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has been responsible for a number of studies during the year, 
including a study on the functioning of Holies Street Hospital. 

A study has been undertaken on the prevalence of coeliac 
disease in Ireland. Coeliac disease was found in this study to be 
three times more common in Ireland than in England and 
Wales. During their summer vacation 1973 three medical 
students assisted the Director of the Board with this study. 

The Director has also undertaken a study on the changing 
pattern of suicide and self-poisoning. Self-poisoning now 
accounts for more than 10% of admissions to medical wards in 
Engiand and Wales and it is becoming increasingly common in 
the Republic of Ireland. 

Professor E. F. J. Dougan, Professor of Political Science and 
Sociology at University College, Galway, and his research 
workers, Mr. Michael O'Connor, Mr. Thomas Brett and Miss 
Delma MacDevitt, have completed their study on "The Care 
of the Aged" which is being published as a report by the Board. 

The Angloflrish study comparing the cultural pattern of 
drinking of the Irish in Ireland with that of the Irish in England 
and of Irish children born in Ireland with that of Irish children 
born in England should be ready for publication by late 1974. 

A small study is also being undertaken to see if our high 
admission rate for schizophrenia in Ireland is to any degree 
related to the high prevalence of coeliac disease in Ireland ; it 
has been suggested that some schizophrenia-like illness may be 
due to coeliac disease. 

During the year the Director and senior staff attended 
numerous meetings and conferences in Ireland and abroad. For 
instance, WHO conferences on ischaemic heart disease and 
stroke registers, EEC conferences on research into the effect of 
the environment on health, social medicine meetings in Northern 
Ireland and in England, etc. While these conferences, which 
appear to be increasing in frequency, are very time-consuming 
they do enable us to keep in close touch with research that is 
taking place elsewhere and they also enable us to keep other 
countries and agencies informed about the research we are 
undertaking in Ireland. 

The Director has continued research into the prevalence of 
multiple sclerosis among immigrants to Britain both from high 
MS prevalence and low MS prevalence parts of the world. 
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Ten thousand patients' folders have now been studied by the 
MS research workers in the Greater London area and in the 
West Midlands. Tbis study should be completed in 1975. 

The studies which are being undertaken by Dr. John Cullen 
and Mr. Bernard Moran into the functioning of the services of 
the Eastern Health Board are now being supported by the 
Health Board but we include a summary of these studies in 
this report. 

Some new studies by the Board are under consideration and 
will start in 1974, including a census of mentally handicapped 
in Ireland supervised by Dr. Michael Mulcahy, and a study 
under the supervision of Dr. Tom Fahy on the efficiency of 
delivery of care in an area psychiatric service. 

The success of the Board's work depends only partly on the 
work of the project supervisors and the careful consideration 
that is given to each of our research proposals by the Director 
of the Board. It is more dependent upon and due to the 
enthusiasm and hard work of the junior members of the 
research teams, the social research workers, secretaries and 
coding officers who often work long hours when the need arises. 

It can be seen from the research projects under way that our 
work is directed in the main to the unhappy and underprivileged 
members of our society. The care of the physically and mentally 
ill, retarded children, the aged, and the poor living in a bad 
environment. In addition, of course, we are undertaking 
research into some of the major problems of our society, 
alcoholism, self-poisoning by drugs, heart attacks, strokes, 
multiple sclerosis and coeliac disease. 

It is not enough that we should undertake research into these 
problems, particularly the problem of the poor and the under
privileged. We consider it an important part of our responsibility 
to see that the results of our researches are made known so that 
appropriate action is taken. We are aware that with most of 
the problems we are studying prevention has often much more 
to offer the community than treatment. 

In our last Annual Report we welcomed as a member of the 
Board Professor Peter Beckett, Professor of Psycbiatry, Trinity 
College, Dublin. After joining our Board he made a major 
contribution both as a member of the Board and as a consultant 
on the Board's studies of mental health, in particular to the 
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research we are undertaking into the reasons for the high 
admission rate for schizophrenia in Ireland. Peter Beckett's 
sudden death on the morning of Wednesday, 13th February, 
1974 came as a particularly severe shock to all his friends 
because it was unexpected and because he was at that time 
deeply involved in his work with the Board and as Dean of the 
Faculty of Medicine at Trinity College. He was a most accom
plished man and all the members of the Board regarded him as 
a personal friend. We should like to express our sympathy to 
his wife Vicky and his son Paul in their tragic loss. He was a 
truly great physician. 
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CERTIFICATION AND REGISTRATION OF DEATHS 
AND THE NOTIFICATION OF THE STILLBORN 

The Medico-Social Research Board continued to be con
cerned that a proportion of deaths in Ireland are neither certified 
nor registered, and that those that are certified are often 
certified in an unsatisfactory manner. It is also concerned that 
our autopsy rates are still low. It has been well said that the 
standard of medicine in a country can be best judged by its 
autopsy rate. 

The Board considers that the only way to make sure that 
deaths are registered would be to make it illegal for an under
taker to bury a body, including the body of a stillborn baby, 
without first receiving a note that the death has been registered 
or, in the case of a stillborn baby, that the stillbirth has been 
notified to the County Medical Officer. The Board expressed 
its concern about this matter at a number of Board meetings 
and decided to send an official request to the Minister for 
Health on the subject. 

In a previous study it was shown that in a 10% sample of 
parishes in the West of Ireland the deaths of 7!% of those who 
died were neither certified nor registered and the deaths of 6t% 
were registered but not certified. The Director proposes under
taking a study in co-operation with the Registrar of Deaths 
and the County Medical Officers and the Central Statistics 
Office in order to find out two things : (1) What proportion of 
babies who are born alive but who die within their first week of 
life have their births registered, their deaths certified and their 
deaths registered. (2) What proportion of stillborn babies have 
their births notified. 
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THE HOSPITAL IN-PATIENT ENQUIRY SCHEME 

The coverage of the Hospital In-Patient Enquiry Scheme was 
extended during the year and at 1st January, 1974 the following 
49 hospitals were participating, a number of them on a partial 
basis only: 

Eastern Health Board: 
Adelaide 
Cherry Orchard 
City of Dublin Skin and Cancer Hospital 
James Connolly Memorial 
Jervis St. 
Mater Misericordiae 
Meath 
Mercers 
National Children's Hospital 
Our Lady's Hospital, Crumlin 
Peamount, Dublin 
Royal City of Dublin, Baggot St. 
St. Columcille's, Lougblinstown 
St. Jamcs's, Dublin 
St. Joseph's, Temple St. 
St. Laurence's 
St. Luke's, Rathgar 
St. Michael's, Dun Laoghaire 
St. Mary's, Cappagh 
St. Mary's, Phoenix Park 
Dr. Steevens', Dublin 
St. Vincent's, Elm Park 
Sir Patrick Dun's 
Vergemount, Dublin. 

Midland Health Board: 
County Hospital, Longford 
County Hospital, Mullingar 
County Hospital, Tullamore 
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Mid- Western Health Board: 
Barrington's, Limerick 
Limerick Regional 
St. John's, Limerick 
St. Nessan's, Croom 

North-Eastern Health Board: 
Our Lady of Lourdes, Droghcda 

North-Western Health Board: 
County Hospital, Letterkenny 

South-Eastern Health Board: 
Ardkeen, Waterford 
County Hospital, Cashel 
County Hospital, Wexford 
St. Luke's, Kilkenny 

Southern Health Board: 
Bon Secours, Cork 
County Hospital, Bantry 
Mercy Hospital, Cork 
St. Fiobarr's, Cork 
St. Mary's Orthopaedic, Cork 
St. Stcphen's, Cork 
South Infirmary, Cork 

Western Health Board: 
County Hospital, Castlebar 
County Hospital, Roscommon 
Galway Regional 
Merlin Park 
Portiuncula, Ballinasloe 

180,197 discharge summaries were received for processing 
during the year compared with 149,265 in 1972 and 90,639 in 
1971. Diagnostic and Surgical Indices and administrative sum
maries were issued quarterly to each participating hospital and 
17 special statistical tabulations were supplied on request to 
the following: 
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Voluntary H ospitals . . 2 
Other Hospitals 1 
Health Boards 2 
Individual Doctors 7 
Trinity College 1 
Department of Health 2 
Institute for Industrial Research and 

Standards 1 
Comhairle na nOspideal 1 

17 

Development of the Scheme was satisfactory in the first half 
of the year but in the second half a static situation developed 
while extended discussions took place between the Board, 
and the Irish Medical Association on the ethical aspects 
of the Hospital In-Patient Enquiry Scheme. The Board is 
satisfied that the existing format of the Scheme conforms with 
current ethical standards on confidentiality but it nevertheless 
welcomes these discussions because it has always recognised 
that the successful operation of the Scheme depends on the 
wholehearted co-operation of the medical profession and that 
any facet of the Scheme to which doctors feel they cannot give 
their ful l support must be discussed and, if necessary, amended. 
The discussions were still continuing at the end of the year and 
understandably quite a significant number of hospitals is 
delaying entry to the Scheme pending the outcome. It is hoped 
that this matter can be resolved shortly so that the work of 
extending the Scheme can continue. During the year the Board 
was fortunate in acquiring the services of Dr. H. Harrison, 
Department of Business Administration, UCD, as consultant 
statistician and he is now involved in the systematic analysis of 
data collected under the Hospital In-Patient Enquiry Scheme 
in 1972. An outline of the projects on which he is engaged is 
given later in this report. 

