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1 

INTRODUCflON 

ln April, 1965, Mr. Sean McEntee, the Minister for Health, 
established the Medico-Social Research Board by Statutory Order 
and invited Professor Patrick Lynch of the Department of Political 
Economy, University Colle!>e, Dublin, to be the first Chairman. The 
Board began its function in January, 1966 when Mr. Donogh 
O'Malley was the Minister for Health. 

Six years later with the Board an established research institute, 
members of the Board have had to accept with great regret Professor 
Lynch's resignation as Chairman owing to the pressure of other 
commitments. Professor Thomas Murpby, who has been a member 
of the Board since its inception, has been appointed by the Tanaiste 
and Minister for Health, Mr. Erskine Childers, as our new 
Chairman. The Director has asked the Board to express his personal 
thanks to Professor Lynch who was the main inspiration in his 
decision to accept the post as Director of the Board and who has 
been his personal guide, philosopher and friend since the Board 
commenced its research activities in a single room in Merrion 
Square in October, 1968. The Minister appoirted Professor Michael 
MacCormac as a new member of the Board following Professor 
Lynch's resignation. 

In the address given by Mr. Donogh O'Malley, T.D., Minister for 
Health, on the occasion of the inaugural meeting of the Medico
Social Research Board on the 11th January, 1966, be said: " I regard 
the establishment of the Medico-Social Research Board as a 
development of considerable significance to our health services and 
to the improvement of the health of the people. In the past, the 
energies of health administrations were concentrated on dealing 
with serious, clearly defined health problems, particularly in the 
field of infectious diseases and with making good the major de
ficiencies in our hospital services. These were obvious problems and 
their solution was urgent. The need for apparent and urgent action 
left little time for long-range research. With the dramatic decline in 
the incidence of infectious diseases and the considerable improve
ment which has been made in our hospital establishment, however, 
the character of our problem has changed and there are new 
priorities. We need to know more about these problems if we are to 
devise the best solutions for them. It will be the function of the 
Board, by the application of objective scientific study, to provide 
the basic information on which sound policy may be developed for 
the betterment of the health of the community. The great advances 
achieved by medical science in recent times have, unavoidably, been 
accompanied by very great increases in the costs of medical treat
ment and in the capital outlay needed to provide new facilities. ln 
this situation we must do all we can to ensure that future develop
ments are related not only to the situation that actually exists but, 
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as well, take full account of the trends which may produce new 
situations in a relatively short time." 

The system providing health services in Ireland lies roughly half 
way between the system in the United States of America and the 
British system. It is a mixture of state medicine and private medicine. 
The lower income group, comprising approximately 30 per cent 
of the population, is entitled to all medical services free of charge. 
The middle income group, which comprises approximately a further 
55 per cent of the population, is entitled to hospital and specialist 
services free or at a very small charge. The remainder of the popula
tion have to pay for medical treatment but may elect to cover 
hospitalisation costs by mean .. of a State sponsored insurance 
scheme. This scheme is run on a commercial but non-profit making 
basis. 

The first priority in medico-social research is accurate information 
about births, morbidity and deaths. With th.is priority in mind the 
Medico-Social Research Board has undertaken a study to find out 
how complete is certification of births and deaths in Ireland. 

After births and deaths the next most clearcut epidemiological 
information that we are able to obtain is about patients admitted to 
the general and psychiatric hospitals. The biggest and most costly 
part of the research undertaken by the Medico-Social Research 
Board is the information we collect about each patient admitted to 
the general hospitals in the Hospital In-Patient Enquiry Scheme. 
This scheme is under the supervision of Mr. John O'Gorman, the 
Secretary of the Board. Information about the patients admitted to 
the psychiatric hospitals, the psychiatric study, is under the super
vision of Dr. Dermot Walsh, who is advised by a special committee 
of psychiatrists. 

The Medico-Social Research Board ensures that the personal 
information it receives regarding patients is treated in the strictest 
confidence. Information about individual patients is restricted to 
the patient's doctor and to the hospital where treatment is conducted. 
At the national level only general statistics are made available. The 
Medico-Social Research Board is providing a confidential statistical 
service to hospitals and for this purpose may be regarded as an 
extension of the medical records departments of hosp'tals. 

Hospitalisation rates do not necessarily indicate the rate of 
sickness in the community and we are now reaching the stage in the 
work of the Board when we are moving out from the hospitals into 
the community. To begin with, we are starting a study based on case 
registers of all patients who have had psychiatric care, in-patient or 
out-patient, in Counties Carlow and South Kildare, Westmeath, 
and Roscommon. 

Ireland has a high proportion of dependent people in its popula
tion, children and the aged. During the year a sub-committee held 
a number of meetings to consider whether or not we should carry 
out a national birth survey similar to that which has already been 
undertaken in England and we had the advice of Professor Neville 
Butler on this subject. It was finally decided not to undertake a 
perinatal study in I reland at this time, although the matter may be 
raised again later. 
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The care of the aged, both io County Homes and in the com
munity, is a matter of extreme importance to our society, aod the 
Reverend Professor E. Dougan, Professor of Political Science and 
Sociology, University College, Galway, is in charge of a study 
for the Board on the care of the aged in Counties Carlow, Roscom
mon and Galway. 

According to the latest available figures 27·5 per cent of all men 
in our society over the age of 20 die from heart attacks and it is an 
increasingly common cause of death in men and women in the 
prime of their life. After heart attacks and cancer, strokes are one 
of the commonest causes of illnesses and death. We are already 
undertaking a most successful heart attack study, in co-operation 
with WHO, in an area of South Dublin-the Ischaemic Heart 
Disease Register. We register all patients who have Ischemic heart 
attacks under the age of 65. We are now about to start a similar 
study in collaboration with WHO, in the same area on all patients 
who have strokes. 

The Board continues its interest in the abuse of drugs-alcohol, 
cigarettes, sedatives and the drugs taken by "the drug sub-culture", 
marijuana, LSD, etc. We arc involved as part of the Anglo/Irish 
Committee in a major cross-cultural study on the cultural approach 
to alcohol in Ireland and in England and we are investigating the 
possibility of a similar study with the National Institute of Alcohol 
Abuse and Alcoholism (NIAAA), Washington, between the [rish 
in Irelalld and those of Irish origin in the United States. We have 
already published, in co-ope1ation with the Irish Cancer Society 
and the College of General Practitioners, a report on drug-taking 
among Dublin post-primary schoolchildren and we ue now carrying 
out a similar study, using the questionnaires that have been obtained 
by the Irish Cancer Society, among secondary schoolchildren outside 
of Dublin. 

During the year the Director made a special study of why the 
Irish have so many twins. This study throws considerable light oo 
tbe changing pattern of marriage and family size in Ireland. 

In Ireland where the finance available for research is strictly 
limited the Board considers that its research should in the main be 
orientated towards solving the medico-social problems of the 
country and has, since its inception, acted on this principle. This 
does not mean that the special research interests of research workers 
are ignored. The Director, for iPstance, has had particular interest 
in contributing to the solution of the problem of multiple sclerosis 
since 1947 and the Board approves that he should continue with this 
interest. 
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2 

BIRTHS AND DEATHS 

Not alJ deaths in Ireland are medically certified. The number of 
deaths that are registered but not medically certified has dropped 
very greatly between 1948 and 1968 (Table 1}, but nevertbelcss in 
Connaught in 1968 4·9 per cent of deaths were registered without 
being medically certified. In Co. Leitrim 8·7 per cent of deaths and 
in Co. Mayo 7 per cent were registered and not certified. 

The Board, in co-operation with the Registrar of Births and 
Deaths and his staff, have completed an enquiry to find out what 
proportion of Irish residents in Western Ireland who are buried 
have been medically certified, what proportion have been registered 
only and what proportion have been neither certified nor registered. 
This study has been undertaken in a 10 per cent sample of parishes 
in Western Ireland, excluding Galway and Limerick cities, and the 
clergy of 21 parishes provided lists of those they had buried. In the 
21 parishes 86·3 per cent of the 1,421 deaths within the State between 
1965 and 1969 had been certified, 6·2 per cent had been registered 
only but not medically certified and 7·5 per cent had been neither 
certified nor registered. 1 

Only a small proportion of deaths in Dublin and in the East of 
Ireland are registered on.ly and not medically certified and it appears 
very probable that few deaths in Dublin and in the East of Ireland 
are buried without being registered. If 7! per cent of deaths in the 
West of Ireland are not registered at all this would account for some 
of the better expectation of life, or lower age-standardised death 
rates, which are reported in the West of Ireland (Diagram 1 ). In 
Counties Mayo and Leitrim, two counties with the lowest age
standardised death rates, 8·1 per cent of deaths in the study were not 
registered. A high proportion of the deaths in the West of Ireland 
that are registered only and not certified are over the age of 80-79 
per cent, compared with 52 per cent who were not registered at all 
and 35 per cent of those who were medically certified. 

The same clergy also provided lists of the babies they had baptised 
between 1965 and 1969. The registration of babies that survived to 
be bapt ised by the priest was very much better than the registration 
of deaths and 98·2 per cent of the 1,797 births of those who were 
born and survived between 1965 and 1969 had had their births 
registered. The notification of stillborn infants or those that die 
shortly after birth would not appear to be so satisfactory. The 
much more satisfactory registration of births than deaths may well 
be due to the greater use now-a-days of birth certificates for a wide 
variety of purposes, such as claims for children's allowances, 
admissions to schools, passports, etc. 

