£80,000 

£120,000 

£2,660,000 

Si te 
Acquired 

No 

." No 

No 

No 

No 

Yes 

Yes 



:lpJ: ior i ty 
I' No. 

'I 
1. 

2. 

3. 

4 • 

5. 

6. 

7. 

f:i;': Pr ior i ty 
, No. 

~ JI 1. 

2. , . 
3. 

• 4 . 
. 

5. 

fiI 6. , 
" 7. 

Wi 
8. 

iI 
~ 

SOUTfI I:;ASTlmN IIEALTH BOARD 

HEALTIl CF.:NTHE DEVr::LOPMENT PROGRAM/·1E 

PRIORTTY LIST AS AT 1ST OCTOBER, 1988 

Carlow Kilkenny Community Care Area 

Location 

Carlow 

Kilkenny 

Ballyhale 

St Lukes 

Kilkenny 

Gorvan 

Kilkenny City 
Loughboy 

Location 

Tipperary Town 

" " 

Golden 

Killehan 

Clonmel 
(Carrigeen) 

New Inn/ 
Rosegreen 

Cashel 

Clonmel 

Project 

Phase II 
Health Centre 

Ext, Health Centre 

Health Centre 

Dental Surgery 

Re-Equipment of 
Dental Surgeries 

Health Centre 

Health Centre 

, 

Es t ima t;,ed 
Cost 

£400,000 

£850.000 

£40,000 

£70,000 

£26,000 

£40,000 

£40,000 

Tipperary Community Care Area 

Project 

Health Centre 

Psychiatric Centre 

Health Centre 

Health Centre 

Health Centre 

Heal th Centre 

Health Centre (Ext) 

Elderly/psychiatric 
Day Centres 

Estimated 
Cost 

£40,000 

£300,000 

£40,000 

£400,000 

£40,000 

£40,000 

£40.000 

£200,000 

Sit .. 
Acquired 

Yes 

Yes 

No 

Yes 

No 

Site 
Acquired 

.Yes 

Yes 

Yes 

Yes 

Yes 

No 

Yes 



Wex[o~d Community Care Area 

(" 
···lLr'-~-i-a-r--i-t-Y---L-O-c--a-t-i-o-n-------------P-~-O-J-·~-~-~-t------------------E-s-t--im--a-t-e-d-----------S-i-t-e--------

[~' No. Cost Acquired 

tl 
r. 1. Wexford 

!~I 
2. Taghman 

. 3. Bunclody 

4. Camolin 

5. Black~la ter 

6. I"ethard-On-Sea 

7. New Ross 
(on same site) 

Gorey 

fIrr ior i ty Loca t"ion 
. No. 

1. I'a terford 

2. Tramore 

3. I"errybank 

4. Dunga~van 

5. Lismore 

Head Quarters and £1.75m 
Heal th Cen tre 

Health Centrel £80,oon 
Elderly DaV Centre 
Psychiatric Da~ Centre 

Health Centrel £100,000 
Elderly Day Cent~e 
Psy~hiatric Day Centre 

Health Centre £60,000 

Health Centre £60,000 

Health Centre £80,000 
Elderly Day Centre 
Psychiatric Day Centre 

Elderly Day Cell tre £ 12 5,000 
psychiat~ic Day Centre 

Elderly Day Centre £125,000 
Psychiatric Day Centre 

Waterford Community Care Area 

Project 

Day Care for Eldetly 
and Headquarters 

Health Centre 

Health Centre 

Headquarters and 
Heal th Cen tre 
Day Centres for 
Elderly & Pre-School 
Mentally Handicapped 

Health Centre 

Estimated 
• Cost 

£2.6m 

£150,000 

£100,000 

£500,000 

£70,000 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Site 
Acquired 

Yes 

Yes 

Yes 

Yes 

Yes 



~'riOr.itY 
. No .• '.,. 
-. 
.". 

: .• 
.. 