At the end of the year a major restructuring of the Hospital 
rn-Patient Enquiry Scheme was being developed and was under 
discussion with the administrators of the Health Boards, the 
Voluntary Hospitals and the Department of Health. Basically it 
is hoped to design a system which will allow the production of 
morbidity statistics and administrative and financial statistics 
from a single document. Resulting from this a wide range of 
management information for costing and planning would 

12 



become available, in addition to morbidity statistics, and clerical 
costs at hospital level would be reduced by elimination of the 
duplicated reporting systems which exist at present. All 
hospitals, excluding psychiatric hospitals, but including mater
nity and district hospitals, would be covered by the remodelled 
Hospital In-Patient Enquiry Scheme as compared with the 
existing scheme which was designed for acute general hospitals 
only, and an input of approximately 380,000 discharges per 
annum would be involved. The Board would of course retain 
overall responsibility for implementing data collection and 
control, in order to guarantee the confidentiality of sensitive 
data and also because of its acquired expertise in this field, but 
it is proposed to set up secondary computer files containing 
statistical data only, which Health Boards, hospitals, etc., would 
be encouraged to use for some of their own functional data 
processing tasks. Subject to agreement with all the parties 
concerned it is hoped to have the new system operational by the 
end of 1974 and it will incorporate the changes in format 
which were specified in last year's annual report. The multi
functional aspects of the new system should prove attractive to 
administrators and the Board hopes that this will ensure a 
greater local commitment to the Scheme than has been 
demonstrated in some areas to date. 
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THE STUDY AT CRUMLIN HOSPITAL 

This study was originally planned as a statistical survey of the 
activities of Our Lady's Hospital for Sick Children, CrumUn, 
Dublin in 1961 and 1971 with the object of identifying the 
factors that led to a reducti.on in the average duration of stay 
at the hospital during the ten-year period from 16.0 days to 
11.5 days. The basic information required for the study was 
assembled through the normal systems used for the Hospital 
In-Patient Enquiry Scheme. A total of 5,948 patients was 
discharged from Crumlin in 1961 and an initial search by the 
medical records staff recovered 5,453 patient discharge sum
maries for inclusion in the study. This was an extremely goed 
recovery rate bearing in mind that a formal system such as the 
Hospital In-Patient Enquiry Scheme was not operating in 1961. 
However, the Council of the Crumlin Research Centre who are 
sponsoring the project decided that, as the study might be 
repeated at a later date, the maximum number of patient 
discharge summaries should be recovered for the base year, 
1961. Accordingly, an exhaustive and time-consuming search 
was undertaken by the medical records staff of the hospital and 
a further 377 patient discharge summaries were recovered. 
98% of the discharges in 1961 are now available for the study 
and this in itself is a tribute to the long tradition of good 
record-keeping at the hospital. However, because of the time 
taken to recover the additional records it has been decided to 
compare the 1961 data with the 1973 data which is now available 
through the Hospital In-Patient Enquiry Scheme and the results 
will be available during 1974. 
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THE NATIONAL PSYCHIATRIC IN-PATffiNT 
REPORTING SYSTEM AND MENTAL HEALTH 

STUDIES 

Previous reports have described the reorganisation of the 
returns of admissions, discharges and deaths from psychiatric 
hospitals. From 1st April, 1971, these returns have been so 
organised as to enable record-linked data to be assembled. The 
advantages of this are that cohorts of patients can be followed 
through serial admissions and over long periods of time thus 
enabling much more useful data to be assembled and helping 
in the planning and administration of mental health services. 

Early in 1974 a report entitled "Activities of Irish Psychiatric 
Hospitals 1970" will be published. It will be made available to 
all psychiatric hospitals and Health Boards, both to the 
professional personnel and to the Jay administrators. More 
detailed information about each individual hospital than is 
contained in the booklet itself will be sent to each hospital and 
to the Health Board to which it belongs. For the general reader 
a synopsis of the "Activities of Irish Psychiatric Hospitals and 
Units 1965- 1969" will be published in the Journal of the Irish 
Medical Association. The 1970 report confirms the main features 
and trends found in 1965- 1969. The main features emerging 
are the continued increased admission rates to psychiatric units 
attached to general hospitals, particularly for non-psychotic 
illnesses such as personality disorders, neuroses and alcoholism. 
This newer pattern of hospital admission has important 
administrative implications. Whereas the earlier pattern showed 
high admission rates in the west of Ireland, the new patterns 
show clearly the large amount of untreated milder psychiatric 
illness which is now coming for treatment in hospitals and units 
that have a better public image. The immediate implication is 
that the numbers of admissions for this type of illness and to 
this type of unit will continue to grow for the foreseeable future. 
Whether these admissions can be reduced by the further develop
ment of community services remains to be seen. One of the 
features emerging from these researches is that while the length 
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of time spent by patients in Irish psychiatric hospitals before 
discharge is no greater than that of their couuterparts in England 
and Wales yet the readmission rate is much higher. During 
1965-1969, for instance, 63% of a1l Irish psychiatric hospital 
admissions were readmissions as against only 47% in England 
and Wales. Our high first admissions to psychiatric hospitals 
continues and the very much increased expectation of being 
admitted to hospital in Ireland as against England and Wales is 
seen clearly from Table l. 

This state of affairs is a reason sufficient in itself to justify 
our two major projects which have been mounted partly to 
investigate the situation, 

1. The Three County Psychiatric Case Register Study, and, 

2. The Three County Schizophrenia Study. 

The 1971 Psychiatric Hospital Census data were received, the 
analysis of this census has been completed, and the study is 
awaiting publication. This census is most valuable in that it 
enables us to make comparisons between the hospital psychiatric 
population in 1971 and that in 1963. The same publication 
procedure will be adopted as with previous reports, that is, the 
main findings will be published in the booklet itself, and details 
of the activities of each individual hospital wiU be circulated to 
it and to its area health board. For the 1971 publication, 
patients, irrespective of the hospital to which they had been 
admitted, have been located to the areas in which they ordinarily 
reside and so a comprehensive study of patients by area has 
been possible. Previously, because the place of residence of 
patients was not returned, the assumption was made that 
patients admitted to a particular hospital resided within that 
hospital's catchment area. In the case of Local Authority 
Hospitals this was an assumption that was not always valid. As 
weU as this, private hospitals had not, up to the time of the 1971 
census, returned the area of residence of their patients and so 
it is impossible to allocate private hospital patients to their 
area of residence. 

Beginning with the 1971 census, the new psychiatric hospital 
reporting system was inaugurated. The Board contracted at the 
outset that the processing and computerisation of this work 
should be carried out by the Eastern Health Board. Because the 
record linked system was a new venture and the first of its kind 
in the health area, a great deal of new expertise had to be 
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TABLE 1 
Percentage of people wbo will bave experienced a first admission to a psychiatric bospltal at various ages for certain disorders, lreland and England 

and Wales 

Age, Years -55 -65 -70 

I 
-75 -80 -85 

Male Ireland 2·71 3-74 4-16 - 4·63 -
England and Wales 1·22 1-36 - 1·44 - 1·45 

Psychoneurosis 
Female Ireland 4·11 5·24 5·64 - 6·14 -

England and Wales 2·22 2·44 - 2·57 - 2-60 

Male Ireland 4·78 5·18 5-30 - 6·28 -
Schizophrenia 

England and Wales 1-34 1·43 - 1·48 - 1 ·51 

Female Ireland 3-25 3·64 3·77 - 3-89 -
England and Wales 1-42 1-61 - 1-76 - 1-85 

Male Ireland 2·28 3-24 3-68 - 4·15 -
England and Wales 1·85 2·44 - 2·83 - 2-93 

Manic-Depressive Psychosis 
Female Ireland 3·36 4·58 5·13 - 5-69 -

England and Wales 3-45 4·38 - 5-{)7 - 5-63 

Male Ireland 4·22 H6 5-45 - 5-74 -
Personality and other disorders England and Wales H8 1·28 - 1·31 - 1·31 

including Alcoholism, Alcoholic 
Psychosis and other Addictions Female Ireland 0·91 Hl H6 - 1-23 -

England and Wales 0·55 0·60 - 0·61 - 0·61 

Male Ireland 15-45 19·27 23·01 - 27·04 -
All Disorders 

England and Wales 6·84 8·18 8·85 9·50 10·04 -
Female Ireland 12-83 16·26 19·52 - 23·56 -

I England and Wales 9-41 11·22 12-21 13-20 14·06 -



obtained before the system could be set up and the programmes 
written. It took some time to make the necessary preparations. 
The first trial programmes concerned with linkage will be run 
early in 1974. In our last Annual Report we made the point 
that we intend to reduce the delay between the publication of 
details of admissions and discharges from hospitals and the 
events reported. This remains our objective, but we are still 
awaiting the 1971 discharges and admissions from the computer 
centre. 

These will not become available until such time as the Eastern 
Health Board computer department has overcome the pro
gramming difficulties already mentioned. As far as the hospitals 
reporting to us are concerned the general position is satisfactory 
though, once again, it has been necessary to remind a few 
hospitals that they are behind and to encourage them to reduce 
the delay in sending returns to us. 
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THE THREE COUNTY CASE REGISTER STUDY 

The Three County Case Register Study has now completed 
a year of activities. It began with a census of patients from the 
three counties involved, both in Local Authority and private 
hospitals at midnight, 31st March, 1973. Since then the study 
has been progressing smoothly. The three registers are main
tained locally in each of the three hospitals and no identifying 
information such as patients' names, etc., is sent to the Board, 
so complete confidentiality is maintained. Our staff of inter
viewers and register controllers are proving most effective. It 
will be recalled from last year's Annual Report that they have 
been specially trained for the study. 

In an undertaking of this complexity a number of technical 
difficulties have inevitably arisen as the study has progressed. 
Fortunately most of these were of a minor nature and they have 
been successfully overcome. 

The psychiatrists participating in this study have had special 
training sessions designed to increase reliability in symptom
rating and diagnosis. The first of these sessions was held in 
December 1972, before the study started in co-operation with 
the Institute of Psychiatry, University of London, which 
supplied video-tapes and made available the services of Doctors 
John Copeland and Michael Kclleher of the U.S.fU.K. 
Diagnostic Project, Institute of Psychiatry. A further session 
was held on the Board's premises just before Christmas 1973 
when the same team brought their equipment and organised the 
session. The validity of the study will, of course be consideraby 
increased by these training sessions. As there has been some 
change in the psychiatrists participating in the study from time 
to time, the importance of repeated training sessions is con
siderable. 

The objectives of this study are to establish the total number 
of people in care in all forms of psychiatric treatment, in-patient 
and out-patient, in the three counties; to record the incidence of 
new patients coming into care during the three years of the 
study within the three areas, to examine the social character-
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istics of those in care and those coming into care during the 
study, and to make comparisons between the three areas under 
consideration. It will be recalled that these three counties were 
chosen because of the extremes of hospital morbidity that they 
reflected, and the purpose of the study was to establish whether 
there were real differences in total psychiatric morbidity in the 
three areas under consideration or whether the apparent 
differences merely reflected the type of services available. 
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A STUDY OF SCIDZOPHRENIA AND OTHER MENTAL 
ILLNESSES IN THE IRISH COMMUNITY 

This study which was outlined in last year's Annual Report 
has now been approved by the Board and the Department of 
Health. It is concerned with the incidence of psychiatric illness 
in the three counties of the Three County Case Register Study, 
and in particular with the prevalence and incidence of schizo
phrenia in them. Another major objective of the study is to 
investigate social factors associated with those diagnosed as 
having schizophrenia, their non-schizophrenic siblings, and 
matched controls from the same community. Schizophrenia has 
been chosen for this scrutiny because of the high hospital 
admission rate for this condition in Ireland (the first admission 
rate for males in the age group 25-34 is four times that of 
England and Wales), and because there has so far been no 
study of the environmental background of Irish schizophrenics. 
It is hoped that the results of this broadly-based study will 
indicate further areas of enquiry bearing on the relationship of 
social factors in the Irish environment to the disorder of 
schizophrenia. 