Registration of deaths, however, is clearly still far from satis
factory in the West, where there is under-registration which is oot 
subsequently offset by late registration. A solution which has been 
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IU1 ut:otlDY n:gJsterecl aDd deatbs not certlfted by prorince and by county, 1948, 1958, 1968 -
Total deaths registered 

Registered deaths not certified by a doctor 

1948 1958 1968 
1948 1958 1968 

Number % Number % Number % 

Leinster .. . . . . 15,245 14,507 14,391 709 4·7 295 2·0 106 0·7 
Munster .. . . . . 11,508 10,958 10,810 1,163 10·1 708 6·5 173 1-6 
Connacht .. . . . . 6,241 5,692 5,194 1,544 24·7 929 16·3 252 4·9 
Ulster .. . . . . 3,363 3,092 2,762 639 19·0 339 11·0 88 3·2 

Carlow .. .. 427 410 380 48 11·2 23 5-6 - -
Dublin County Borough .. 1,448• 5,440 5,557 3 0 ·2 13 0·2 7 0·1 
Dun Laoghaire Borough .. 527 627 - - - - - -
Dublin County (remainder) .. 5,622• 1,057 1,236 80 1-4 - - I 0·1 
Kildare .. . . . . 745 688 650 21 2-8 20 2-9 8 1-2 
Kilkenny .. . . . . 839 789 764 63 7·5 18 2·3 2 0·3 
Laois .. . . . . 632 573 516 71 11·2 25 4-4 12 2-3 
Longford .. . . . . 433 467 41 8 74 17·1 65 13-9 16 H 
Louth .. .. . . . . 856 772 697 34 4·0 8 1·0 1 0·1 
Meath .. . . . . 853 767 705 64 7·5 23 3·0 13 1·8 
Offaly .. .. . . . . 690 580 559 82 11 ·9 45 7-8 16 2·9 
Westmeath .. . . . . 714 663 575 62 8·7 29 4-4 17 3·0 
Wexford .. .. .. 1,251 1,085 1,015 81 6·5 19 1·8 11 1·1 
Wicklow .. 735 689 692 26 3·5 7 1·0 2 0·3 
Cork County Borough .. 1,008 1,041 1,371 2 0·2 1 0·1 3 0·2 
Cork County .. . . 3,329 3,220 2,788 313 9-4 167 5·2 21 0·8 
Clare .. .. . . . . 1,048 939 970 169 16-1 108 11·5 23 2·4 
Kerry . . . . . . 1,605 1,464 1,588 350 21·8 247 16·9 84 5·3 
Limerick County Borough 521 513 574 4 0·8 10 1·9 - -
Limerick County . . . . 1, 188 1,118 1,087 123 10·3 78 7·0 19 1·7 
Tipperary North Riding .. 735 763 680 76 10·3 46 6·0 9 1·3 
Tipperary South Riding .. 1,054 1,008 852 74 7·0 31 3·1 10 1·2 
Waterford County Borough 375 322 369 2 0·5 - - - -
Waterford County .. . . 645 569 531 50 7·8 20 3·5 4 0·8 
Galway .. . . . . 1,956 1,822 1,760 460 23·5 255 14·0 67 3-8 
Leitrim .. . . . . 546 610 446 157 28·8 120 19·7 39 8·7 
Mayo . . .. 1,939 1,679 1,486 506 26·1 341 20·3 104 7·0 
Roscommon .. .. . . 918 814 799 257 28·0 122 15·0 28 3·5 
Sligo .. .. . . . . 882 767 703 164 18·6 91 11·9 14 2·0 
Cavan .. . . . . 892 894 780 155 17-4 84 9-4 22 2·8 
Donegal .. . . . . 1,772 1,563 1,403 402 22·7 221 14·1 63 4·5 
Monaghan .. . . .. 699 635 579 82 11·7 34 5·4 3 0·5 

Republic of Ireland .. .. 36,357 34,248 33,157 4,055 11 ·2 2,271 6·6 619 1·9 

• In 1948 the numbers for Dublin were divided into two groups Dublin City and D ublin County. 



DIAGRAM 1 

Standardised deatb rates (per 1,000 population) from all aases l968 
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From a report on vital statistics 1968 compiled by the Central Statistics Office. 

found to be very effective in Northern Ireland and Great Britain is 
to forbid undertakers to proceed with the burial unless they have 
been presented with a burial certificate from the local Registrar of 
Deaths. The Registrar would require either a medical certificate of 
the cause of death or be satisfied that the coroner had been notified 
of the death and had indicated that the burial could proceed. 
Making greater use of coroners would involve more work for 
general practitioners or, alternatively, developing pathological 
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facilities to deal with the increased caseload. It is, however, of the 
utmost importance, if we are to make comparisons of the causes of 
death between different parts of Ireland and comparisons between 
Ireland and the other countries, that we should achieve a high 
standard of certification of the cause of death. Autopsy examination 
should be encouraged when there is any doubt about the cause of 
death. 

A study of the causes of death in the Republic of Ireland in 
comparison with Great Britain and other countries can shed great 
light on the underlying causes of a number of diseases. I t is now 
possible to compare the pattern of death among the Irish in Ireland 
with l rish immigrants to Great Rritain because since 1968 birthplace 
has been included on the death certificate in the United Kingdom. 
A preliminary study of the causes of death of Irish immigrants to 
England and Wales compared with the Irish in Ireland shows that 
death from tuberculosis among the immigrants is twice as high as 
among the United Kingdom-born. Deaths from accidents are 
considerably h igher but from suicide a little lower than among the 
England-bom. Deaths from cancer of tl:>e mouth and of the 
oesophagus are significantly higher than they are in England. These 
are two cancers which are associated with smoking and alcohol 
consumption. A detailed comparison of the pattern of death in 
Ireland compared with that of the Irish immigrants in the United 
Kingdom and the United Kingdom-born will be undertaken. 

A United Kingdom Commission on death certification and 
coroners, under the Chairmanship of Judge Broderick, presented 
their report in November, 1971. The Commission concluded that the 
main aim of public policy should be to ensure that the cause of every 
death is determined and recorded as accurately as possible and 
summarised: 

1. Before a doctor is allowed to certify the fact and cause of death 
for registration purposes, he must be a fully registered medical 
practitioner and have attended the deceased at least once during the 
seven days preceding death. 

2. The doctor's obligation is to inspect the body of the deceased 
and either send the certificate of the fact and cause of death to the 
Registrar of Deaths or report the death to the coroner. The Registrar 
of Deaths would give a certificate for burial or disposal of the body 
on receipt of either a doctor's medical certificate or permission from 
the coroner. 

3. Stillbirths should be registered and a special certificate should 
be introduced for use in a case of stillbirth and the death of children 
within 7 days of birth. If no doctor or midwife is present at the 
stillbirth, an alleged stillbirth should be reported to the coroner 
before permission is given for burial. 

Reference. 

1. Dean, G. & Mulvihill, C. J., The Registration of Births and Deaths in 
Ireland. Jour I.M.A. Mar 4, 1972, Vol. 65, No. 5. 
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3 

THE HOSPITAL IN-PATIENT ENQUIRY SCHEME 

The Hospital In-Patient Enquiry Scheme has as its function the 
collection of basic information about the patients admitted to all 
hospitals in the Republic of Ireland, excluding the maternity and 
psychiatric hospitals. Each hospital is asked to send discharge 
summaries for all its in-patients to the Medico-Social Research 
Board which arranges to have the coded data processed by computer 
and stored on magnetic tape from which it can be recalled for 
epidemiological research and for tht. production of local and national 
morbidity statistics and management information. The hospitals 
participate voluntarily in the scheme. The discharge summary in use 
at present is shown in Appendix I. The statistical information the 
Board produces at present consists of: 

1. A quarterly diagnostic index for each participating hospital 
and each participating consultant. 

2. A quarterly surgical index for each hospital. 

3. Five national statistical tables annually, these are: 

(a) The total number of discharges by diagnosis, sex and age, 
showing bed days and mean duration of stay. 

(b) The total number of discharges by diagnosis, sex and source 
of admission, showing mean waiting time. 

(c) The total number of discharges by diagnosis, sex and 
discharge code, showing mean duration of stay. 

(d) The total number of discharges by diagnosis, sex, marital 
status and broad age groupings, showing mean duration of 
stay. 

(e) The total number of discharges by diagnosis and sex for 
the eight Health Board areas showing bed days, mean 
duration of stay and discharges per million population. 

4. An annual analysis of the performance of each hospital 
compared with the national performance. (Appendix 2.) 

During 1971 the transfer of responsibility for health services from 
local authorities to the new Health Boards took place and the 
transition, with its understandable initial organisational problems, 
created difficulties for the promotion of the Hospital In-Patient 
Enquiry Scheme. A number of Health Boards had to defer considera
tion of the introduction of the scheme to their administrative areas 
pending the appointment of their programme managers, and we 
hope that this situation will be resolved as early as possible. Despite 
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this major difficulty, however, the programme of development set 
by the Board for 1971 was achieved and from 1st January, 1972, the 
following hospitals will be participating, some of them for the 
present on a partial basis. 

1. Adelaide, Dublin. 
2. Ardkcen, Waterford. 
3. Barringtons, Limerick. 
4. Boo Secours, Cork. 
5. City of Dublin Skin and Cancer Hospital. 
6. County Hospital, Roscommon. 
7. County Hospital, Tullamore. 
8. County Hospital, Wexford. 
9. Galway Regional. 

10. Jervis Street, Dublin. 
11. Limerick Regional. 
12. St. Columcille's, Loughlinstown, Dublin. 
13. Mater Misericordiae, Dublin. 
14. Meath, Dublin. 
15. Mercers, Dublin. 
16. Mercy, Cork. 
17. National Children's Hospital, Dublin . 
18. Our Lady's Hospital, Cashel. 
19. Our Lady's Hospital for Sick Children, Dublin. 
20. Our Lady of Lourdes, Drogheda. 
21. Peamouot, Dublin. 
22. Royal City of Dublin, Baggot Street, Dubl in. 
23. St. Laurence's, Dublin. 
24. St. Joseph's, Dantry. 
25. St. Joscph's, Temple Street, Dublin. 
26. St Finbarr's, Cork 
27. St. Luke's, Kilkenny. 
28. St. Luke's, Rathgar, Dublin. 
29. St. lames's, Dublin. 
30. St. Michael's, Dun Laoghaire. 
31. St. Nessam's, Croom, Limerick. 
32. St. John's, Limerick. 
33. Dr. Steeven's, Dublin. 
34. Sir Patrick Dun's, Dublin. 
35. St. Vincent's, Elm Park, Dublin. 
36. James ConnoUy Memorial Hospital, Dublin. 

At their present level of participation these hospitals represent a 
potential of 165,000 discharges per annum. 

Merlin Park Hospital, Galway, the remainder of Galway Regional 
15 



Hospital, County Hospital, Castlebar, County Hospital, Letter
kenny and the Royal Victoria Eye and Ear Hospital, Dublin, have 
accepted the Scheme in principle and are scheduled to participate 
from 1st Arril, 1972. 

The Hospital In-Patient Enquiry Scheme is still very much at the 
development stage and the Board welcomes constructive advice and 
criticism. During the year a number of very useful suggestions were 
received from hospitals. These will receive very careful consideration 
and as many of them as possible will be implemented when a general 
review of the system is carried out. Tile computer programmes for 
the Scheme are scheduled for rewriting in the later stages of 1972, and 
in 1973 when a changeover to a more advanced type of computer is 
being made and this would be the ideal time to consider any changes 
in the system which arc thought to be desirable. The Board will retain 
the existing format of the Scheme as far as possible until then. This 
will allow a reasonable trial period during which a consensus of 
opinion regarding changes can emerge. It will also help to avoid 
confusion in medical records departments of hospitals which are 
still mainly in the process of familiarising themselves with the 
operation of the scheme. 