:"1 
.. 
~'I 

~:I 

~I 
GI 
IDI 

~I ~\ 

'" ~J • .. 

6. 

7. 

8. 

9. 

10. 

ll. 

12. 

13. 

14. 

i-

Location 

C1ashmore 

Kereen 
(I'lhitechurch) 

Cappoqui~ 
I 
I 
i 
I 
I 

Ring i 

I 
Passage, East 

( 

Checkpoint 

Pill town 

Wat~rford 

(Lisduggan) 

Waterford 
(Ballybeg) 

Project 

Renovation 

Renovation 

Extension t'O Heal th 
.Centre 

Haalth Cantre 

Health Centre 

Health Centre 

Heal th Cen tre 

Renovation 

Health Centr~ 

TOTAL 

Estimated 
Cost 

£10,000 

£8,000 

£35,000 

£40,000 

£ 40 ,.000 

£40,000 

£40,000 

£10,000 

£20,000 

£8,609,000 

Site 
Acquired 

Yes 

Yes 

No 

Yes 

Yes 

Yes 

No 



~'I 
',', SOUTllEIHl HEALTH BOARD 

"1 HI''''LTH CENTRf. DF.:VE LOPflr::NT PROGRAMt·!E 
.. 

PR IORITY LIST ,\S lIT 1ST OCTOBf.R, 19BO 

~'I 
~, Priority Location project Estimated Site 

"1-:0
• 

Cost Acquired 

C.;trr·igal ine Heal th Centre 000, 000 Yes .', 1. 

:1 2. Mac:-oom Health Centre £100,.000 Yes 
, 

3. Tralee Health Cenbre £100,000 Yes 

"1 Shanakill/Monavalley 

4 . Mallow Health Centre £100,000 No 

~I 5. Clonakilty Health Centre £100,000 Yes 
'. 
:~I 6. Bantry Heal th Centre £100,000 Ye,s ., 

7 • Bishopstown Health Centre £100,000 Yes .-

. , "I Il . Skibbereen Extension to H. Q. £100,.000 Yes. 

~I 
9. Tralee C.C. Headquarters £100,000 No 

~'f. 
10. Cork C.C. Headquarters £100,000 No 

" 
, 

:'"1 II. Eyeries. Health Centre £50,000 Yes 
Jj 

I'< 

12. Ballybunior. Health Centre £50,000 Yes 
;! 

~I .. 13. Drinagh Health Centre £50,000 Yes 

~I 
14. Gneeveguilla Health Centre £50,000 yes 

~ 
£50,000 15. Farranfore Health Centre Yes 

~. ,II 16. Kilcrohane Health Centre £50,000 Yes 
" '" 

17. Balliheen Health Centre £50,000 Yes 

~I lB. Ballydesmond Heal th £50,000 e Centre Yes 

\) 19. Timoleague Health Centre £50,000 Yes 
~I !:i 

£30,000 20~ Mitchelstown Extension 
" ;;1 " 2l. Ardfert Improvements to H.C. £30,000 r. 

~ 

22. Fermoy Improvements to H.C. £30,000 

~I ,. 
~ 23. Blarney Extension £30,000 

'~I 
24. Ballintemple Improvements to H.C. £30,000 , ,. 
25. Bandon £30,000 Improvements to H. C·. 

~I 
TOTAL £1,630,000 

tL,_.~ __ ... __ '_' __ . __ ._ ....... " .. _._. __ ,_ ...... _ ... _ ........... ___ .... _,_ 



I 
I 
I 

. . . . I - ... 

- I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



hi 
-. ':1 
~I 

'~I!."ioritY 
No. 

.Location 

I NESTERN HE/\LTIl BOARD 

I 
HEALTH CENTRE DEVELOPMENT PROGRAMME, 

PRIORITY LIST AS AT 1ST oc'rODER, 1988 

project Estimated Site 
Cost Acquired 

'C' _____ '--__________________________ _ 

:,1 
:·;1 
,::.--:' 
.,0. 
~; 

t~ "I 
PI 
~I 
'~I .. ~ 

"I ., 
>:'. 