The methodology of the study involves the employment of a 
standardised interview technique by the same field psychiatrist 
throughout the three areas. This interview schedule is known as 
the "Present State Examination" and has been used in a number 
of important international studies such as those conducted by 
the Institute of Psychiatry in conjunction with a U.S./U.K. 
study on diagnostic fashion and by the World Health 
Organisation in its international Pilot Study of Schizophrenia. 

The field investigators for the study, a psychiatrist, Dr. Mairin 
Ni Nuallain, and a social science graduate, Miss Helen Buckley, 
have already been recruited. Dr. Ni Nuallain has undergone 
training in the use of the Present State Examination at the 
Institute of Psychiatry, University of London. At the planning 
stage recourse has been made to a number of consultants, 
namely Professor John Wing of the Institute of Psychiatry, 
University of London; Professor G. R. Brown, Professor of 
Sociology, Bedford College, London; Dr. John Kevany 

' 
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Department of Social and Preventive Medicine, Trinity College, 
Dublin; and Miss Pauline Faughnan, Department of Social 
Science, University College, Dublin, as representing between 
them expertise in the psychiatric and the sociological dimensions. 

The Mental Health Section of the Board wishes to record its 
indebtedness to the late Professor Peter Beckett for his help in 
initiating and planning this study and for the encouragement 
and support which he so willingly gave to us at all times. 

Before actual field work commences a pilot study is being 
undertaken in a fourth county. The Medical Superintendent and 
his personnel in the local mental health services are assisting 
with the study. 
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OTHER STUDIES UNDERTAKEN BY THE MENTAL 
HEALTH SECTION OF THE BOARD 

Studies of the incidence of suicide in the Dublin area have 
now been completed and will shortly be published. In addition 
a study of the factors influencing coroners' decisions in relation 
to suicidal deaths has been completed. A study of the social and 
mental characteristics of women resident in Ireland whose 
pregnancies were terminated in England is now proceeding. 
Dr. Walsh and Mrs. O'Hare have for some time past been 
serving on a working party concerned with providing services 
for the unmarried mother and, following upon a report of the 
Kilkenny Conference on the Unmarried Mother in the Irish 
Community, edited by Dr. Walsh, Mrs. O'Hare has recently 
published a directory of services for the unmarried mother in 
Ireland. In this work she was assisted by a social science 
graduate, working on a student grant from the Board, Miss 
Jane Farmer. 
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THE PSYCIUATRIC SERVICES STUDY 

The Board has completed its study of the organisational and 
decision-making factors in psychiatric health care delivery in the 
Eastern Health Board area. Dr. John Cull en of the Department 
of Psychiatry and Mr. Bernard Moran of the Department of 
Business Administration, University College, Dublin, super
vised the study. The researches started in March 1971. The final 
report is in process of preparation. 

The administrative framework in which the psychiatric 
service activities developed had to be considered in the study of 
how the services work at clinic level. Over the last year the 
research was expanded to take into account the transition from 
health authorities to health boards. It is clear that the planning 
of clinical services, to which most of the research in this study 
is directly relevant, depends on the scope for policy-making 
afforded to members and officers of the Health Board. An 
instance of the difficulties are the considerable problems involved 
in the introduction of the planned-programme budgeting 
system to which the Public Service is committed. 

The general intent of the Board's review of the activities of 
the psychiatric service was to study how the system works and 
the developments in the service which were under way or were 
proposed. It was for this reason that the various studies reported 
briefly last year were undertaken. It will be noted that the 
emphasis has been on elements of the service that illustrate a 
developing community orientation. The day-centre studies
asking who attends, where they come from, with what illness 
and how they fare-is an example of this emphasis. The general 
practitioner study has particular relevance to the part which 
the primary health care service can play in the mental health 
field. On the other band, the two psychiatric decision-making 
studies address themselves to examining how the specialist 
psychiatrist in the clinic deals with the cases which come to him 
for help. 

One study which was designed to explore ways of eliciting 
information that would be useful for long term planning was the 
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research conducted under Mr. Ingo Fischer's direction. This 
study was of the social adjustment and achievement levels in 
a sample of eight-year old children in a Dublin housing estate. 
It was the intent of this study to explore a method for obtaining 
information that might be applied in the detailed planning of 
future service facilities. More studies of this kind will have to be 
carried out and it is particularly important that they be seen in 
a context that presents an objective evaluation of their content 
and shows the kind of service response they demand. These 
:findings, as will all of the other studies, form part of the overall 
final report. 

Studies of the kind carried out in this project of the Board 
are breaking new ground in a very sensitive and important area. 
They are difficult because there are few precedents and much of 
the methodology is new. All of the research conducted to date 
confirms that there is a great need to develop efficient means for 
providing valid information about the effectiveness and direction 
of health care delivery which is enormously costly. The Eastern 
Health Board has shown interest in supporting further work in 
this field which originated in these studies by the Board and has 
made a grant allocation which will enable various aspects of the 
study to continue in the service area. 

The studies referred to in this section were discussed at some 
length in the 1972 Annual Report and were as follows: 

1. Whether patients under treatment are best maintained 
in a hostel or in private lodgings: a study in decision
making. 

2. A survey of the clinical activities at St. Gabriel's (now 
St. John's) Day Centre. 

3. A study of the sources of information available for 
planning in a Special Hospital Programme area. 

4. A study of General Practitioner roles and attitudes with 
regard to the mental health service of the Eastern Health 
Board. 

5. A study of clinical decision-making by psychiatrists. 

6. A study of social adjustment and achievement among 
eight-year old children in a Dublin housing estate. 

7. A research study of clinical records and the outcome of 
treatment at a Dublin child guidance clinic. 
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THE WHO ISCHAEMIC HEART DISEASE REGISTER 

Deaths due to ischaemic heart disease (IHD) are on 
the increase, especially among men in their early middle 
age. 1.2·3•4·5.6 Ireland has not been left behind in this "modern 
epidemic". In the 19 years from 1951 to 1970 there has been 
a 34·4% increase in deaths from ischaemic heart disease 
in men 45- 54 years old. In the 55- 64 years age group the 
increase was 17·8%. Women, on the other hand, seem to be 
doing much better with a fall of 37·2% in the 45-54 age group, 
and 32·1% in the 55- 64 age group (Fig. 1 ). Some of this change 
could be ascribed to more accurate death certification. 

When the mortality from IHD in Ireland is compared with 
that of other European countries, most of whom took part in 
the WHO co-ordinated Ischaemic Heart Disease Register 
Project, it is seen that mortality in Irish men is third highest 
(Fig. 2) and in Irish women it is first in spite of the apparently 
falling death rates shown in Fig. 1. 

The reason for establishing a community lHD register was to 
find out the incidence of ischaemic heart attack, the character
istics of the early stages of an ischaemic heart attack, the 
management of rapidly fatal attacks outside hospital, and to 
acquire, as much as possible, a total picture of the disease as it 
presents itself in the community. It was also hoped that the 
registers would help in better planning of health services, 
especially with regard to early treatment and prevention of 
complications; provide a suitable framework for comparative 
studies of various types of management; provide a basis for 
research into the natural history of the disease and its aetiology, 
and give an opportunity for comparative national studies 
leading it is hoped to the primary prevention of heart attacks. 

The ischaemic heart disease registration scheme in Ireland 
was under the supervision of Dr. Alicia Radic. The area selected 
for the study consisted of the following electoral Wards of 
Dublin: Ballyfermot, Kimmage, Crumlin, Crumlin West, 
Rathfarnham, Rathfamham South, Rathmines West and 
Terenure (Fig. 3). 
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The size of the area is 19·3 sq. km. According to the 1971 
census it was inhabited by 133,681 persons, or 6,926 person! 
per sq. km. 

TABLE 1 

Age and sex distribution of the population under study 

Male Female Total 
Age 

Number Percentage Number Percentage Number Percentage 

(}-19 27,721 43-6 27,099 38·7 54,820 41·0 
20-64 31,584 49-6 36,026 51-4 67,610 50·6 
65+ 4,317 6·8 6,934 9·9 11,251 8·4 

Total 63,622 100·0 70,059 100·0 133,681 100{) 

At the time of the study there were 130 doctors in general 
practice in and around the chosen area. These included 19 
dispensary doctors who served the dispensary districts situated 
in the area. All these doctors were approached for co-operation 
and agreed to take part in the study. 

The patients from the study area with suspected myocardial 
infarction could be admitted to any of the fourteen Dublin 
general hospitals. The factors influencing the admission of a 
patient to a particular hospital were as follows: 

(a) availability of beds, 

(b) proximity to patient's home, 

(c) patient's preference of a hospital, 

(d) doctor's preference of a hospital. 

As a result aiJ Dublin general hospitals had to be included in 
the study. The two private hospitals and the military hospital 
also co-operated. 

Those approached for co-operation in the hospitals were as 
follows: consultants-for permission to talk to their patients; 
pathologists-for access to autopsy reports; junior medical 
staff-to notify the Registry of patients with suspected myo
cardial infarction; and records departments- for access to the 
patients' records. All hospitals were visited by the registry staff 
at least once a week for case finding. 

Besides doctors in general practice and hospitals, other 
methods of discovering patients with acute myocardial infarc
tion were utilised, such as the Cardiac Ambulance staff, who 
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kept a record of patients transported by them; the Bed Bureau 
staff who had a record of patients admitted to hospital through 
their services; the Central Statistics Office which provided 
information on deaths from myocardial infarction; the Dublin 
City Coroner who provided autopsy reports on patients who 
died suddenly; and the Contactors Bureau which provided 
locum doctors for their members. Another useful and unex
pected source of the identities of patients with suspected 
myocardial infarction turned out to be the death column in the 
daily papers. The Hospital In-Patient Diagnostic Index provided 
a useful check on the completeness of registration of hospitalised 
patients as well as an opportunity for registering the missed 
ones. 

The Ischaemic Heart Disease Register was publicised by 
articles in the medical journals and the daily newspapers; by 
letters to all those, medical and non-medical, concerned with 
the study, and by telephone calls and personal visits by the 
registry staff. A telephone answering machine provided a 
24-hour coverage for doctors who wished to report a patient 
with suspected myocardial infarction. In addition, a small fee 
was paid for each notification. A free domiciliary service for 
carrying out ECG tracings and enzyme analysis was provided 
for the family doctors who wished to avail themselves of it. To 
keep up interest in the study, a monthly newsletter was sent to 
all people co-operating in it, and also personal contact was 
maintained with the family doctors by telephone. 