Our promotional work, in fact, has disclosed that the medical 
records departments of some hospitals are understaffed, working 
with defective systems and able to supply only the minimum of basic 
information, and this background must be borne in mind when 
considering changes which might call for supply of more detailed 
information from hospitals. The identification of problems in 
medical records departments is, in fact, a valuable aspect of the 
Hospital In-Patient Enquiry Scheme and generally it is stimulating 
a new awareness of the value and importance of medical records 
which inevitably will help to improve their standard. 

Although the full potential of the Hospital In-Patient Enquiry 
Scheme cannot be exploited until national coverage is achieved, 
extremely valuable use of the information already collected can be 
made at local level. An interesting example of this is a study which 
is being conducted by Our Lady's Hospital for Sick Children, 
Dublin. The basis of the study is that in 1971 approximately 9,500 
in-patients were treated in the hospitals as compared with approxi
mately 6,000 in 1961. The number of beds available has remained 
static in the ten-yea1 period and the hospital authorities wish to 
quantify the reasons for this very considerable improvement in 
turnover. The hospital is arranging to submit patient data for 1961 
on the standard discharge summary used for the Hospital In-Patient 
Enquiry Scheme and the Medico-Social Research Board has agreed 
to produce diagnostic indices for 1961 and 1971 which should help 
to explain the splendid achievement of this hospital. The results of 
this study should be extremely interesting. 

In conclusion, we would once more like to express our thanks to 
our colleagues at the Scottish Home and Health Department, who 
with their usual generosity provided us with technical assistance 
during the year. We also wish to place on record our appreciation 
of the work of our computer colleagues in the Automatic Data 
Processing section of the Department of Finance, Dublin. 
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4 

THE WORLD HEALTH ORGANISATION (WHO) ISCHAEMIC 
HEART DISEASE REGIS~ DUBLIN 

The WHO Ischaemic Heart Disease Register is now in its third 
year. The Register has been very successful and the Department of 
Health bas been asked by WHO to continue supporting the Register 
for another two years. 

We are registering all patients under 65 years of age with suspected 
myocardial infarction from an area in South- east Dublin with a 
population of about 150,000. The 1971 census population for this 
area will not be available before the beginning of 1973. 

517 patients were admitted to the Register from 1/1/70 to 31/12/71 
-398 males, 119 females. The male to female ratio was, therefore, 
3:1. 

The rate of admission to the Register was on average 258 persons 
per year or 21· 5 per month. 

114 patients or 22·1 per cent did not have a possible or definite 
myocardial infarction. (Diagnostic criteria, Ischaemic Heart Disease 
Registers, Report of the Fifth Working Group, WHO Copenhagen 
April, 1971.) 

Table 2 shows the survival status of the 403 patients with definite 
and possible myocardial infarction admitted to the Register from 
1st January, 1970 to the 31st December, 1971. 

TABLE 2 

Alive Died 

Within Total 
28 days after onset 1 hour of 1-23 hours 1-6 days 7-28 days 

of attack onset after onset after onset after onset 

M~ 40 35• 10 13 307 
F .. 70 9 8• 8 1 96 

Total . . 279 49 43• 18 14 403 

The numbers marked * include I 1 patients that were seen alive 
and well the day before their death, but no history was available of 
the acute attack (8 male and 3 female). It is not, therefore, certain 
how long after the attack they died. 

Table 2 shows that 98 men (31·9 per cent) and 26 women (27·1 per 
cent), a total of 124 (30·8 per cent) did not survive the acute episode. 
(Any episode of suspected acute myocardial infarction is considered 
to continue as an acute episode for a period of 28 days after the time 
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of onset. Report of the Working Group on Ischaemic Heart Disease 
Registers WHO Copenhagen 12-14 May, 1969.) 

Of the 124 patients who clied 49 or 39·5 per cent clied within one 
hour of the onset of the attack. This number is probably higher, as 
the 11 patients with no available history, who were well the night 
before they were found dead from coronary thrombosis, could 
have clied suddenly. 

We have some preliminary data from the computer centre at 
Geneva based on 286 Irish patients with suspected myocardial 
infarction (Tables 3-6). 

TABLE 3 

Time elapsed betweeD onset and call to doctor or bospibll 

Time elapsed 
-----------------------------------Under 30 mins. 
30-59 mins. 
60-89 mins. 
90-119 mins. . . 
2 hrs.-2 hrs. 59 mins. 
3 hrs.- 3 hrs. 59 mins. 
4 hrs.-4 hrs. 59 mins. 
5 hrs.-5 hrs. 59 mins. 
6 hrs.-11 hrs. 59 mins. . . 
12 hrs.-23 hrs. 59 mins. . . 
1 day+ 

Percentage of patients 

22% 
20% 
9% 
5% 
8% 
5% 
5% 
2% 
8% 
8% 
7% 

The median time that elapsed between onset and call to doctor 
or hospital was 1 hr. 26 mins. That is, in half of the patients the time 
was less than 1 hr. 26 mins. and in half it was more than this. 

TABLE 4 

Time elapsed between oo.set and first medk:al examinatioo 

Under 30 mins. 
30-59 mins. 
60-89 mins. 
90-119 mins. . . 

Time elapsed 

2 hrs.-2 hrs. 59 mins. 
3 hrs.-3 hrs. 59 mins. 
4 hrs.-4 hrs. 59 mins. 
5 hrs.-5 hrs. 59 mins. 
6 hrs.- 11 hrs. 59 mins. . . 
12 hrs.-23 hrs. 59 mins. . . 
1 day+ 

I Percentage of patients 

12% 
12% 
14% 
9% 

12% 
5% 
5% 
4% 
9% 
9% 
8% 

The median time that elapsed between onset and first medical 
examination was 2 hrs. and 15 mins. 

18 



TABLES 

Frequency of symptoms in the 28 days preceding onset 

Symptoms Percentage of patients 

Angina Pectoris, fresh occurrence .. 
Exacerbation of pre-existing Angina Pectoris 
Discomfort in Chest 
Heaviness in Arm(s) 
Unusual tiredness 
Unusual breathlessness 
Palpitation 
Any of the above symptoms 

TABLE 6 

Frequency of previous medical history 

9% 12% 
9% 
1% 

11 % 
14% 
2% 

42% 

History Percentage of patients 

Confirmed M.l. 
Angina Pectoris 
Confirmed C.V.A. 
Intermittent claudication 
Confirmed Diabetes Mellitus 
Confirmed Hypertension 
Other cardiovascular disease 
Any of the above .. 

Average body weight 

Males 75·1 kg. Females 63-9 kg. 

Average height 

Males 173·0 cm Females 160-0 cm. 

26(; 
41 % 
3% 

15% 
3% 

29% ll % 
70% 

These preliminary results by themselves only give a general 
picture. The final report will include numerous tables and will show 
comparisons with other European countries. 

The purpose of the Register is to provide as much information as 
is reasonable and practical about the patients in the community 
under study who have had an Ischaemic heart attack. 
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5 

THE WORLD HEALTH ORGANISATION STROKE 
REGISTER, DUBLIN 

Because of the success of the WHO Ischaemic Heart Disease 
Register in Dublin WHO asked the Irish Government to take part 
in an international co-operative study into the various forms of stroke 
in the community. The Department of Health agreed and has asked 
the Board to undertake a Register of Strokes in Dublin. This 
Register will be undertaken under the supervision of Dr. Radic in 
the same population of Dublin south of the canal which is taking 
part in the Ischaemic Heart Disease Register. In this way, the two 
Registers can be run together using the same staff. We will be 
requesting the co-operation of the general practitioners in the same 
area of the city and the authorities of all the hospitals serving the 
area will be asked to assist with the Register. Details of patients with 
stroke will be collected at the hospitals during the same visits at 
which we coUect information about patients who have bad ischaemic 
heart attacks. It is proposed that all strokes should be registered, 
whatever the age of the patient, and whether the patient is admitted 
to hospital or not. For the Register to be a success we will require 
the continued enthusiastic co-operation and assistance of all the 
doctors serving the area, the consultants in the general and special 
hospitals, pathologists, coroners, the Central Statistics Office, etc. 

At present we have hardly any accurate information about the 
frequency of the different forms of stroke at different ages in our 
society, nor about the aetiological factors which are associated with 
them. It is known that hypertension is often associated with strokes, 
particularly with cerebral haemorrhage, and at a later stage a 
Hypertension Register may also be started in the same population. 

Deaths from "strokes", according to the death certificates, have 
increased from 2,907 for the years 1950-52 to 4,202 for the years 
1964-66, but during the same time deaths from "senility" have 
dropped from 4,436 to 1,462 which suggests that the increase is 
largely spurious. The Stroke Register will provide us for the first 
time with a reasonably accurate assessment of the frequency of the 
various forms of stroke and of the factors that are associated with 
them and also the treatment and rehabilitation that they receive. 
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6 

THE NATIONAL PSYCIDATRIC IN-PATIENT REPORTING 
SYSTEM 

The new record-linked in-patient psychiatric reporting system 
commenced with a census of all patients in Irish psychiatric hospitals, 
both Local Authority and private, on midnight of 31st March, 1971. 
Tbjs census forms the base line from which the new system will 
function by the addition of information concerning all subsequent 
admissions to psychiatric hospitals and all discharges from hospitals 
(or deaths in hospital). The new data sheets for the reporting system, 
which were designed with the help of an advisory body of psychi
atrists and data processing consultants, were introduced with the 
census. These new forms request basic demographic and medical 
data for statistical purposes and request a number of identifying 
items of information specific to each patient so that he can be 
identified with certainty on discharge from hospita.l (or death in 
hospital) or on readmission to any psychiatric hospital in the country. 
By this process of record linkage longitudinal studies of cohorts of 
patients hitherto impossible will now be feasible. 

The Board is highly appreciative of the co-operation given by all 
hospital authorities to the Reporting System. 

By 1st February, 1972, all but one large Local Authority psychia
tric hospital had sent their completed census forms to the Board. This 
hospital has had some staffing difficulties in the past but these have 
now been resolved and assurances have been given that the out
standing census forms will be completed and returned as soon as 
possible. Most of the delays in returning census forms have sprung 
from difficulties in applying diagnoses in accordance with the 
International Classification of Diseases for patients. The Board has 
written to all senior psychiatrists in hospitals pointing out to them 
the need for a standardised approach to diagnosis both for national 
purposes and for purposes of international comparison and has 
urged them to use the International Classification of Diseases 
exclusively. In addition, glossaries on its usage, prepared by the 
Ministry of Health of the United Kingdom, have been circulated to 
all senior psychiatrists in the country to assist them. 