" 

1. 

2. 

3. 

4 . 

5. 

6. 

7. 

a·, 

9. 

10. 

11. 

~I' 12. 

13. 

14. 

15. 

?I z 

Inishere Island 

Leenanc , 
f 

Roundstone 
i 

Kiltimagh 
Co. r'layo 

I 
I 

Kilmoni/Aughrim 
Co. Roscommon 

Turloughmo!."e 

Ballygar 

Swinford 
Co. Mayo 

Ballyleague 
Co. Roscommon 

Aughleam 
Co. Mayo 

Achill Sound 

Ballinakill/ 
Lettermullen 

Strokes town 
Co. Roscommon 

Spiddal 

Ballindine 
Co Mayo 

Heal th Centre 
, 

Health Cenl:l!."e 

Health Centre 

Health Centre 

Heal th Centre 

Ex tens ion and 
re-development of 
Health Centre 

Extension and 
re-development of 
Health Centre 

Heal th Centre 

Health Centre 

Purchase of old' 
school 

Extension and 
re-development of 
Health Centre 

Health Centre 

Extension 

Extenstion and 
re-development of 
Health Cehtre 

Extension and 
re-development of 
Health Centre 

£50,000 No 

£50,000 No 

£110,000 Yes 

£100,000 No 

£50,000 No 

£35,000 

£30,000 

£100,000 Yes 

£50,000 No 

£8,000 

£15,,000 

£50,000 No 

£6,000 

£50,000 Yes 

£10,000 



E~I 
~;\ : ... 

CI 
r- Priority Location project Es t irna ted· Site 

L. No. Cost J\cquired 

r: 16. Glenamoy Cxt€nsion and £15,000 (.,. Co Mayo re-development of 
~ealth Centre 

1-"':~ 

.;,; V .• 17. Portumna Health Centre £120,000 

r- 18. Glenamaddy Heal th Celn t.re £100, 000 l·. , 

19. Oranmore Health Centre £100,000 

V': ! 
20. County Clinic Ex tens ion and £38,000 t,;1 Co. Roscommon Development of 

/. existing Co. Clinic 

~I 2l. Kilkeliy Extension and £10,000 
Co. Mayo re-development of 

m'l 
Health Centre 

~ 
22. Athenry Extension and £50,000 

~I 
re-development of 
Health Centre 

23. Letterfrack Health Centre £50,000 
m 

~I 24. Finney Purchase of old £10,000 
1- Co Mayo school 

~ "'I 25 • Williamstown Extension and £30,000 .;~ 
re-development of 

P.. Health Centre 

~I 26. Kilmovee Health Centre £60,000· No 
Co Mayo 

~ 

lliI I,! 27. Dunmor.e Ex tens ion and £30,000 
re-development of 

~I 
Health Centre 

~ 
28. Louisbourg Extension and re- £10,000 

Co Mayo development of • 

I Health Centre ·r 

29. Monksland Heal th Centre £50,000 No 

I Co Roscommon 
" ',r~ 

30. Carraroe Extension and re- £20,000 

I 
development of 
Health Centre 

I 
3l. Moycul'.en Health Centre £100,000 No 

. 
32. Tourmakeady Health Centre £100,000 No 

Co Mayo 

II 
I 



-' '~!I' 
s-
" 
'-lriOd ty Locat ion Project Estimated Site 
.. No • Cost Acquired :. 