To give a picture of the disease in a potentially working 
population and reduce the number of cases for registration to a 
manageable size, only patients under 65 years of age of both 
sexes were registered. Each episode of suspected acute myo
cardial infarction (AMI) attack was registered separately and 
followed-up four weeks, three months, and a year after onset of 
attack or, until death if earlier. Thus it is a register of episodes 
of AMI. At four weeks review patients were ascribed to 
diagnostic categories of: 

1. Definite myocardial infarction. 

2. Possible myocardial infarction. 

3. No myocardial infarction (other diagnosis) 

4. Insufficient data. 

The diagnostic criteria used were those of WHO. 
In 1973 no new patients were admitted to the register. The 
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patients already on the register were followed up. A special 
return to work study was undertaken on male patients under 
60 years of age to assess the degree of rehabilitation. 

Preliminary Results' 
In the three years: 1970, 1971 and 1972 there were 787 

episodes of suspected acute myocardial infarction (AMI) regis
tered in the Ischaemic Heart Disease Register. 

TABLE 2 

Number of patients admitted to the JHD Register in 3 years. by diagnostic categories 
ond sex 

Male 
Female 

Total 

Definite Possible 
AMI AMI 

305 
99 

404 

141 
68 

209 

No 
AMI 

120 
50 

170 

Insufficient 
Data 

4 
0 

4 

Total 

570 
217 

787 

The percentage of the registered patients with definite myo
cardial infarction was 51·3%; of those with possible myocardial 
infarction was 26·6%,and patients with no myocardial infarction 
was 21·6% ; in 0·5% of patients there was insufficient data to 
ascribe them to any category (Table 2). Further analysis will be 
confined to the group of 617 patients with definite and possible 
AMI including the four cases with insufficient data. 

The incidence did not vary greatly from month to month, 
but there was some falling-off during summer and autumn, 
June-November. This difference could be due to people going 
away on holidays and having an attack of AMI away from 
home and never coming to the attention of the Register 
(although doctors were asked to notify the Register in such 
cases). 

Incidence was highest on Mondays and lowest on Wednesdays 
(Fig. 4). The incidence on other weekdays showed no significant 
variation from the norm. 

Age and sex 
In men 25 (5·6%) of patients were under 40 years of age, while 

in women only one patient was under the age of 40 years 
(Table 3). This female patient was in the category of possible 
myocardial infarction. The M/F ratio is highest in the younger 
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age groups being 4·2 in the 40-44 age group. It then stabiJises at 
a lower level, but shows a further drop in the oldest group, 
thus in the 45-49 age group the M/F ratio is 2·8, in the 50-54 
age group the M/F ratio is 2·6, in the 55-59 age group it is 2·7, 
and in the 60-64 age group it is 2·2. 

TABLE 3 

Age and sex distribution of patients with AMI 

Age Male Female Total 

2.5-29 .. 3 3 
30-34 .. 7 7 
35-39 .. 15 1 16 
40-44 .. 25 6 31 
4.5-49 .. 64 23 87 
50-54 .. 100 38 138 
55-59 .. 109 40 149 
60-64 .. 127 59 186 

Total .. 450 167 617 

In both men and women, the incidence of AMI rises with age 
{Table 4). The greatest age-related rise in incidence occurs in 
those below 50 years of age. 

TABLE 4 

Yearly incidence rate of AMI per 1,000 population at risk age 20-64 specified' 
by sex and age 

Male Female Total 

Under40 .. 0·5 0·02 0·25 
40-44 .. 2·7 0·53 1·5 
45-49 .. 6·5 1·9 4·0 
50-54 .. lH 3-4 6·9 
55-59 .. 12-3 3·6 7·5 
60-64 .. 16·3 6·1 10·6 

Average .. 4·7 1·5 3·0 

Mortality 
Out of the 617 episodes registered in the three years, 188 or 

30· 5% ended fatally within 28 days of onset of an acute 
ischaemic heart attack. The death rate among men was 32% 
and among women 26·3%. 
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TABLE 5 

Age and sex distribution and annual death rate per 1,000 population at risk (20-64), 
of patients who died 

I Number Rate per 1,000 
Age 

I Female Male Female Male 

Under 40* .. ··j 6 0 Q-13 0 
40-44 .. 10 2 1·07 0·17 
45-49 .. I 18 5 1·83 0·43 
50-54 25 8 2·77 0·73 
55-59 ·· j 35 10 3-97 0·9 
60-04 .. 50 19 6-4 1·97 

Total .. I 144 44 1·5 0·4 

• Population used for calculating deaths under 40 years was 20- 39 years. 

Over a third of patients dying from an attack died within an 
hour of onset of the attack (Table 6), and a further 37% died 
within 24 hours of onset. (Among the 69 patients who died 
within 24 hours of onset are included 13 patients who died 
during the night without any ante-mortem history being 
available. These people could have died suddenly, thus raising 
the percentage of those who died within one hour.) 

Placed in the unknown category were those patients who were 
found dead with no history whatsoever available, as they lived 
alone. These people also might have died suddenly. Thus 
74%-80% of the patients who died from an attack did so 
within 24 hours of onset. 

TABLE 6 

Interval from onset to death among those dying from AMl 

Under 1 hr. 1 hr.- 23 hrs. 24 hrs.+ 

Number ceotage Number centagc Number centage 

Unknown 

Per
Number centagc I Per- I Per- I Per-

70 l 37-2 1 69 36·7 37 1-~-9·7-~--~2-·l--6·-4 -
----------------------~---
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TABLE 7 

Place of death 

Number Percentage 

Work 10 5-3 
Home 87 46·3 
Hospital .. 70 37-2 
Other 21 11·2 

Total .. , 188 100·0 

The majority of patients died at home (Table 7). Out of the 
139 deaths occurring within 24 hours, 112 or 80·6% died 
outside hospital, 10 or 7·2% suffered the onset in hospital and 
died there, and 17 or 12·2% suffered the onset outside hospital 
but died in hospital. 

Out of the 70 deaths in one hour only three patients or 4·3% 
bad onset outside hospital and died in hospital, 85·7% of 
patients died outside hospital and 10% had onset in hospital 
and died. 

Of all the people who died within 28 days of the onset of an 
attack 57% died before they were seen by a doctor; 48o/o of all 
patients who died consulted a doctor in the two weeks preceding 
death. Autopsy was performed on 49% of all those who died. 

Of patients who died before medical examination was under
taken autopsy was performed on 46%; of those who died 
within 24 hours it was performed on 50·4% and of those who 
died within one hour it was performed on 47%. 

Discussion 
Establishment of a register of ischaemic heart attacks as 

described above needed a good deal of organising and sustained 
co-operation from a great variety of people and sources. That 
it was possible to establish a reliable register in a country where 
a national health service is only available for a section of the 
population, reflects the awareness in the medical profession of 
a need for more accurate information on the diseases that are 
the major killers in our times, particularly heart attacks. 

The willingness with which patients gave their permission 
to be documented and the interest shown by them is also worthy 
of comment, especially now when there is so much controversy 
about confidentiality in the interest of patients. 
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A Suggested Simplified Iscltaemic Heart Disease Registration 
Scheme 

The Director acted as rapporteur at a WHO working party 
in Berlin (GDR) which considered the need for a simplified 
IHD registration scheme. Ischaemic heart disease is the most 
common cause of death in the European Region. In relation to 
community prevention programmes we also need to consider 
other forms of cardio-vascular diseases, in particular hyper
tension and stroke. These three disorders account for nearly 
half the deaths in the population of Ireland. 

It is interesting to compare what is known of the prevention 
of ischaemic heart disease with what is known about the factors 
responsible for the commonest cancer to cause death in men
lung cancer. Numerous studies have shown that lung cancer is 
very strongly associated with cigarette smoking and that when 
a high percentage of a group in the population, for instance 
doctors, stop smoking, the incidence of lung cancer among them 
falls.8 There is here a clear cause and effect relationship and 
although to effect the necessary change in social habits is 
difficult, it is very clear what is desirable. Ischaemic heart 
disease presents a much more complex picture due to its 
multifactorial causation. There is good evidence from popula
tion studies that changes in man's environment and habits are 
mainly responsible for the increasing incidence of coronary 
heart attacks, particularly amongst middle-aged men. 

Because of the need to study the success or failure of whatever 
action is undertaken to attempt to reduce the incidence of heart 
attacks in the population and its consequences, it is of the 
greatest importance to continue survemance of ischaemic heart 
disease in the community. 

The main aims of a simplified register would be: 

1. an information service for decision-makers who were 
developing community prevention programmes for 
ischaemic heart attacks. 

2. an operational system for different research projects. 

The present information systems could be utilised as a basis 
for a simplified register of heart attacks with full appreciation 
of the deficiencies of such simplified schemes. For instance, the 
hospital in-patient reporting scheme, the death registers, and 
for those who are attended by their family doctors and not 
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admitted to hospital, the social josurance schemes. Full con
fidentiality would be required if any simplified registration 
scheme was to receive the approval of the profession and the 
public. 

Primary prevention of ischaemic heart disease offers a much 
greater chance of dealing with this modem epidemic than 
secondary prevention after the first heart attack has occurred. 
It would be a great mistake to delay community prevention 
programmes based upon our present knowledge, while awaiting 
the result of further surveys. The major function of a simplified 
IHD register would probably prove to be the assessment of 
success in our country's primary prevention programmes. 
Present evidence suggests a major factor, if not the major factor, 
in the increase in ischaemic heart disease, particularly among 
middle-aged men, is cigarette smoking, and stopping cigarette 
smoking would offer more immediate results in the reduction of 
cardiovascular and respiratory disease than any other measure 
which is amenable to an early change in social habits. 

The concept of rehabilitation is quite new to most people and 
myocardial infarction patients may therefore serve as a pioneer 
group, making others aware that rehabilitation and prevention 
of further disability should be a normal part of the treatment of 
every incapacitating disease. The Board is undertaking a 
follow-up study on the rehabilitation of patients after ischaemic 
heart attacks. 

The AMI register and similar registers of stroke and hyper
tension have as their ultimate objective understanding of the 
environmental factors responsible for cardiovascular disease. 
The preventive action and programmes that are a natural 
corollary of this understanding should, it is hoped, lead to the 
eventual defeat of this, the modern "captain of the men of 
death". 
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Fig. 1 

Comparison of death rates per 100,000 from ischaemic heart disease in Irish 
men and women aged 45- 54 and 55-64 in 1951 ,1 1963,10 nod 1970,11 The ICD 
codes 420-422 (6th and 7th revision) were used for the years 1951 and 1963; and 
ICD codes 410-414 (8th revision 1965) for 1970. 
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Onset of attack by day of the week. 
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WHO STROKE REGISTER 

The Stroke Register, like the Ischaemic Heart Disease 
Register, is an international project co-ordinated by the World 
Health Organisation. The countries taking part in tlli.s project 
are as follows: Denmark, Finland, Ireland, Israel, Japan, 
Mongolia, Nigeria, Russia, Sweden and Yugoslavia. 