In cases where information on forms returned to the Board is 
incomplete or obviously inaccurate the forms are returned to the 
hospital concerned requestiJ:g completion or amendment. 

Identifying items on all forms are coded prior to leaving the 
Medico-Social Research Board office for the computer department 
of the Eastern Health Board where the data are transferred to punch 
cards. At the moment all census returns, excepting those from the 
outstanding hospital, have been transferred in this way to punch 
cards. As soon as returns from the remaicing hospital are available 
the census data will be immediately processed and analysed. 

Since census day data on the regular admission and discharge 
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forms have been coming in satisfactorily. A few hospitals are 
dilatory about sending returns and some return inaccurate informa
tion. Considerable work has been done in contacting hospitals and 
trying to ensure that the information they return is complete and 
accurate. 

It is hoped shortly to extend the in-patient reporting system to 
include some psychiatric units in general hospitals which have 
recently commenced operation and to obtain returns from the 
Central Mental Hospital in Dundrum which, since the coming into 
force of the Health Act (1970), has come under the jurisdiction of the 
Eastern Health Board. 

7 

MENTAL HEALTH STATISTICS, 1965-1969 

Information on admissions to psychiatric hospitals for me five-year 
period 1965 to 1969 has now been processed and made available to 
the Board. Analysis of this information is proceeding and pre
liminary results have been published in a paper entitled "First 
Admissions to Irish Psychiatric Hospitals 1965-1969- Preliminary 
Findings". The findings of this paper indicate that first admissions to 
Irish psychiatric hospitals have continued to increase in number up 
to 1969. This increase, which is of the order of 25 per cent, has been 
for the most part of admissions to Local Authority hospitals of 
patients suffering from minor psychiatric illnesses such as neurosis, 
personality disorder and alcoholism. First admissions for the more 
serious psychiatric illnesses such as schizophrenia, manic depressive 
psychosis and organic psychosis have increased only slightly over a 
corresponding time period. 

A more detailed analysis of admissions and discharges from 
psychiatric hospitals during the five-year period is now under way 
and will be publisl-ed by the Board under the title of "Activities of 
Irish Psychiatric Hospitals 1965-1969". This report will deal in 
detail with first admissions, all admissions, discharges and deaths 
from the bospitals during these five years. More detailed information 
concerning the activities of individual 1-ospitals, not included in the 
report, will be supplied to the individual hospitals themselves. 
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8 

THE THREE-COUNTY CASE REGISTER STUDY 

Considerable work bas been done during the year in laying the 
groundwork for the Three-County Case Register Study. This study 
has as its objective an investigation of whether the high psychiatric 
morbidity suggested by hospital figures in Ireland reflects a high 
incidence and prevalence of psychiatric illness in Ireland and, if so, 
will attempt to identify the factors, social, demograpric and other, 
which determine this high morbidity and which may underlie the 
considerable regional variation in morbidity that is apparent from 
hospital figures. In the study it is proposed to examine the social, 
demographic and medical backgrounds of patients coming to all 
phases of psych.iatric care in three areas of approximately equal 
population size in Ireland. These thtee area:, have high, medium 
and low hospitalisatiof.l rates. Particular attention in this study wiU 
be given to such variables as age, marital status, migration and 
diagnosis which earlier studies have suggested to be of particular 
relevance to the problems presented by Irish psychiatric morbidity. 
It is also proposed by means of the case register to tollow the social 
and medical outcome of these patients for a period of time following 
entry into care in an attempt to understand the factors which 
influence the course of illness and the manner in which these factors 
operate. It is hoped that the study will go some way towards 
answering the question whether Trish hospital figures reflect a high 
incidence and prevalence of psychiatric illness in the Irish com
munity and, in addition, may provide further information on the 
factors influencing morbidity and the manner in which these factors 
achieve their effects. 

The three areas chosen are Co. Roscommon with a population of 
approximately 55,000 representing the h igher limit of morbidity 
with a hospitalisation rate of 1,000 per 100,000 in 1963 1 and a first 
adm;ssion rate of 160 per 100,000 of population in 1969,1 Co. 
Westmeath with a population of approximately 55,000 and a 
hospitalisation rate of 770 in 1963' and a first admissioe rate of 
130 per 100,000 in 19691 and Co. Carlow and South Kildare with a 
population of approximately 45,000 and a hospitalisation rate of 
450 in 19631 and a first admission rate of 117 per 100,000 population 
in 1969.1 

A psychiatric case register will be used to gather the required data. 
In the ordinary sense of the word a register is a list of names with 
certain common characteristics and a psychiatric case register is a 
register of all persons from a defined catchment area using psychiatric 
facilities. This register is maintained up to date in that additional 
information concerning persons on the register is added to their 
records, e.g. details of readmission to hospital, change of occupation, 
etc. 

A case register is already in operation in part of Dublin city and 
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county covering a population of 250,000. Information is gathered 
by interviewers. They interview each patient immediately on ad
mission to hospital or on attendance at out-patient clinics or else
where and obtain the desired information, which greatly reduces the 
labour of history-taking on the part of the psychiatrists. The infor
mation is collected in duplicate and the original data sheets form 
the first pages of the patient's case notes with the duplicates being 
brought back by the interviewers to the register controller at the 
case register centre, where the information is processed. Experience 
gained from the Dublin case register will be of enormous help in 
the establishment of the three- county case register. The data sheets 
used in the three-county study will differ from the Dublin sheets in 
that they will focus in considerable detail on those variables which 
previous study appears to indicate are important in the morbidity 
picture that has emerged from hospital figures, for example on the 
migration history of patients and their families and on such social 
variables as isolation and employment. 

Considerable advance has been made in recent years in the 
international standardisation of classification and diagnosis in 
psychiatry through the efforts of the World Health Organisation and 
by continued revision of the International Classification of Diseases. 
In this matter video-taped exercises and standardised interview 
procedures have played a large part. • So that the findings of the 
three-county case register study may be validly compared between 
the three areas and may be meaningful when applied to the fir1dings 
of similar studies elsewhere in the world, it is important that the 
participating psychiatrists in the three counties standardise the 
methods by which they arrive at a psychiatric diagnosis. Thus, they 
should carry out a structured interview using a standard check list 
with standard and agreed definitions of symptoms. From this 
structured interviewing procedure they should be capable of arriving 
at an International Classification of Diseases diagnosis which has 
high reliability between them and which will have high reliability 
with the major international studies of psychiatric morbidity being 
presently undertaken. It will, therefore, be essential that the partici
pating psychiatrists meet and agree on the use of a standard check 
list and of a structured interview and then carry out a number of 
video-taped exercises and that they familiarise themselves with the 
use of the psychiatric section of the International Classification of 
Diseases. 

It is envisaged that the study will proceed in three stages: 

1. From 1st July, 1972-3 1st December, 1972, training of inter
viewers with the Dublin Psychiatric Case Register and the 
standardisation of psychiatric diagnostic criteria and pro
cedures by use of video-tape interviews. 

2. 31st March 1973, census of patients in all phases of psy
chiatric care in the three areas. 

3. 1st January, 1973-3lst December, 1975, the active phase of 
case register operating, monitoring admissions to psychiatric 
care, progress in care and departure from care. 
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A joint proposal, as set out in the preceding paragraphs, by 
Dr. B. Blake, St. Dympna's Hospital, Carlow, Dr. J. Halpenny, 
St. Patrick's Hospital, Castlerea, Dr. P. F. O'Brien, St. Loman's 
Hospital, Mullingar, and Mrs. A. O'Hare and Dr. D. Walsh of the 
Medico-Social Research Board, has been approved by the .Board 
and by the Minister for Health. 

The Health Boards of the three areas involved in the case register 
study will be contributing a total of £9,000 over the three years for 
the cost of the study. 
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9 

THE PSYCHIATRIC SERVICES STUDY 

During the last ten years great changes have taken place in the 
mental hcallh service in Dublin, leading to an increased realisation 
of the need by medical and administrative management for more 
information to achieve better decision-making. This need is high
lighted by the increase in the cost of the public mental health service 
in Dublin which has increased over a period of ten years fourfold 
and the number of facilities provided has increased by tenfold from 
5 to 51. Another indication of the changes taking place is the trend 
from custodial service towards service witl-oin the community. 

The Medico-Social Research Board is undertaking a study under 
the supervision of Dr. John Cullen and his staff at the Department 
of Psychiatry and Professor Michael MacCormac, and Mr. Bcrnard 
Moran and their staff at the Department of Business Administration, 
University College, Dublin. They will study the factors that govern 
decision-making in the medical and administrative field in the various 
forms of psychiatric care that take place in Dublin. 

By its very nature a number of different approaches have to be 
made to the problem so that a clear understanding can be achieved 
of the various factors which do affect decision-making. The first 
problem was to devise methods for the study of the functioning of 
the psychiatric service because such a study had not been carried out 
before and a number of pilot studies of various methods were 
required before major decisions as to methods were decided upon. 

The study commenced in February, 1971 and during the first year 
the project has taken the following forms. 

Under the supervision of Dr. Cullen aod Mr. Bemard Moran a 
very close look was taken into the administrative system which 
governs the mental health service in Dublin. The study was carried 
out both by interview and by a study of administrative records. The 
system in use is a complex one geared by tradition to resist change 
rather than facilitate it. However, administration in the health service 
was itself during this year in a period of greatly accelerated change 
due to the introduction and early implementation of the recom
mendations of Messrs. McKinsey Incorporated Management 
Consultants. It became clear that the amount of time that could be 
profitably spent in tl1is form of research was limited and that our 
resources could be more effectively used in a detailed study of the 
actual functioning of the medical and para-medical systems and that 
the major emphasis should be on the study of the care actually 
received by the treatable psychiatric patients. 

A study is under way to achieve a better understanding of the 
factors that determine decision-making by the psychiatrists in the 
service. A specially designed questionnaire has been prepared and 
a pilot run showed that the study would be both feasible andhighly 
profitable. It is hoped in this way to provide information on how 
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and with what constraints individual psychiatrists arrive at treatment 
decisions. The philosophy towards treatment of different psychi
atrists varies enormously, some are orientated, for instance, towards 
druf.' or physical treatment, whereas others are orientated towards 
the social aspects of care. 