33. Tuny/ Health Centre . 
£60,000 No 

". Ballinahown -. 
34. Camus, Connem'ara Heal th Centre [60,000 No 

-'I .:. 35. Newport Extension and re- £10,000 
Co ~layo development of 

... -:,; I Health Ce'ntre 

~'. ! 
, 

36. At tymon" 
, 
Athenry Ilealth Centre £60,000 No , , 

~?-

"~I 37. Cl areg a]\;ay Health Centre £1 00,000 No ,-; 
:;.:, I 

38. loJestpor,t Ex tension and re- £10,000 

~~I CO 11aycl development of 
t:~ Health Centre !.;.~ 

;:J 39. Gort Health Centre £1:?0,000 No 

'I : .. 
~ 

40. Ballinrobe Ex tension and re- £5,000 

11:. 
Co Mayo development of 

Health 'Centre 
:f: 

41. Ardrahan Extension and ~e- £4'0,000 8. development of 
~1 
~,) 

j., 
Health Centre 

~. 
42. Cong EX.tens ion and re- ~5,000 

& Co l1ayo development of 
Ilealth Centre 

""I '):'1 43. Galway City Health Centres x 3 £300,000 No c •• ..,.. 

TOTAL £2,377,000 

• 

!I 
il ___ _ 

...... ---~~--.~.-.-- ... _-----'--._---.... , ~ -- --_ .• ,. '''.-'--'-~--'''---''--'''-' . - -- -----._----- ----------.-



:1 PSYCHIATRIC CENTRES 

. ASTeRN IIr.ALTH BOARD 

lenta I Heal th Centro, Sword s 

"tange' of 'supported hostels in . 
JRrioU5 locations in ErH.B. area 

~ i 

~:I 
MIDLAND HEALTH BOARD 

:' .Iental Heal th Centre, 
! 

Birr 

Health c:eT)tre, Athlone 
I 
I , 

;', MID-\vESTERN HEALTH BOl\RD 

~lector H.O. and Day Facility 
7, Shannon Tmm (Part of proposed 
~realth Centre) , 

Day Cehtr~, Lim~rick City 

~lFector H.O., Day Centre, Nenagh 

(rector H.O" Day Centre, Thurles 
lli " 

il-

" NORTH-EASTERN HEALTH BOARD 

rilcay Centre, Kells 

2,';IDay Centre, Trim 
oJ 
1J 

Range of supp6~ted hostels and 
~i community residences 

~~upported Hostels Cavan/Monaghan 

"L ~ ORTH-\'1ESTERN HEALTH BOARD 

~Isector 

Sector 

~IHostel 

'. ~' 
)} 

~,I •• • 

i. 
II 

H.Q. & Day Centre, 

H.Q. & Day Centre, 

Programme 

Donegal 

Dungloe 

Town 

COST 

£~oo,ooo 

£500,000 

£.400,000 

£.400,00.0 

£600,000 

£60,000 

£60,'000 

£60,00'0 

£75,000 

£.75,000 

£500,000 

£200,000 

£60,000 

£60,000 

£200,000 



;;1 
:_, rOUTH- EIISTCIUl II CALTH BOIIRD 

~:(ental 

,_ ental 

Health Centre, Curlow 

Health Centre, Cloomel 

c Day 

-:IDay 

Care Centre, Kilkenny 

Centre, Bagenalsto~m 

Centre, Tullow 

~;rostel p~ogramme 

'. 

". SOUTHERN HEALTH BOARD 

:o;lseetor' H .0. Day Facilities Nor·th Cork (3 required) 

;:tector R.O. Day Facilities-North Lee (3 required) 

:: Sector H.O. Day F,acilities South Lee (4 required) 

'"I " ,-, 
li> Sector H.O. Day Facilities l~f'!st Cork (2 required) 

~I j .,ESTERN HEALTH BO,n.RD 

';'IDay Hospi tal, 
,,~ 

ir:: 
10 Host,els 

Galway City 

'" Brental Health Centre, Boyle 

;'. :.~- '."" .... 
:'.' 

• 

il 
ml '" " , 

\ 

~I ~ 

~I ~ 

~I ~ 
:!l 

~I ~ "j. 

TOTAL 

COST 

£300,000 

£300,000 

£60,000 

£60,000 

£60,000, 

£300,000 

£180,000 

£180,000 

£240,000 

£700,000 

£100,000 

£500,000 

£200,000 

£6,950,000 

.. ! 