The Stroke Register comprises a systematic collection of 
basic information from a11 stroke patients in a defined popula
tion. The objective of the stroke register is the collecting of more 
accurate information on the frequency of stroke in the com
munity; the social and clinical profile of stroke patients; 
preventive measures, diagnostic procedures and rehabilitation 
available to the patient, and the natural history of stroke. It is 
intended that this information will be used to develop a pro
gramme for stroke control in the community. 

The Stroke Register in Dublin is being conducted in an urban 
residential area of 19 sq. km., inhabited by 133,681 people (1971 
census), the same area as was used for the Ischaemic Heart 
Disease Register. The population of the area is relatively young, 
41% being under the age of 20 years and only 8% over the age 
of 65 years. The register started on 1st May, 1972. From that 
date until 31st January, 1974, there were 368 patients admitted 
to the register. Out of that number 17 patients were eventually 
found to have suffered from diseases other than stroke, or to 
have suffered a transient cerebral ischaemic attack. 

TABLE 1 

Age and sex distribution of patients with stroke 

Age j 0-39 40-49 50-59 60-69 70-79 80-89 
1
_ 90_+_

1
_ To_t_aJ_ 

Male p.= 4 27 54 50 14 1 156 
Female 8 20 42 63 49 9 195 

----------r---r---
Tetal 12 47 96 113 63 10 351 

__ ...:....._ __ !..--__ 
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19·7% of the patients were under 60 years of age and 2·8% 
of patients under 40 years of age. The male/female ratio at all 
ages was 1 :1·25. 

TABLE 2 

Mortality within 28 dnys of onset by age and sex 

--

r 70-7·r~n-Age 0-39 40-49 50-59 60-69 Total - - - - --·--- -
Male 4 1 8 16 18 3 0 50 
Female 2 5 8 13 26 22 6 82 

I - 6 - -l-6 -, ---- --
I I Total 6 29 44 25 6 132 

-- ---

The total mortality during the first four weeks from onset was 
37·6% . Male 4-week mortality was 32% and female 4-week 
mortality was 42%. The female case fatality was higher in every 
age group except under 40 years of age where the actual 
numbers of patients with stroke are too small for any valid 
conclusion to be drawn. 

TABLE 3 

Case fata lity rate per cent by age and sex 

--
Age ) 0-39 1-· I ,.,_, I 00--69 1 70-79 ~·~ Total 

- - - -
Male 66·7 25·0 29-6 29-6 36·0 21·4 0·0 32-Q 
Female 50·0 62·5 40·0 30·9 41·3 44·9 66·7 42·0 

Aver:lge 60·0 50·0 1 34·0 30·2 38·9 39·7 60·0 37-6 

--

In table 3 it can be seen that the optimum age for survival of 
a stroke is 60-70 years. 

Disturbance of consciousness within 24 hours of onset was 
strongly associated with a fatal outcome, being present in 78% 
of patients who died but in only 28% of patients who survived 
for four weeks after the attack. 

New patients with stroke will continue to be admitted to the 
register throughout 1974, and review of these patients will take 
place in 1975. 
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THE CARE OF THE AGED STUDY 

A study of the care of the aged was undertaken in 1971 by 
Professor Edmund Dougan, O.F.M., Department of Political 
Science and Sociology, University College, Galway. The 
researchers were Mr. Michael O'Connor, Mr. Thomas Brett 
and Miss Delma MacDevitt. This study has now been completed 
and will be published in due course. 

The report is in two parts. The first part is primarily concerned 
with the sociological survey of the people resident in the three 
counties where homes have been studied, i.e. Carlow, Loughrea 
and Roscommon. The second part is a combination of socio
logical theory and participant observation, and it investigates 
the sociological approaches possible to the understanding of the 
linked processes of ageing and institutionalisation as they affect 
homes for the aged. It then presents detailed participant 
observation studies of individuals in the County Home at 
Carrick-on-Shannon. The first part of the report is primarily 
statistical and focuses on the services provided, with particular 
emphasis on the reasons for, and conditions of, admission to 
the County Homes, or, on the other hand, of continued residence 
by old people in the community outside institutions of care. 
The second part of the report is concerned with the understand
ing of the processes affecting the people who are hospitalised 
because of old age or its attendant infirmities. 

In Part I there is an introduction which is a summary of the 
literature concerning ageing in an industrialised society from 
various selected viewpoints. Jt considers ageing in a social 
context especially as problems to do with ageing are often 
associated with poverty. Material needs must be satisfied before 
it is possible to talk meaningfully about psychological or 
sociological processes. There is next a description of the 
evolution of policy in the problem of the handling of the aged 
and a comparison of the services in Ireland with those in other 
countries. It describes the movement away from institutional 
and towards community care. The main body of the report 
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describes the study in the three County Homes, the reasons for 
admission, the policy, the methods of procedure, etc. Then the 
results of the study are described beginning with an analysis of 
the reasons which were found necessary for admission, in 
relation to variables like age, sex, marital status, household 
composition, mobility, contact with relatives, self-care, capacity, 
medical care, use of welfare services, burden on relatives, etc. 
A comparison is made of home and community samples in 
terms of these major variables and a comparison between the 
people in the County Homes and groups of relatives with a 
separate analysis of single and married groups. 

In Part II there is an extensive analysis of the Jjteraturc on the 
process of ageing and institutionalisation as they apply to the 
County Home. The shortcomings found in the survey method 
as applied to the old are compensated for in the study by the 
use of participant observations and detailed case studies. A 
sociological study based on the survey method cannot satisfy 
ideal statistical comparisons because it is necessary to deal with 
the situation as it is, those who are actually in the Homes for 
the Aged in comparison with those who are not. They are 
simply not equally capable of interview even in parallel age 
groups. 

This study should be of the greatest value in deciding future 
policy in the care of the aged, particularly in the West oflreland. 
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EXAMINATION OF THE STRUCfURES AND 
OPERATING EFFICIENCY OF A SPECIALISED 

MATERNITY HOSPITAL 

The Irish contribution to world medicine in the fields of 
obstetrics and gynaecology is well recognised. This contribution 
is largely due to the early development of highly specialised and 
efficient maternity hospitals in the Dublin area. The Rotunda 
Hospital was first opened in 1757, the Coombe Lying-In 
H ospital in 1829 and the National Maternity Hospital in 1894. 
When considered against the development of maternity facilities 
on a world-wide scale, the three Dublin maternity hospitals are 
seen to be unique in that they specialise solely in maternity and 
gynaecology, in being of considerable size, and in their system 
of administration. The importance of these specialised maternity 
hospitals in Ireland is seen from a brief examination of birth 
statistics. In 1971 62,500 births were registered in the Republic, 
and the three Dublin hospitals accounted for approximately 
18,000 of these. Thus, about one in every three babies was born 
in one of these hospitals. 

In keeping with the reorganisation of the national health 
services to achieve greater overall efficiency and service, the 
Master of the National Maternity Hospital suggested that an 
independent overall analysis of the administration of the 
hospital would be very beneficial. It was further considered 
that such a study would be of interest to other specialised 
maternity units throughout the world, as well as being of 
particular interest to the other two Dublin maternity hospitals. 
The result of the analyses would show up any weaknesses of 
the system of administration, and would also outline its strength. 
It was thus hoped that the study would stimulate further 
discussion and research with a view to continuous improvement 
in the levels of efficiency and service. Since the principal source 
of finance is public funds it is important that hospHals are seen 
to be accountable to the public in terms of services rendered for 
certain levels of expenditure. 
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The National Maternity Hospital approached the Medico
Social Research Board with a request that the study should be 
undertaken. The Board approved of the study and considered 
that it would be of importance and of general interest to any 
specialised maternity hospital or maternity unit of a general 
hospital. The study is presently being carried out by Dr. Frank 
Roche and Mr. Aidan Kelly of the Department of Business 
Administration, University College, Dublin. 
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COELIAC DISEASE AND CYSTIC FffiROSIS IN 
ffiELAND, SCOTLAND AND ENGLAND AND WALES 

During their summer vacation three medical students, Denis 
O'Reilly, John Murphy and John McLaughlin undertook a 
study with the Medico-Social Research Board, under the 
guidance of the Director, to compare the prevalence of the 
admissions to hospital for coeliac disease and cystic fibrosis in 
Ireland, Scotland and England and Wales. This study was 
prompted by the report of Mylotte et al., that coeliac disease 
was very common in the West of lreland. 1 The Hospital 
In-Patient Enquiry Scheme and its equivalent in the three 
United Kingdom countries were used to make this comparison. 
A full report of this study will be published.2 The main results 
are summarised below. 

In the Republic of Ireland in 1972 there were 296 "principal 
admissions" for coeliac disease representing 269 patients of 
whom 234, 90%, had had a duodenal biopsy (fable 1). The 
greatest number of admissions was in the 1- 2 year age group ; 
64 admissions, (63 patients) (Table 2). In a further 24 patients 
coeliac disease was mentioned as a second or third diagnosis. 

There were 246 admissions for coeliac disease in 1972 in 
Ireland at ages 0-14. The expected number at the rates prevailing 
in England and Wales is 81·5, i.e. one-third of the actual 
number of admissions. 

The Hospital In-Patient Enquiry Scheme in Ireland does not 
yet cover all admissions to hospitals but it covers about 90% 
in the younger age group. Scotland, also, has a higher admission 
rate for coeliac disease than England and Wales, but not as big 
as for the Irish Republic. In Scotland the number admitted in 
1971 was 181, and the expected number at the rate prevailing in 
England and Wales is 128 (Table 3). If figures for the years 
1969-71 are averaged the number of admissions in Scotland is 
twice the number expected at the rates obtaining in England 
and Wales. 

ln Ireland in 1972 admissions for cystic fibrosis were 111, 
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and the expected number of admissions at the English{Welsh 
rate is 93. In Scotland they were 169 and the expected number 
of admissions at the English[Welsh rate is 132. Admission rates 
for cystic fibrosis in Ireland and Scotland were, therefore, only 
slightly higher than in England and Wales. This makes it 
unlikely that the high admission rate for coeliac disease in 
Ireland is due to diagnostic bias (Table 4). 

When admissions for the coeliac disease and cystic fibrosis to 
the hospitals taking part in the Enquiry Scheme in 1972 are 
compared by Health Board areas, admissions for coeliac disease 
are found to be high not only in the Western Health Board area 
but also in the Eastern and the Southern Health Board areas 
(Table 5). Cystic fibrosis admissions were highest in the Mid
Western Health Board area 

In Ireland the potato and not wheaten bread was the staple 
diet of the Irish before the Great Famine, and in the past, 
therefore, coeliac disease would not be as disadvantageous in 
Ireland as in England where bread was the staple diet. This 
could account for improved chances of survival of those who 
had inherited coeliac disease in Ireland as compared with those 
in England and thus could result in a higher gene frequency in 
the Irish. 