A study is being undertaken to observe and record the activity 
of all the staff in a day centre. A number of methods were tried out 
and it is believed that the method now in operation should provide 
very clear results. The present method is a combination of the use of 
diaries and job-cards. There is inevitably a considerable blurring of 
roles bttween the different members of the staff in a day centre and, 
while this in itself may have positive value, it is very necessary to 
have a clear understanding of how the centre is functioning if the 
most beneficial results are to be obtained from the use of these day 
centres. In psychiatry more than in general medicine everybody 
concerned is in a treatment situation with the patient and can effect 
a recovery by their approach and understanding. 

A number of related studies have been initiated during the year 
which extend the scope of the enquiry or which complement the 
main studies described above. These studies are under the general 
supervision of Dr. Cullen and Mr. Moran. 

1. Mr. J. Coyle as1.isted with the study on the organisational 
change in the Dublin Health Service and as a result of his work has 
written a dissertation for his Master's Degtee in Economic Science 
entitled "Organisational Change in the Dublin Health Service". 

2. Dr. H. Crawley, who is Dr. Cullen's Research Registrar, is 
undertaking a study of the role of the general practitioner in the 
psychiatric service in the area serviced by the day centre under 
study. Dr. Crawley spends two hours or more with the general 
practitioner and completes a structured interview. As a result of 
these interviews it is hoped that a clear picture will be obtained on 
the relationship and attitudes of the general practitioner towards 
the psychiatric service. 

3. Dr. Dermot McDonnell, of the Eastern Health Board psychi
atric service, is carryin5 out a study of the clinical characteristics of 
patients who attend the day centre and the results of treatment. 

4. Mr. Ingo Fischcr, of the Department of Psychiatry Research 
Staff, University College, Dublin, is undertaking a study in an urban 
housing estate to find the incidence of maladjustment at home and in 
school. The study shows a very high level of maladjustment and is 
a prototype for the estimation of future service needs as the sampled 
cohort of children reaches adolescence and early adulthood. It is 
hoped tbat a similar comparable study in a rural town will start 
soon. 

5. Miss Aila Rantala, who is preparing a thesis for a master's 
degree in psychology for the University of Stockholm, is undertaking 
a study of the clinical records of a large Dublin child guidance clinic 
and a study of the outcome of treatment in a selected group of child
ren. 
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6. Tre World Health Organisation have asked the Department of 
Health if Ireland would participate in a pilot study of out-patients 
attending psychiatric clinics. Dr. Cullen is supervising the carrying 
out of this study and has attended a WHO Meeting in Geneva in 
November, 197 I, when the early results of the study were under 
discussion. This study of out-patients attending psychiatric clinics 
is part of the general data collection which will be co-ordinated with 
the Case Register Study which is already in operation in part of the 
Eastern Health Board psychiatric service region. 

The studies on the functioning of the Dublin psychiatric services 
by the Medico-Social Research Board described in this section of the 
report should prove of immense value in the future organisation of 
the service. The budgeted costs of the studies are £3,000 a year for 
three years. 
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10 

A RETROSPECTIVE STUDY OF FIRST ADMISSIONS OF 
YOUNG PEOPLE TO PSYCHIATRIC HOSPITALS IN 

GALWAY, ROSCOMMON AND CARLOW 

The Director of the Board undertook, with the co-operation of 
the Medical Superintendents and staff of the hospitals, a retro
spective study of the first admissions of young people aged 15 to 34 to 
the psychiatric hospitals at Ballinasloe-St. Brigid's, Castlerea- St. 
Patrick's and Carlow- St. Dympna's. In these three hcspitals tt•cre 
were 341 patients admitted for the first time during the years 1964 
to 1966 between tbe ages of 15 and 34-203 males and 138 females. 
Of these admissions 219 were at Ballinasloe, Co. Galway. 

Their histories and present state have been reviewed and their 
families studied. Out of 341, 197 (112 males and 85 females) were 
admitted with a diagnosis of schizophrenic psychosis. On review, 
164 (83%) of these (95 males and 69 females) had in the opinion of 
tbe attending psychiatrists, undoubtedly had schizophrenia, for 
instance they had had further re-admissions with typical schizo
phrenia symptoms. In the remainder the diagnosis bad been changed 
on review or there was some doubt about the original diagnosis. 

In this retrospective study of the patients who had been admitted 
to the psychiatric hospitals in Galway and Roscommon all of the 
75 men were single. 3 of the 20 male patients from Carlow had 
married, one living now in London, one who had never lived with 
his wife since marriage and one itinerant. Among the 69 females 
who bad had a schizophrenic breakdown, 45 were single, 2 were 
widows and 22 were married (Table 7). The number of males who 
would have been "expected" to be married out of the 95 males in 

TABLE 7 

Patients admitted to psychiatric hospitals at BaUinasloe, Castlcrea and Carlo"• 
1964-19661nclush·e, 1titb a diagnosis of schizophrenia 

Number of patients with Number of patients with 
an original diagnosis of a confirmed diagnosis of 

schizophrenia schizophrenia 

Males 112 95} 3 married• 
92 single 

Females 85 
} 45 single 

69 22 married 
2 widowed 

Total 197 164 

•one living in London, one who had never lived with his wife and one itinerant. 
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these age groups and counties is 21· 5 and the number of females out 
of the 69 is 32. (1966 census.) 

One of the mysteries about schizophrenia, if it is accepted as 
having a hereditary basis, is how the gene or genes for the disorder 
survive when so few with a tendency to schizophrenia marry. 

In the immediate family of 49 of the 164 patients who had had 
a schizophrenic breakdown, another member of the family had also 
been admitted to a psychiatric hospital with a diagnosis of schizo
phrenia. 

This pilot study of patients admitted for the first time between 
the ages of 15 and 34 shows: 

1. Tie high admission rate of young people to these psychiatric 
hospitals was mainly due to a high admission rate for 
schizophrenia. 

2. In 83 per cent of the patients diagnosed as having schizo
phrenia the diagnosis was confirmed on review. 

3. Only 3 out of 95 schizophrenic males had married, one living 
in London, one who had never lived with his wife and one 
an itinerant. 47 out of 69 females were unmarried. 

4. In 30 per cent of the families of the patientf. who had been 
admitted with confirmed schizophrenia some other member 
of the family is known to have had a schizophrenic break
down. This is probably an under-estimate because it was 
not possible to study all members of the family in a number 
of cases. 

The large number of patients with a schizophrenic breakdown 
requiring admission to psychiatric hospitals in Ireland, and par
ticularly in the West oflreland, is associated with the single state but 
the question arises arc these patients unmarried because they had 
a schizoid personality or did they have schizophrenic breakdown 
because they were unmarried. The answer is probably a combination 
of both of these factors because the rate among the widowed is 
half-way between that of the single and the married. Another factor 
that appears to be associated with schizophrenic breakdown is the 
socio-economic group. Unattached farm labourers, usually single 
and often living very lonely lives, have the highest rate of hospital
isation for schizophrenia. 1 

The high admission rate to our psychiatric hospitals for schizo
phrenia o!Ters a tmique opportunity to further knowledge about the 
cause of schizophrenia. It would appear to be a disease that may 
result from the interaction of genetic and environmental factors. 
The evidence that there could be a genetic factor is strongly supported 
by twin studies. The possibility has to be considered that with the 
high emigration rate from Ireland since the famine, often 50 per cent 
of each generation has emigrated, that the more ambitious and less 
schizoid personalities had been on the whole more likely to emigrate 
and the more lonely inttoverted schizoid personalities had been more 
likely to stay behind. We propose undertaking a cross-cultural 
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comparison between the pattern of admission for schizophrenic 
breakdown among the lrish in Ireland with the Irish who have 
emigrated to the United Kingdom and the United States. With 
assistance from the Schizophrenia Research Foundation (The 
Rothschild Trust), we also propose studying a random sample of 
families in whom one member has bad a schizophrenic breakdown 
and tracing what has happened to the other members of the fami ly, 
both those who have stayed in Ireland and those who have emigrated. 

Reference 

1. Walsh, D. (1971). The 1963 Irish Psychiatric Hospital Census The Medico
Social Research Board, Dublin. 
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SCHIZOPHRE NIA IN IRELAND 

In our previous Annual Repo rts we discussed the very high 
first-admission rate and hospitalisat ion rate of young people to our 

blic of Ireland. When the first
to our psychiatric hospitals is 
by diagnosis it can be seen ,hat 
due tO high admissions with a 
lcs the first-admission rates are 

psychiatric hospitals in the Repu 
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4 out of every 100 people (3·93 per cent) can be expected to be 
admitted to a psychiatric hospital ar least once with the diagnosis of 

according to the first-admission 
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igher in the West of Ireland, in 
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rates in 1969. For men the chance 
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first-admission rate to psychiatric 
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opportunity to study the role of ge 
responsible for this very grave dis 
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TABL E 8 

First admission rates for Schizophrenia per 100,000 population for the RepubUc 
nd Wales (1966) with the ratio between 

and and Wales 
of Ireland (mean 1965-1969) and England a 

Ireland and Engl 

Age 
Group 

0-14 
15-19 
20-24 
25-34 
35-44 
45- 54 
55-64 

Rates/ I 00,000 
Ratio Ireland/ 

England and Wales 

Male Female 

Ireland England Ire fan 
and Wales 

d 11 England Male Femal 
and Wales 

3 I 2 1 3·0 2·0 
72 31 47 23 2-3 2·0 

165 54 96 35 3·1 2·7 
174 46 106 45 3·8 2-4 
ll8 36 77 44 3-3 Jo8 

59 21 61 37 2·8 1·6 
40 12 39 24 3·3 l-6 
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South Kildare, Westmeath and Roscommon, will go a long way 
towards telling us whether the h igh admission rate to hospital for 
schizophrenia reflects a high level of schizophenia in the community. 
We do know from the study of Copeland et al. that the diagnostic 
criteria for schizophrenia among psychiatrists in Ireland are much 
the same as they are in the United Kingdom. In the United States, on 
the other hand, psychiatrists were more likly to diagnose schizo
phrenia than in either the United Kingdom or Ireland. 

Reference 

Coptland, J. R. M., Cooper, J. B., Kendall, R. B., Oourlay, A. J. (1971). Brit. 
J. Psych., Vol. 118, 629, Differences in Usage of Diagnostic Labels Amongst 
Psychiatrists in the British Isles. 
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THE CULTURAL FACTORS ASSOCIATED WITH DRINKING. 
OUR PARTICIPATION IN THE ANGLOfiRISH PROJECT 

- A CROSS-CULTURAL STUDY 

In the eighteenth and nineteentl). centuries drunkenness was from 
all accounts a common feature of life in Great Britain and Ireland. 
The first successful temperance campaign in Ireland was started 
by Fr. Theobald Mathew in 1838 and in his time millions of people 
signed a pledge to total abstinence. After Fr. Mathew's death, the 
total abstention movement lost momentum until it was revived in 
1889 by the Jesuits and others as the Pioneer Total Abstinence 
Association. 

Our Board, in common with the Irish National Council on 
Alcoholism and a number of other organisations, is concerned with 
the problems that result from the excessive use of alcohol and of 
alcohol dependence. Our present attitude towards drinking in 
Ireland appears to be ambivalent.' On the one hand, drinking has 
been integrated in the traditions and customs of the Irish people, not 
only as an expression of manliness and good fellowship but also with 
most areas of Irish social aod commercial life. On the other hand, an 
abstinence tradition witnessed by the development of temperance 
movements, and particularly the Pioneer Total Abstinence Associ
ation, is very strong in Ireland. 

Total alcohol consumption, arrests for drunkenness, and diseases 
such as cirrhosis of the liver and cancer of the mouth, which are 
associated with heavy drinking, are certainly much less common in 

France .. 
Italy .. 
Spain .. 
West Germany 
Jugoslavia 
England 
Ireland .. 
U .S.A ... 
Sweden .. 
Israel .. 
Algeria .. 

TABLE 9 

Total Alcohol Consumption 

Litres lOO% alcohol per head 
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L itres 

17-7 
14-1 
11·6 
11-4 
6·9 
6·2 
s-9 
5·9 
5·1 
2·0 
0·3 

1968 or 1969 

gallons 

3-9 
H 
2·6 
2·5 
1·5 
H 
1·3 
1·3 
1·3 
0·4 
0·1 
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1960 
1968 

TABLE 10 

Consumption or Alcohol per bead 

England Irish Republic 

Distilled Beer Wine Distilled Beer Wine 
(litres 
100% 

alcohol) 

(litres) (litres) (litres 
100 % 

alcohol) 

(litres) (litres) 

o-s (o-t) 
0·8 (0·2) 
()-9 (Q-2) 

8S ~1 8·7) 
82 18·0) 
97 (21·3) 

1-6 (0·4 
()-8 (()-~ 
2·9 (()-

0·7 ~0·2) 
0·8 0·2) 
1-2 (0·3) 

49 (10·8) 0·8 (0·2) 
so (11·0) 0·9 (0·2) 
8S (18·7) 2-8 (0·6) 

Gallons in brackets. 

TABLE 11 

First Admission Rates per 100,000 Population 

Alcoholic Psychosis, Alcoholism and Otbec Addictions, 1969 

England and Wales 

Ireland 

9·3 

43-3 

Britain and Ireland today. Nevertheless, it would appear that in Irish 
society many people are dependent on alcohol and drinking takes 
a very large part of Irish personal expenditure2- 11·5 per cent in 
1970. It is also responsible for much domestic unhappiness, inter
ference with working ability, time off work and motor-car and 
other accidents. Although the total consumption of alcohol in 
Ireland is not unduly high by international standards (Tables 9.10) 
and cirrhosis of the liver is not a common cause of death,3 our first 
admissions to mental hospitals for alcoholism, alcoholic psychosis 
and other addictions were, in 1969, almost 5 times higher than in 
England and Wales (Table 11). First admissions to psychiatric 
hospitals for alcoholism in the Republic of Ireland have increased 
from 10·6 per cent of all first admissions in 1964 to 15· 5 per cent in 
1969.• This may be due in part to an increased acceptance of treat
ment and it is not necessarily an index of an increase in alcoholism. 
The concept that the Irishman is often a heavy drinker is held in 
most parts of the world e' • ' 1

). 

A CuLTURALLY DirreRMTNED PATIERN 
There appears to be good evidence that drinking patterns are in 

the main culturally determined. In Ireland tl1ere is the traditional 
Irish drinking pattern of standing rounds and of heavy drinking 
among men, although the pattern of drinking in Ireland is changing 
as more and more women, particularly young women, are drinking 
with the men in the bars and very often drink spirits. There are a very 
large number of licensed premises and shops that sell alcohol in 
Ireland and, therefore, a very big vested interest in its sale. 
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In contrast there is the Jewish tradition where the taking of alcohol 
is treated with great circumspection and, although it is the custom 
for the family to drink wine together on the Friday night or Sabbath 
dinner, this is done with great reverence and solemnity. 

PROHIBITlON 
Alcohol has been prohibited by religious laws among the 

Mohammedan people and also among some Christian sects, such as 
the Mormons. When prohibition became the law of the land in the 
United States, the Volstead Act, it certainly resulted in a fall in 
deaths from cirrhosis of the liver. On the other hand, because 
drinking was part of the American culture a black market developed 
which undermined the whole basis of respect for the law. Prohibition 
by the State is even less likely to be successful in Ireland, with its long 
tradition of drinking as part of social life, than it was in the United 
States. 

REsEARCH 
Because cultural factors appear to be predominant in determining 

drinking behaviour, we would appear to need better understanding 
of the underlying motivation that determines the culture of drinking 
behaviour. Joyce Fitzpatrick undertook a study in Dublin of the 
cultural attitudes of 18-to-21 year-olds towards drinking and found 
their attitude was ambivalent; a high proportion of both sexes 
expressed themselves in favour of drinking in moderation but a very 
small percentage of either sex looked with favour towards having 
a boyfriend or girlfriend who drank regularly. • 

THB ANGLO/ IRISH PROJECT 
Because it would appear to be basic to our understanding of the 

cultural factors that motivate drinking behaviour, the Medico-Social 
Research Board is co-operating in a joint study with the Medical 
Council on Alcoholism in Britain and the Irish National Council on 
Alcoholism in a project for which there is an Anglo/Irish Committee. 
This committee is chaired by Admiral Sir Dick Caldwell, the Director 
of the Medical Council on Alcoholism, and has British and Irish re
presentatives, including the Director of the Medico-Social Research 
Board, the Reverend Conor Ward and Professor Ivor Browne, 
members of the Board, and Mr. Richard Perceval of the Irish 
National Council on Alcoholism. It is financed in the main by the 
Medical Council on Alcoholism of Great Britain but the Medico
Social Research Board are also contributing towards the cost 
of the study. 

The study which is under the direction of Miss Joyce Fitzpatrick 
is comparing the attitudes towards drinkit\g of 18- to-21 year-olds in 
Dublin with a similar age group among the English-born children of 
Irish parents and also those of English parents living in the London 
area. In addition, the parents of the 18- to-21 year olds will be studied 
to find out their attitudes towards drinking and a study will also 
be undertaken on schoolchildren. The study will take about three 
years and will cost about £26,000. 

As a natural corollary to the Anglo/lrish study on attitudes 
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towards drinking a joint study with the National Institute of Alcohol 
Abuse and Alcoholism, Washington, is under consideration. This 
would be a study of the cultural factors determining drinking 
behaviour, attitudes towards drinking and actual drinking behaviour 
among the Irish in Ireland compared with the descendants of Irish 
immigrants in the United States of America. The Director was 
invited to Washington to discuss the proposal. 

We have not yet developed a fully satisfactory philosophy in our 
approach to alcohol. Perhaps as far as our Western culture is 
concerned most is to be gained by studying, comparing and con
trasting the factors and cultures of two societies, one in which 
drinking is a problem, for instance the Irish, and one who, by 
tradWon, do take alcohol but have a high respect for this drug and 
for the maintenance of mental clarity and who have a culture in 
which they drink in moderation. With this knowledge we could 
presumably alter in time our own cultural attitudes towards drinking 
so that we develop a more consistent attitude to the moderate use of 
alcohol. It might prove to be a development towards drinking in 
moderation with meals on special occasions. 
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SMOKING, DRINKING AND DRUGS AMONG SCHOOL
CHILDREN AT SECONDARY SCHOOlS 

The Medico-Social Research Board is undertaking a study in 
co-operation with the Irish Cancer Society and the College of General 
Practitioners on the attitudes and practices towards smoking, 
alcohol and drugs of a sample of 5,836 secondary schoolchildren 
from 28 post-primary schools throughout the country outside of 
Dublin. A similar study in Dublin schools has already been under
taken.•· 2 The schoolchildren varied in age between 12 and 19. 
Taking part in the study were 2,221 boys and 1,529 girls. 

References 

· 1. Nevio, M ., Wilson-Davis, K., O'Rourke, A., Dean, G. Drugs-A Report on 
a study in Dublin post-primary schoolchildren, 1910./.M.J. 18 February, 
1971. Vol. 64, No. 406. 

2. O'Rourke, A., Wilson-Davis, K., Gough, Cora. Smoking, drugs and alcohol 
in Dublin Secondary Schools. IJ. Med. Se. Vol. 140, No. 5, May 1971. 

38 



14 

A SOCIOLOGICAL STUDY OF THE CARE OF THE AGED 
BOTH IN AND OUTSIDE COUNTY HOMES 

An examination of care in Counties Galway, Roscommon and Carlow 

A study on the care of the aged is being undertaken by the Medico
Social Research Board under the supervision of the Reverend 
Professor E. Dougan, O.F.M., Professor of Political Science and 
Sociology, University College, Galway. 

It is envisaged that this study on the care of the aged in County 
Homes will cover four main areas, namely: 

1. The turnover rates in County Homes with emphasis on the 
factors associated with differential turnover. 

2. The medical and physical condition of the residents with 
particular emphasis on estimating the suitability of County 
Home care for the different categories of residents to be found 
in these Homes. 

3. The admission practices of the County Homes with a study 
of the reasons, both social and medical, why residents were 
admitted. 

4. Future needs of the elderly in terms of medical, residential 
and community care. 

Counties Roscommon and Carlow have been chosen in order to 
co-ordinate this research with the research on mental health in these 
counties which is being undertaken by the Medico-Social Research 
Board under the supervision of Dr. Dermot Walsh. Co. Galway was 
selected because of the proximity of the Social Sciences Research 
Centre, Galway. 

After visits to Loughrea and Roscommon County Homes, it was 
decided that an initial research approach would be to take a census 
of the population in these Homes on a fixed date. This approach 
would involve studying the County Homes' records and giving 
questionnaires to the staff to find out: 

(a) the facilities in the County Homes; 

(b) the medical condition of the patients; 
(c) information on socio-economic background of patients. 