TABLE 1 

Coeliac Disease Ireland 1972 

Male Female Total 

Admissions .. 125 171 296 
Persons .. . . 110 159 269 
Biopsy . . .. 93 141 234 

TABLE 2 

Coeliac Disease: Persons Admitted by Age, Ireland tm 

Age - 1 I l 2-4 5-9 1(}-14 15+ 

Male 23 16 

I 
21 14 8 28 

Female 30 47 20 21 l3 28 

Total 53 63 l 41 35 21 56 
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TABLE 3 

Coeliac Disease: Actual and Expected Admissions Aged 0·14 

Ireland 
Scotland 

Actual 

246 
181 

TABLE 4 

Expected at 
E. and W. Rates 

81·5 
128·2 

Cystic Fibrosis: Actual and Expected Admissions Aged 0-14 

Ireland 1972 
Scotland 1968-71 

Actual 

111 
169 

TABLE 5 

Expected at 
E. and W. Rates 

92-6 
131-6 

Coeliac Disease and Cystic Fibrosis: Admlsslons Ireland, 1972 

Rate/100,000 

Health Board Area Coeliac Cystic 
Disease Fibrosis 

Eastern 10·3 3·3 
N. Eastern 5·7 2-8 
S. Eastern 7·3 1·5 
Midland 8·9 H 
Western 10·3 1-6 
Mid Western .. 5-9 8·1 
N. Western .. 4·8 1-1 
Southern 14·2 2-8 
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THE CHANGING PATTERN OF SUICIDE AND 
SELF-POISONING 

During 1973 we undertook a study on the changing pattern 
of suicide and self-poisoning in the Republic of Ireland in com
parison with Northern Ireland, Scotland. and England and 
Wales. 

The prevalence of successful suicide in a community remains 
broadly constant from year to year but there is a great difference 
in prevalence between different countries and rates do change 
slowly with changing social conditions and attitudes and in 
time of war. It is generally agreed that deaths from suicide are 
under-reported. Differences in such under-reporting may arise 
on the one hand from variations in the quality of the investiga
tion given to suspicious deaths, and on the other from different 
definitions of what constitutes a suicide. Cultural factors may 
also be important. 

It is interesting to compare the rank order of suicide with 
that of suicides and undetermined deaths summated. (Table 1). 
When this is done it is found that the rank order remains more 
or less the same and the Republic of Ireland still has a very low 
rate and the rate has not changed significantly in the last ten 
years. 

Immigrants generally have a suicide rate closer to that of the 
country of origin than to that of their country of residence. 
Adelstein of the Office of Population Censuses and Surveys, 
London, is undertaking a study with the Director to see if Irish 
immigrants in England keep the low suicide rate that is reported 
in Ireland. Suicide is more common among the single than 
among the married and among certain occupations and these 
factors also have to be considered when studying suicide rates. 

There has been a big fall in suicide deaths in England and 
Wales since 1963, from 5,500 to 3,500 deaths a year. This fall 
is mostly due to the fall in successful suicide attempts in which 
gas was used and has been accompanied by some increase in 
deaths from drug overdosage (Fig. 1). 
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In Northern Ireland there was a sudden faJI in suicide deaths 
between 1969 and 1970 with the onset of civil strife. During the 
years 1965 to 1969 the suicide rate in Northern Ireland averaged 
5·9 per 1,000 and in 1972 it was 3·1 per 1,000 (fable 2). 

Self-Poisoning 
The fall in successful suicides must be contrasted with the 

epidemic of admissions to hospitals in these islands from self
poisoning from drugs. In 1972 over 70,000 men and women were 
admitted to hospital for self-poisoning in England and Wales 
(Fig. 2). The increase in admissions is most marked in women 
aged 1 5 to 35 (Fig. 3). The rates are twice as high in this age 
group for women than for men. In both sexes the rates have 
doubled between 1964 and 1972. 

ln spite of the high admissions to hospitals for overdosage 
of drugs the mortality rate is less than 1% although 1 in 10 
need intensive care. The major reason for the increase in 
admissions and the low mortality rates is the large number of 
people who take what they believe to be a non-fatal overdose 
as a gesture or as an appeal for help. 

Barbiturates are still the most dangerous of the drugs used 
in drug overdosage having an overall mortality of 12% in 
England and Wales. Although newer psychotropic drugs are 
more frequently taken than barbiturates, the latter account for 
the majority of deaths (Table 3). There has been little change 
in the number of deaths from analgesics, most of which are 
aspirin or other sal icylatcs. The overall mortality from aspirin 
is 1·5%, and the hospital mortality is 0·5%. 

Although paracetamol accounted for 35% of all analgesics 
used in 1970 it accounted for only 890 admissions for poisoning 
in England and Wales compared with 20,000 admissions for 
poisoning by salicylates, usually aspirin. 

About one-third of all suicide patients had taken alcohol. 
This drug has a considerable and often overlooked synergistic 
effect in drug poisoning. 

Self-poisoning in four communities 
Admissions for poisoning and adverse reactions to medicinal 

substances are fortunately less common in the Republic of 
Ireland than in the United Kingdom but they show a similar 
pattern with a yearly increase and a preponderance in females. 
For instance, in the Republic in 1972 the Hospital In-Patient 
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Enquiry Scheme showed that there were 643 adults admitted 
for self-poisoning of whom 528 were in the susceptible age 
group of 15 to 44 years, 339 females and 189 males. Comparative 
figures in Northern Ireland were 835 admissions between the 
ages of 15 and 44, 549 females and 286 males. 

The proportion of admissions for the adverse effects of drugs 
to all admissions in the age group 15 to 44 is over twice as high 
in Northern Ireland and in Scotland and three to four times 
greater in England and Wales as in the Republic of Ireland, but 
in all four countries the admissions are increasing from year to 
year. 

The rapid increase in admissions to hospital for self-poisoning 
by drugs during the last ten years suggests that many people 
are unable to deal with their problems and do not know where 
to turn for help. Perhaps our social structures are becoming too 
big and impersonal to provide the necessary psychological 
support. 

Suicide 
Rank Order 

1 
2 
5 

10 
16 
18 
25 
28 

TABLE 1 

Suicide and Undetermined Deaths 

Suicide and 
Country R atejl,OOO Undetermined 

Combined Rank Order 

West Berlin 46 1 
Hungary 33 3 
Austria 22 7 
France 16 11 
U.S.A. 11 15 
E.&W. 9 17 
N. Ireland 6 25 
Ireland 2 27 

TABLE 2 

Suicide: Noctbern Ireland 

Year 

1960-64 .. 
1965-69 .. 
1970 .. 
1971 .. 
1972 .. 
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Rate 

4·8 (averaged) 
5-9( .. ) 
4·0 
3-7 
3·1 



TABLE 3 

Suicide Deaths by Drugs: Eogland a nd Wales 

1961 1966 1971 

Barbiturate 784 1,444 1,229 
Psychotropic 26 90 293 
Analgesic .. 220 205 220 
Other .. 101 101 105 

Total 1,131 1,840 1,847 
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CENSUS OF THE MENTALLY HANDICAPPED IN THE 
REPUBLIC OF IRELAND 

The Medico-Social Research Board was asked by the 
Department of Health to undertake a census of the mentally 
handicapped and has agreed to do this under the supervision 
of Dr. Michael Mulcaby, M.B., M.R.C.P.I. (Psych.), D.P.H., 
Medical Superintendent, Stewarts' Hospital, Palmerstown. The 
last large national survey was carried out by the Commission 
of Inquiry into Mental Handicap 1965.1 Valuable information 
has also been obtained by surveys at county level. 2 3 In addition, 
the Board has information relating to the mentally handicapped 
who are in mental hospitals and who make up a considerable 
fraction of those in residential care.' 

Recent thinking in mental handicap has directed more atten
tion to the relevance of in capacities and behaviour disturbances 
as opposed to purely medical and psychological factors. For 
instance, Kushlick, Blunden and Cox11 have been developing 
assessment scales along these lines in the Wcssex region of 
England since 1963. Their method was largely followed in the 
Census of Mentally Handicapped patients in Hospital in 
England and Wales at the end of 1970.8 The Irish census will 
take place on July 1st and will be along similar lines with some 
additions. For instance, the number of mentally handicapped 
with Down's syndrome and phenylketonuria will be sought in 
view of the suspected high incidence of these conditions in 
Ireland. 

Apart from providing useful data on a national basis it is 
hoped that the census will enable comparisons to be made with 
the situation in England8 and the North of lreland.7 
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STATJSTICAL STUDIES ON HOSPITAL ADMISSIONS 

Dr. Harold Harrison, M.A., M.A.I., Ph.D., College Lecturer 
in Statistics and Operations Research, Faculty of Commerce. 
UCD, is carrying out three investigations centred on the vast 
wealth of statistical information that is available from the 
Hospital In-Patient Enquiry Scheme and the Psychiatric 
Hospital Studies. 

The first study is being carried out in co-operation with Mr. 
S. Trant and Dr. A. Walsh of the Department of Health and is 
concerned with a comparison of the length of stay for certain 
defined conditions between the various hospital groups. The 
conditions which are being compared are: 

I. Removal of tonsils and adenoids. 
2. Inguinal hernia repair. 
3. Appendicitis. 
4. Hyperplasia of prostate. 

The results of the investigation into these conditions in 
Ireland will be compared with corresponding findings of similar 
conditions in both Scotland and Sweden. A report on this study 
will be published in the second half of this year. 

The second study is concerned with a statistical analysis of 
all the eight Health Regions of the country, based on the year 
1972, and using the information contained in the National 
Tables for that year. The investigation is concerned with all 
the important parameters for each of the Regions, such as the 
number of admissions, variations in the length of stay, variations 
in mean length of stay, transfer from hospital to hospital, and 
mortality rates. A paper describing the results of the first year 
of the investigation and a second paper concerned with the use 
of this information in decision-making should be produced 
before the end of 1974. 
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The third study is specifically directed towards an analysis of 
the factors pertaining to the admission of infants to hospital 
before their first birthday. In addition, this study of Irish 
conditions will be compared with similar studies carried out in 
the United Kingdom and Israel. Any similarities between the 
results of these studies will be noted and investigated. A report 
on this study should be available before 1975. 
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THE ANGLO-IRlSH PROJECT-DRINKING IN THE 
LIVES OF YOUNG PEOPLE AND THEIR PARENTS 

The British Medical Council on Alcoholism is co-operating 
in a joint study with the Medico-Social Research Board and 
the Irish National Council on Alcoholism in an Anglo-Irish 
Project under the direction of Mrs. Joyce O'Connor, M.Soc.Sc. 
The results of previous studies concerned with social and 
cultural factors in the use of alcohol have raised the followin.g 
questions: Why is it in certain societies drinking patterns do not 
appear to give rise to alcoholism, whereas in others they do? 
This question be gets another: What is normal drinking? Does 
each society and group define appropriate ways of thinking, 
acting and feeling in relation to alcohol? Is a pattern of drinking 
in a particular culture related to the development of alcoholism 
in that culture? 