This fieldwork will make information available on the population 
to be studied and help in the designing of interview schedules for the 
staff, patients and relatives. It may also indicate other important 
areas to be studied and should provide more information on the 
population of County Homes than is provided by the present 
records. 
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When this census data has been analysed, with due awareness 
that some of this information is derived from secondary sources, the 
research team will undertake the main fieldwork of interviewing 
patients, relatives and staff and conduct observation studies in each 
County Home. Representative communities in each County will be 
selected in order to estimate the need of resources to assist the aged. 

It is estimated that this research project will take at least two years. 

15 

ADOPTION IN IRELAND 

Miss Vivienne Darling of the Department of Social Studies, 
Trinity College, Dublin, has continued with her study of adoption 
faci lities in Ireland. This study is being supported by the Board. 
There has been legal adoption in Ireland for twenty years but so far 
no study has been undertaken as to how the adoption system is 
working. There are three parties involved in each adoption-the 
natural parents, the baby and the adoptive parents. Miss Darling's 
study is primarily concerned with the adoption process from the 
adoptive parents' view and how they regard the service being offered. 
She has been in touch with 143 adoptive couples and with the 
adoption societies in connection with her survey. 
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HOMELESS PERSONS AND VAGRANTS IN DUBLIN 

The Medico-Social Research Board supported a survey by the 
Simon Community of homeless people and vagrants and those 
sleeping rough during 1971. The survey began in January and 
culminated in the census on the night of 2lst/22nd July (Wednesday 
and Thursday). The results are still being analysed and a report 
will be published. The survey was carried out by Mr. Seamus 
6 Cinneide and Mr. Peter Mooney. 

The purpose of the survey was to enumerate the number of home
less persons in Dublin and to collect some basic data in respect of 
each one. Mr. Mooney was retained on a full-time basis for nine 
months, otherwise the survey work was done by volunteers of the 
Simon Organisation, who were mostly people with experience of the 
work of the Simon Community. Only basic information was sought 
because of the difficulty of acquiring information under these 
circumstances and in some cases even this was not obtained. The 
information that was enquired about was name, age, sex, marital 
status, place of birth , nearest living relatives and where they live, 
employment experience, income, admitted or evident illness, care in 
institutions, where sleeping on census night, why sleeping rough, 
where did they sleep during the last six nights, did they ever sleep in 
a hostel, what was their biggest problem at the moment, and what 
help did they most need. 

People who are living in hostels for the homeless or unattached 
persons as weU as those who were sleeping rough were included . 
There are ten such hostels in Dublin. Three hostels would not 
co-operate but information was obtained about the number of 
people in the hostels on census night. Four provided comprehensive 
data or facilitated the collection of data and the other three co
operated but had very few people in the relevant group. There were 
125 people in the hostels on census night who provided the infor
mation which was coded and analysed. 

The survey of homeless persons sleeping rough was carried out 
within the County Borough area, excluding Howth. The overall area 
was divided into 36 sub-areas and in each area a leader was appointed 
to do the survey with the help of a small team of volunteers recruited 
locally. The aim was to search the area thoroughly over a period of 
a month or two months, to contact persons sleeping rough and to 
acquire data in respect of them gradually and informally. Informa
tion was noted on specially designed record cards. A bout I 00 persons 
were contacted in this way but on census night only 47 of them were 
sleeping rough. 

The overwhelming majority of those sleeping rough in Dublin do 
so on a casual basis and only a small minority do so regularly. Most 
of them were already known to the Simon Community, a small 
number were found just walking around during the night but those 
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permanently sleeping rough used derelict houses or built makeshift 
huts. 

The final sample, coded and analysed, is a sample of 196 persons; 
125 in hostels on the census night and the remainder were sleeping 
rough either on census night or other nights during the preceding 
month. There were 180 males and 16 females among them. 106 were 
single, 34 married, 17 widowed, 4 divorced, 3 separated and in 32 it 
was not possible to obtain reliable information. The age of 182 was 
known and they varied in age from 15 to 79. The largest age group 
was between 40 and 59 years-104. The second largest was between 
20 and 39 years- 55. 

In conclusion, the study does give a fair idea of the number of 
people sleeping rough in the city of Dublin (approximately 50) on 
21st/22nd July, 1971. Inevitably, a few people sleeping rough on this 
night may have been overlooked but the research workers who 
undertook this study over a period of nine months believe that the 
number who were missed could not possibly exceed 20 people. 
Therefore, in round figures somewhere between 50 and 70 people 
might be sleeping rough in Dublin on a midsummer's night. The 
remainder would be in hostels. During the winter the number would 
be fewer. 
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AN IN VESTIGATION OF THE IDGH TWINNING RATE I N 
THE REPUBLIC OF IRELAND 

The chances of having twins is greater in the Republic of Ireland 
than in any country in which national statistics are available. 1 

However, the live twin rate in Ireland has fallen from 1 in 66 in 
1959 to I in 76 pregnancies or maternities in 1970. Io England and 
Wales the twinning rate is I in 100. A study undertaken by the 
Medico-Social Research Board has shown that the high twinning 
rate in Ireland is due to a high twinning rate for dizygotic twins, or 
twins derived from two eggs. The monozygotic twin rate is the same 
in Ireland as in other countries. 

The risk of having dizygotic twins increased with the age of the 
mother up to the age of 40 and our study showed that the high 
twinning rate in Ireland is mainly caused by the late average age of 
marriage of women in Ireland and that when they marry they have 
large famil ies. This results in the birth of a large number of children 
at a later average age than in other countries and it is at this later 
age that twinning is most likely to occur (Diagram 2). In Ireland the 
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twinning rate as might be expected is highest in Connaught, 15·9'per 
1,000 maternities in 1969, and lowest in Leinster, 13·1 per 1,000 
maternities in 1969. 

The Irish marriage rate has shown a strong upward trend since 
1958 with a dramatic acceleration occurring after I 966. The marriage 
rate per 1,000 unmarried adults rose by at least 20 per cent between 
1966 and 1970 and by over 40 per cent between 1958 and 1970 
{Table 12). The total number of births reached a peak in 1964, fell 
between 1964 and 1968 and by 1970 had regained the 1964 peak 
(Diag. 3). s Births of fourth and later children reached a peak in the 
early 1960s and has declined since then so that by 1970 births were 
20 per cent below their peak levels. The number of first and second 
births on the other hand have grown rapidly during the 1960s in 
pace with the growth of the married population. In J 970 there were 

TABLE U 

Annual Mlli'Tiage Rate per 1,000 Estimated Unmarried Population 
Aged 15-64 

1958 
1959 
1960 
1961 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 

Year Marriage Rate 

17·2 
17-9 
18·3 
18·5 
18·9 
18·8 
19-4 
20·5 
20·4 
21-6 
23·1 
24·2 

twice as many first births to mothers aged 20-34 as in 1958, but the 
number of sixth or later children born to women aged 40 and over 
was 30 per cent below the 1964 peak level. (Diags. 4, 5, 6.) 1 

The median age of brides and grooms at first marriage has dropped 
from 1946 to 1968 from 27 years to 23·9 years for brides and from 
3 J ·8 to 26· 3 years for grooms. 

The twinning rate in the Republic of Ireland is still higher than 
other countries of Europe although the rate is falling. The high 
twinning rate is due to the high proportion of maternities that occur 
in older age groups in Ireland, when dizygotic twinning is more 
likely to happen due to the late average age of marriage and the high 
fertility after marriage. In Ireland the average age of marriage is 
becoming lower and women are having smaller families so we can 
expect that the twinning rate will continue to fall as a higher propor
tion of maternities occur at an earlier age. 
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DIAGRAM 4 

MedJan Age of Mother. All births. 

Median Age of Mother. First births. 
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DIAGRAM 5 

Births c:lassifled by number of previous livebom children (annual data). 
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DIAGRAM 6 

Births classified by age of mother and number of previous liveboro childreo 
(annual data). 
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MULTIPLE SCLEROSIS 

Multiple Sclerosis, M.S. or Disseminated Sclerosis as it is more 
commonly called in lreland, is the commonest neurological disease 
to affect men and women in the prime of their life, particularly 
between the ages of20 and 40. In the Republic of Ireland an estimated 
2,000 people are suffering from multiple sclerosis. The cause of this 
disease is unknown but perhaps the greatest clue to its aetiology 
has come from the study of its incidence, prevalence and mortality 
among people in different parts of the world and among people 
who move from one part of the world to another. For instance, 
multiple sclerosis is extremely common in Ireland, Great Britain 
and Northern Europe and in the United States. In South Africa, it is 
common among immigrants from Britain, Ireland and Northern 
Europe, approximately as common as is found in these countries, 
but it is uncommon among the white South African-born, for 
instance it is only one-eleventh as common among the Afrikaans
speaking white South Africans who are of Northern European stock. 
It is extremely uncommon among the Cape Coloured and Asian 
people of South Africa, and no single patient with multiple sclerosis 
has yet been found among South Africa's 15 million Bantu. 1• 1 

These South African findings have been confirmed in Israel where 
the prevalence of multiple sclerosis is common among Jewish 
immigrants from Northern Europe but uncommon among Jewish 
immigrants from other African and Asian States. Immigrants to 
South Africa who immigrate below the age of 16 years have a 
relatively low risk of developing multiple sclerosis. • The disease 
appears to be uncommon throughout Asia, Africa, the West Indies 
and South America. 

The geographical distribution of multiple sclerosis mirrors that of 
paralytic poliomyelitis prior to the introduction of immunisation 
against the disease and strongly suggests that multiple sclerosis may 
well be a universal infection of childhood, as was poliomyelitis, in 
communities with a "normal" low level of hygiene, for instance, 
among the Bantu South Africans who are looking after the white 
children. In the advanced countries infection at an early age may 
not occur as with poliomyelitis. When infection occurs at a later age 
it is postulated that in some people a precarious balance between 
"allergy" and "immunity" to the infection may occur- producing 
the syndrome we call multiple sclerosis. This theory is supported by 
the low prevalence of multiple sclerosis among immigrants to South 
Africa if they immigrate below the age of 16. 41 

I t is of the greatest importance to confirm th is theory. We need 
to know what happens to immigrants from low prevalence areas 
such as Africa, Asia or the West lndies, to high prevalence areas 
such as Great Britain and Ireland. With the assistance of the Multiple 
Sclerosis Society of Great Britain and Northern Ireland the Director 
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is undertaking a study to find out the prevalence of multiple sclerosis 
among immigrants to Britain from areas of the world where the 
prevalence is low. This study will take about three years. 

It appears very probable that intensive research, which has 
followed the epidemiological evidence that multiple sclerosis is 
primarily a disease of the environment, will lead to our under
standing of the aetiology of the disease and, therefore, its prevention. 
There appears to be a very strong probability that it is due to a virus 
infection, perhaps one of the newly discovered group of slow viruses. 