These questions are the concern of the Anglo-Irish Project. 
The study is progressing very satisfactorily and it is expected 
that it will be completed in the Autumn of 1974 and ready for 
publication early in 1975. 
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ADOPTION IN IRELAND 

Miss Viviennc Darling has completed her study on adoption 
and her report will be published by CARE (Campaign for the 
Care of Deprived Children). 

Although the study was on a limited scale the report suggests 
that the standard of adoption practice in some agencies could 
be improved : 

1. Counselling services for applicant adopters appear to be 
rather limited before the decision to adopt is taken, in prepara
tion for adoptive parenthood and in post-placement supervision. 

2. The assessment procedure leading to selection in some 
instances did not appear to be more than superficial. 

3. It sometimes appeared as if there was a casual approach 
to the arrangements for handing over the baby to his new 
parents. 

4. The best possible use is not being made of the present 
six-month probationary and supervisory period and social 
workers did not see it as their role to use this period in the 
more positive way of helping the adopters to integrate the baby 
into their family. 

The following factors might contribute to the adoption 
practice observed: 

1. There is a shortage of adequately trained staff. It would 
appear that some societies do not employ a sufficient number of 
qualified social workers to carry out any sort of in-depth 
adoption work. In many instances this could be due to financial 
difficulties, many of the societies being financed mainly by 
voluntary contributions. The adoption societies are carrying out 
a most delicate and responsible task in placing some of our 
disadvantaged children in alternative homes and shortage of 
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funds should not be allowed to detract from the quality of this 
service. 

2. Adoption work is a secondary function of some organisa
tions, e.g. local authority adoption societies. The social workers 
are not primarily specialising in adoption but must fit this in 
with their other duties. This will, of course, have certain 
advantages in that adoption can be seen as part of the much 
wider general child care service. It can mean, however, that the 
adoption work may be left aside when there is more pressing 
work on hand. 

3. There is a lack of appreciation by some adoption workers 
of the need for improved adoption practice. 

4. Whilst the Adoption Board may make recommendations 
to the adoption societies and has, in fact, done so, it has no 
power under the Act to enforce these recommendations. There 
are some inadequacies in adoption records as instanced by the 
fact that there is no information about third party adoptions,. 
a method of adoption which has been continually questioned 
by social workers in the field. 

5. The fact that so many of the adoption societies have such 
a limited sphere of activity (in 1968, for instance, 11 of the 21 
registered societies had made under 25 placements apiece) must 
create problems, particularly in placing babies with special 
needs, as there is unlikely to be a sufficient choice of suitable 
homes. There is some transfer of babies among the societies 
but arrangements appear to be haphazard. Perhaps some 
regional grouping or reorganisation of the smaller agencies 
might be of assistance. 

In conclusion, Miss Darling recommends that further 
research into the adoption of children in Ireland such as that 
carried out by the Hurst and Hougbton Committees in Britain, 
in 1954 and 1972 respectively should be undertaken in this 
country. An immense amount of excellent and loving work is 
undertaken, by people often working in a voluntary capacity, 
in the adoption of children in Ireland. There does appear to be 
a degree of disquiet, however, that more professional workers. 
are not available to undertake the supervision of adoption. 
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COELIAC DISEASE AND SCillZOPHRENIA 

Hospitalisation for both coeliac disease and schizophrenia is 
about three times more common in the Republic of Ireland than 
in England and Wales. It has been suggested that in a proportion 
of patients diagnosed as having schizophrenia the symptoms are 
caused by coeliac disease. 1 2 The Director is undertaking a 
study to find out whether coeliac disease is responsible for a 
significant proportion of patients with schizophrenia at St. 
Brigjd's Hospital, Ballinasloe, in collaboration with Dr. Liam 
Hanniffy of St. Brigid's Hospital, Ballinasloe, and Dr. C. F. 
McCarthy and Dr. Fiona Stevens of the Regional Hospital, 
Galway, and Dr. Seamus Cahalane of The Children's Hospital, 
Temple Street, Dublin. This study has been undertaken in the 
following manner. The blood folate of patients with schizo
phrenia was estimated and those with a low blood folate were 
investigated intensively. Approximately 10% of patients had 
such low blood folates that the possibility that they were suffer
ing from coeliac disease had to be further investigated because 
if they had coeliac disease they would probably be greatly 
helped by an appropriate diet. With their relatives' permission, 
a small intestinal biopsy in these patients is being undertaken 
at the Regional Hospital in Galway. 

This study may well show that there is no correlation between 
coeliac disease and schizophrenia. It must be remembered that 
a study that shows that a theory is not correct may be as 
important as one confirming jt. 
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AIR POLLUTION, LMNG STANDARDS AND 
RESPIRATORY DISEASE IN CHILDREN 

The Director was invited to attend a series of meetings by 
the Environment Research Division of the EEC to consider a 
proposal that Ireland should participate in the environmental 
research programme of the European Community. 

The study proposed was an epidemiological survey of the 
relationship between air pollution, the standard of living and 
respiratory disease in children. It is proposed that in Ireland 
the study would take place in three areas, central Dublin and 
central Cork, which by Irish standards are areas of air pollution, 
and a rural area in Galway where there is very little air pollution. 
Approximately 1 ,500 children would be studied, between the 
ages of 7 and 11, in each of the three areas. The study would 
proceed by means of an agreed questionnaire, which has been 
prepared in co-operation with the epidemiologists taking part 
in the study from the EEC countries, and by physical examina
tion undertaken by doctors and social workers. The physical 
examination will be standardised for all the countries taking 
part in the study and will include height, weight and measure
ments of peak respiratory flow rate. In the three areas under 
study air pollution will be monitored. 

If the study proceeds it will take three years and will be 
largely financed by the EEC. It will enable us to undertake an 
investigation not only of the air pollution factors responsible 
for respiratory diseases in children but also of such possible 
factors as poverty, the level of nutrition, overcrowding of homes 
and other environmental factors. In this way it would be a 
major contribution by the Board into the study of the factors 
affecting the health of children among the less privileged 
members of our society. 
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EFFICIENCY OF DELIVERY OF CARE IN AN AREA 
PSYClllATRIC SERVICE 

The Board is considering a study under the supervision of 
Dr. Thomas Fahy of St. Loman's Hospital, Dublin, to find out 
whether our psychiatric services at the hospital are efficient. 
The study is intended to discover if intensity of care is deter
mined by the patient's needs or by a range of non-clinical 
factors such as the patient's ability to seek and obtain care. 
In this study questions will be directed to find what kind of 
patients take up most of the time and whether time spent on 
these patients is time well spent. It is proposed to: 

1. Identify the kind of patient who receives most care. 

2. Find out why some patients receive more care than 
others. 

3. Investigate the relationship between the intensity of 
care and readmission to hospital during the period of 
the study. 

The study will include all adult patients admitted in one year 
and will measure the intensity of care on all admissions for 
one year following discharge using out-patient departments, 
contacts, community nurse visits and additional items of 
service provided. All the admissions will be recorded. It is hoped 
in this way to obtain a reasonably accurate picture, a clinical 
and social profile, of the kind of patient who takes up most 
time and money; and the relationship between intensity of care 
and readmission to hospital can be similarly determined. 

The study will be undertaken under Dr. Fahy's supervision 
by Dr. Petrina Keane, M.B., M.R.C.Psych., D.P.M., who will 
supervise the fieldwork and will be assisted by seven com
munity nurses. For the study Dr. Keane will be seconded to the 
Board by the Eastern Health Board. The study will take three 
years and the major cost of the study will be covered by the 
Eastern Health Board. 
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MULTIPLE SCLEROSIS 

In last year's Annual Report we described the study which is 
being undertaken by the Director to find the hospitalised 
prevalence of multiple sclerosis among immigrants to England 
from areas of the world where multiple sclerosis is common 
(high prevalence areas such as Ireland and Europe), and areas 
of the world where it is uncommon, (low prevalence areas such 
as Africa, Asia and the West Indies). Seventy per cent of the 
I · l million immigrants from low prevalence areas, new common
wealth immigrants, have settled in Greater London and in the 
West Midlands. Fifty per cent of the 685,000 Irish immigrants 
in England and Wales are in these two areas. There are also 
certain towns such as Leicester and Bradford which have more 
than 10% of immigrants from low prevalence countries. The 
ptesent study is a direct successor to studies undertaken by the 
Director in South Africa from 1947 on. The risk of multiple 
sclerosis there was high among immigrants from Ireland and 
Europe but low among the white South African-born. Those 
who immigrated to South Africa below the age of 15 also had 
a low risk of developing the disease. 

The research committees of all the London teaching hospitals 
gave permission to study their multiple sclerosis (MS) patients' 
case records and, as a control for the MS patients, the records 
of those who had been admitted with another neurological 
disease, motor neurone disease. Over 7,000 MS folders have 
now been studied at the London hospitals, 2,500 in the West 
Midlands and a further 500 in Bradford and Leicester, making 
over 10,000 in all. There was little duplica tion and these folders 
represented over 9,000 patients. Both in the Greater London 
area and in the West Midlands the Hospital Activity Analysis 
Scheme was utilised to trace patients particularly those at non
teaching hospitals and where there was no diagnostic index. 
Fortunately, all the teaching hospitals kept very good diagnostic 
indices. Throughout this study there has been excellent co
operation with the neurologists at the hospitals concerned and 
with the MS patients' general practitioners. In many cases it 
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was not clear from the patients' records whether or not they 
had been born in an overseas country and when this occurred 
the patient's general practitioner has usually been able to 
clarify the position. 

The information about the MS patients has been collected 
on cards and is now in the process of being punched and coded 
by the computer centre at University College, Dublin, so that 
the necessary tables can be prepared. In order to calculate the 
rates for MS by sex, age, place of residence and birth-place, the 
Office of Population Censuses and Surveys, Titchfield, has 
provided tables showing the populations at risk in 1966 and 
1971 by sex, age, place of residence and birthplace, for the 
county of Greater London, the West Midlands conurbation, 
Bradford and Leicester. In addition, we shall have a further 
group based on the counties that immediately surround 
Greater London. 

We have also been provided with details of patients who died 
in England and were born in low prevalence parts of the world 
and on whose death certificates multiple sclerosis was men
tioned. In the United Kingdom, though not in Ireland, birth
place is recorded on the death certificate. 1 

The completed study will make it possible to compare 
hospitalisation rates of MS patients in the areas of residence 
under study for the United Kingdom-born, immigrants from 
Ireland and Europe, and immigrants from low prevalence areas. 
In this way it will be possible to compare the risk of developing 
multiple sclerosis between those who were born in England, 
those who were born in Ireland and Europe and those born in 
other countries, particularly in the low prevalence areas of the 
world. Inter alia we will then have for the first time the hospital
isation rate for multiple sclerosis of Irish immigrants to England. 
We do not yet have information about MS prevalence in Ireland 
although the rates in Ireland are likely to be very much the 
same as those among the Irish immigrants if the findings for 
English immigrants to South Africa in comparison with those 
who remained in England provide a valid analogy. It is possible 
that the risk of developing multiple sclerosis among the Irish 
may be higher than among the United Kingdom-born as 
high rates were found by Allison and Millar in the study of 
multiple sclerosis in Northern Ireland. 2 Over 250 Irish immi
grants in England with probable MS have so far been found in 
the present study. 
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As was pointed out last year multiple sclerosis research is an 
outstanding example of international co-operation in research 
and of the ability of lay societies, in this case the Multiple 
Sclerosis Societies, to foster, encourage and finance research. 
The present study on immigrants in England is supported by the 
Multiple Sclerosis Society of Great Britain and Northern 
Ireland. The Director of the Medico-Social Research Board is 
Founder-President of the South African Multiple Sclerosis 
Society; and the research in South Africa from 1947 to 1968 
was largely supported by the National Multiple Sclerosis 
Society (New York) and the South African Society. We have 
recently been approached by the Multiple Sclerosis Society of 
Canada with an offer of funds to train and support Canadian 
students in multiple sc1erosis research during their summer 
vacation. Two suitable Canadian students already resident in 
Dublin will be attached to the Board and will undertake a study 
of the epidemiology of MS in Ireland in co-operation with the 
Multiple Sclerosis Society of Ireland and with the help of the 
Irish hospitals and physicians. 

R~f~r~nces 

I. Adelstein, A. Private communication. 
2. MJ11ar, J. H. D. and Allison, R. S., Multiple Sclerosis, A Disease Acquir~d in 

Childhood. Chas. C. Thomas, Publisher, 1971. 
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CONCLUSION 

Our Annual Report is in no way fuUy comprehensive of our 
research projects but it attempts to give an informative outline 
of studies completed, in progress and projected. There is a 
dearth in Ireland of men and women who are both suitably 
trained and willing to undertake medico~social research directed 
towards the country's major health problems. There is a number 
of reasons for this. The salary and career structure for those in 
research does not compare favourably with what is available to 
doctors in clinical practice. A particular type of curiosity is 
needed for research and so is adequate training. 

The Board hopes to recruit a small number of young doctors 
who are research~minded with a view to facilitating their 
training in the medico~social field. Dr. Peadar Kirke was the 
first doctor recruited in this way by the Board, and he is at 
present taking the two year course in social medicine leading 
to the M.Sc. degree at the London School of Hygiene and 
Tropical Medicine. The first year of the course is full~time at 
the London School of Hygiene. In his second year Dr. Kirke 
will undertake a research project of his own choice. He is 
particularly interested in undertaking a study of the various 
risk factors affecting babies born in Ireland. He will complete 
his first report at the end of a year but the study may well then 
become an ongoing one. This will be a study similar in some 
ways to that undertaken by Professor NeviUe Butler in England 
but on a smaller scale. The different Irish sociological back~ 
ground will make the study of particular interest, for instance, 
the average age of mothers is older and we have on average 
larger families in Ireland than in England and Wales. 

In 1974 another doctor will be appointed to work for the 
Board for a year and will then, we hope, also take a higher 
degree course in social or community medicine. 

In order to encourage interest in epidemiological research the 
Board offers grants to students to work with us on our various 
research projects or on a small project of their own during the 
summer vacation. 
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Despite its small number of senior staff and its limited funds 
the Board, as can be seen in this report, is undertaking a number 
of research projects on both the functioning of our health 
services in Ireland and major medico-social problems. Neverthe
less we are at a critical stage in our development where we are 
in need of a better career structure for medico-social research 
workers. The senior staff we hope to recruit will not necessarily 
be doctors; sociologists, economists, and statisticians also have 
a major contribution to make to medico-social research. 

During the year the Board has been considering what future 
research should be undertaken in, say, the next five years. 
Obviously we must not undertake too many projects and many 
of those that we are undertaking are likely to take three or four 
years for completion. 

It may be of interest to list some of tl:e new research projects 
that are being considered by members of the Board and by the 
Director and his staff. 

1. Study of hospital out-patients. We are considering a pilot 
out-patient study to start next year. 

2. A study of the medical and social aspects affecting 
admissions to hospital, perhaps by analysing daily admissions 
at a regional hospital over a three-month period. This is a study 
that might be undertaken at Limerick Regional Hospital. 

3. That we should move into the area of primary health care 
at general practitioner level. Who sees what doctor for what 
reasons? Such a study could perhaps be undertaken with the 
co-operation of the College of General Practitioners. 

4. That the Board should have closer responsibility for the 
study of death certificates. This is a matter of great interest to 
the Board and its Director. 

5. Investigation into industrial diseases in Ireland, for 
instance lead and zinc mining and ill effects from petro
chemicals. 

6. A study on the environmental factors affecting the health 
of babies. (fhis is the study that will be of special interest to 
Dr. Peadar Kirke and which he may undertake when he has 
completed the first year of his course at the London School of 
Hygiene.) 
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7. Further analysis by a statistician, perhaps Dr. Harrison, 
of information in the Hospital In-Patient Enquiry. 

8. That education of those involved in our studies should 
play a larger part in our research process, for example, a 
research survey type of study on the functioning of a Dublin 
hospital, involving the medical staff, nurses, general practi
tioners who send patients to the hospital and the patients. 

9. Concentration on problems caused by alcoholism and 
drinking behaviour; that we compare the attitudes towards 
drinking of the Jewish Population in Ireland, or in Dublin, 
with the Irish attitudes. 

10. Family planning in Ireland and its relation to social class 
and poverty. 

11. Further research on poverty using the St. Vincent de Paul 
Society, Home Assistance officers etc. as sources of information. 

12. That the most important work the Board could undertake 
would be the evaluation of the economic usage of our resources 
(a) in hospitals, (b) by the activities of doctors outside hospital, 
(c) at paramedical level. 

13. That we should carry our research a stage further into 
not only what is happening but why it is happening, that is, 
more sociological studies. 

14. Studies on dental care and the prevention of caries. 

15. Studies on the reasons for juvenile delinquency in Ireland. 

16. Marriage of cousins in Ireland and the effect on the 
offspring. 

17. A study on the Irish itinerants and how they can best be 
helped. 

18. A study to see why the good verbal ability of the Irish is 
associated with a relative lack of practical ability and whether 
the statement that the Irish have a lower IQ than that reported 
for a similar social class in England is true, and if so, the 
reasons for this. 
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19. A study on the care of the blind in Ireland. 

20. That we should concentrate on evaluating (and perhaps 
developing) methods of health education, i.e. that we should 
seek to apply fruitfully what is already known. 

It is not possible to undertake all the projects suggested, at 
any rate immediately, but these and other proposals will be 
considered by the Board. The Board will continue to develop 
its research policy in close consultation with the Minister and 
Secretary for Health and with the Department of Health in 
collaboration with the Medical Research Council, the univer
sities, the Irish Medical Association, the Medical Union and 
the State Boards. The primary aim will be to improve the 
quality of health in Ireland, firstly, by obtaining accurate 
information about the medico-social factors affecting health in 
Ireland and, secondly, by studying what steps should and can 
be taken to improve health. 

Finally, what is the Director's overall view? He considers, 
to quote Virchow the great pathologist, that "Medicine is a 
social science and politics nothing else but medicine on a large 
scale". Most of the medico-sodal problems of today are 
problems caused by our way of life and the damage we do to 
our own environment. Perhaps we are spending too much of 
our wealth on the treatment of disease, particularly in hospital 
and we could use our efforts with much greater benefit in the 
preventive field. Such a change will depend on education of the 
medical and allied professions and of the public and on corre
sponding changes in Government policy. This education may 
be the chief function of the community physician. Much is 
already known about the factors affecting health and yet we 
have done little to remedy them that has been successful. For 
instance, we know that two major diseases of these islands, lung 
cancer and bronchitis, are mainly caused by cigarette smoking 
and yet cigarette consumption increases yearly. We know, too, 
that cigarette smoking, lack of exercise and over-eating con
tribute to our high morbidity and mortality from heart attacks. 
Although strokes are often caused by raised blood pressure 
which is controllable, only a small proportion of those with 
high blood pressure are detected and even fewer have adequate 
treatment. Excessive intake of alcohol is a major cause of much 
illhealth and unhappiness in Ireland. Nevertheless, we are at 
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least becoming increasingly aware of how we should change our 
way of life if we are to be a healthy society, even though action 
is sadly lacking. 

We are still orientated in the main towards treating estab
lished disease rather than towards developing a positive policy 
towards health. Perhaps doctors should be paid only when their 
patients are well and not when they are sick! We lack the 
crusading spirit that is perhaps necessary to bring about major 
changes in our way of life. Research wiU continue to be very 
necessary to monitor the changes that take place and to demon
strate the benefits that result. A good example of this is the fall 
in the mortality from lung cancer and heart attacks that has 
occurred among doctors who, by and large, have given up 
cigarette smoking. 

Perhaps our future lies in our regaining a balance between 
our own species and other forms of animal and vegetable life 
and the limited resources of our planet. This balance has been 
seriously upset by the rapid increase in technological knowledge, 
by increased food supply and by improvements in sanitation and 
hygiene and the use of modern drugs and pesticides. We cannot 
go back to the old days when half or more of the children in 
each generation died before the age of five. Since the famine, 
however, the population of Ireland has not risen because of 
emigration-often as many as 50% of each generation-a 
high celibacy rate, and late marriage of those who do marry. 
Since 1961 there has been a big fall in net emigration which, 
combined with a higher marriage rate and earlier marriage, has 
resulted in a 50% increase in marriages in the last 12 years. 
This, in turn, means a considerable fall in the average age of 
maternity. If we are to maintain a balance in the future between 
ourselves and our environment some form of family planning 
will be necessary and we will have to consume less. 
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