Dr. Robert Currier, senior neurologist of Jackson, Mississippi, is 
spending his sabbatical vacation in Dublin studying multiple sclerosis 
in Ireland with the Medico-Social Research Board. He is particularly 
interested in the factors that may precipitate the first attack, such 
as infections, injections or dental care. The work of Dr. Currier in 
Ireland will add to our knowledge of the pattern of the disease in 
this country and we have benefited greatly by having him with us. 
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19 

SUMMARY AND CONCLUSION 

It is important that the work of the Medico-Social Research Board 
does not become too diffused and we have now reached a stage where 
we need to consolidate the research that is already under way. In this 
Third Annual Report we have asked the Director to summarise and 
to comment on "where do we go from here". 

Medico-social research must be laid on strong foundations 
beginning in the best tradition with information about bow long 
people live, the quality of their lives, and why they die. Nothing is 
so certain as death but we suspected that there were serious weak
nesses in Irish mortality statistics because a number of deaths 
registered by the Registrar of Births and Deaths are not medically 
certified, particularly in the West of Ireland. Fortunately the number 
that are only registered has been falling. We have now shown that 
a further 7! per cent of deaths in the West of Ireland are neither 
certified nor registered but remain officially alive until the next 
census. Accurate statistics based on certification of death will now 
depend on a firm decision that nobody may be legally buried without 
permission from the local Registrar of Deaths, who will only give 
this permission when he has seen a medical certificate or after 
referring the matter to the coroner for his decision. To improve 
certification of death we will undoubtedly need a larger number of 
autopsies and more pathologists will be required. 

Although certification of death is far from satisfactory in Ireland, 
we do have the consolation of knowing that the expectation of life 
of men in Ireland is slightly better than the expectation of life of men 
in England, although tl1e expectation of life for women is not as 
good as among women in England. (Annual Report of the Medico
Social Research Board 1970.) It is often forgotten, in our belief 
that everything is getting better and better, that the expectation of 
life of middle-aged men is becoming shorter in the developed 
countries such as the United States. The expectation of life among 
middle-aged men is falling only very little in Ireland because the 
diseases of affluence, particularly coronary thrombosis and lung 
cancer, are not yet affecting men in Ireland to the same extent as in 
Britain and America. 

After the finality of death the next socio-medical factor which can 
be most easily studied statistically is admissions to our general 
and psychiatric hospitals. The Hospital In-Patient Enquiry Scheme 
is the largest research project that our Board is undertaking. Under 
the able supervision of the Secretary of the Board, Mr. John 
O'Gorman, this study is going extremely well and now incorporates 
nearly all the leading hospitals throughout the country and has 
reached the rate of 70 per cent of the admissions to general hospitals. 
The information available from this enquiry, which could perhaps 
be better called a Hospital Activity Analysis, is of the greatest value 
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both to administrators and research workers. It makes it possible to 
compare the success of treatment and the average length of stay in 
hospital between various parts of the country and various hospitals 
in the country and between Ireland, Northern Ireland, Scotland and 
England and Wales. It is already proving extremely valuable for 
research purposes and our Board is undertaking, in co-operation 
with the Crumlin Hospital Research Committee, a comparative study 
of all admissions to Crumlin Children's Hospital comparing 1961 
with 1971. The information from the national diagnostic index of 
the Hospital In-Patient Enquiry Scheme has also made possible a 
number of research enquiries into specific diseases, for instance the 
study that is being undertaken by Dr. Robert Currier on multiple 
sclerosis. The p lanning of the future hospital services of Ireland will 
depend to a great extent on information obtained from this enquiry. 

One third of all hospital beds in Ireland are occupied by psychiatric 
patients and it has been reported already by our Board how 
psychiatric hospitalisation rates in Ireland are more than twice as 
high as in England and Wales. Among young people the rate is 
particularly high. The high psychiatric hospitalisation rate for young 
people in the Republic of Ireland is due largely to the high hospital
isation rate of patients with a diagnosis of schizophrenia. In 1969 
the calculated chances of being admitted to a mental hospital in 
Ireland with the diagnosis of schizophrenia before the age of 55 was 
4 per cent and this is a four-times higher chance than in England and 
Wales. In the West of Ireland the chance is higher than this. 

It is most important that we should find out whether the high 
hospitalisation rates for such diseases as schizophrenia and alcohol
ism represent a high level of breakdown in the community for these 
disorders. The case register studies that are being carried out under 
the supervision of Dr. Dermot Walsh in counties Carlow and South 
Kildare, Westmeath and Roscommon will go some way to establish
ing whether our h igh admission rate to mental hospitals does 
represent a high level of psychiatric illness in the country. We will 
need to use standardised diagnostic procedures and the next step 
will be to find out the prevalence of psychiatric illness among those 
who do not seek psychiatric help. 

Professor Michael MacCormac, Mr. Bernard Moran and Dr. John 
Cullen are undertaking for the Board a study of the functioning of 
the Dublin psychiatric services. This study includes a small study on 
the treatment of disturbed children by Miss Aila Rantala. 

Ireland has a disproportionately large number of children and old 
people and during 1971 we gave great consideration as to whether 
or not we should start a perinatal study, to examine what happens 
to children who are born at a disadvantage. It was decided by the 
Sub-Committee appointed to study this project, and after discussion 
with Professor Neville Butler, to postpone this study for the present. 
We also need to know more about the care available for the mentally 
handicapped. 

The Reverend Professor E. Dougan has started a study of the aged 
for the Board, not only in the County Homes but also in the com
munity, in Co. Carlow, Co. Roscommon and Co. Galway. This 
study of the care and treatment of old people will be of the greatest 
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help to the Department of Health in deciding how our old people 
can best be looked after, if possible, outside the County Homes. A 
comparative costing of the care of old people within the community 
and in the County Homes will also be undertaken. 

Heart disease accounts for more than one quarter of all deaths in 
men and a high proportion of deaths in women. The WHO Ischaemic 
Heart Disease Study, which the Board is undertaking under the 
supervision of Dr. Radic in South Dublin, is going extremely well 
and a full report on this study will be available by the time of the 
next Annual Report. WHO has spoken enthusiastically about the 
success of Ireland's Ischaemic Heart Disease Register, and partly 
because of the fine co-operation we have received from medical 
practitioners and hospitals we are now starting a register of strokes, 
in order to find the incidence and prevalence of the various forms of 
stroke and its treatment, in the same area of South Dublin as the 
Ischaemic Heart Disease Register. 

We are becoming more and more aware in Ireland of the great 
unhappiness and cost to the community which arises from the abuse 
of alcohol and alcohol dependence. There is a tradition that the 
Irishman is very often a heavy drinker and the Board is co-operating 
with the Medical Council on Alcoholism of Great Britain and the 
Department of Social Science, University College, Dublin, in under
taking a cross-cultural study of the attitudes towards alcohol of 
young people in Ireland compared with the children of Irish immi
grants in England and of the British born- the Anglo/Irish research 
project under the direction of Joyce Fitzpatrick. A similar study is 
under consideration with the National Institute of Alcohol Abuse 
and Alcoholism, Washington. These studies may lead to a comparison 
of the cultural factors influencing drinking of the Irish in Ireland 
and in countries to which they have emigrated in contrast with a 
people who do not have a drinking problem. Such a comparison is 
expected to shed great light on the cultural factors that influence 
drinking behaviour and how these factors can be changed. 

The Conference of the International Council on Alcohol and Drug 
Addiction was held in Dun Laoghaire in l97 l. As a result of this 
Conference a number of concrete proposals for the future have been 
considered. The Medico-Social Research Board, in co-operation with 
the Irish Cancer Society and the College of General Practitioners, are 
carrying out a study of attitudes and practices towards drinking, 
cigarette smoking and drugs among the Irish post-primary school
children outside of D ublin. A similar study in Dublin has already 
been undertaken. 

Although total prohibition of alcohol is neither likely to obtain 
public support nor is it to be recommended, we could take a number 
of immediate steps to discourage undue alcohol consumption until 
a change occurs in our cultural approach to drinking. Research will 
be required to see whether the action taken is having the desired 
effect. The type of immediate steps that we could consider include 
the following: 

I. Advertising: We could, perhaps by stages, reduce and then stop 
the advertising of drinking as a sign of good fellowship on television 
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and in other mass media. The advertising of cigarettes on television 
has already ceased. 

2. Example: For instance, at dinners and receptions soft drinks 
could be much more to the fore and a wide selection of acceptable 
soft drinks should be readily av;tilable, including, for instance, non
alcoholic wine. These drinks should be made much more attractive. 
At present they are often sickly sweet concoctions. 

3. Education: Children should be encouraged to develop a sense 
of responsibility in their approach to drinking as part of their general 
approach towards living. Discussions as an ongoing element of the 
school curriculum would appear to be the most effective approach 
to education of this kind. Education of the young in responsible 
attitudes towards smoking, drink and drugs, has been recommended 
by the Minister for Health's Working Party on Drug Addiction. 

4. Industry and Commerce: An educational campaign to alert 
executives in industry and commerce to the realisation that excessive 
alcohol dependence may be interfering with the efficiency of members 
of their staff, including perhaps some of the senior members of the 
staff. In Ireland we have a very high level of time ofT work for minor 
complaints, a proportion of which may well be due to excessive 
drinking the night before. 

5. Accidents, particularly road accidents, are very often caused by 
misjudgment due to the effect of alcohol and perhaps more stringent 
measures should be enforced to discourage driving after alcohol has 
been taken. 

6. Standing Rounds: The practice of standing rounds could be 
discouraged by a campaign to encourage the individual to buy his 
own drink or only to buy for his own small sub-group. An important 
recent development is the provision of entertainment in public 
houses, which are being made more attractive for young women. 
Because more people are drinking today, particularly young people, 
more people are in danger of becoming dependent on alcohol. On 
the other hand, men and women are more inclined to drink together 
in a more relaxed setting which should result in more reasonable 
drinking, particularly as the custom of standing rounds is becoming 
less of a rule. 

The average age of marriage of both men and women in Ireland 
is falling and there is less difference in age between brides and 
grooms. Our birth rate remains the h ighest in Europe because of the 
fall in marriage age and the marked rise in the number of marriages 
since 1958 which has resulted in the increased number of births of 
first and second children. Women in Ireland are havi ng smaller 
families and there has been a definite fall in the number of chi ldren 
born after the fourth. 

The standard of Jiving is rising more slowly than in most other 
western European countries but this should enable us to avoid or 
lessen some of the evils that have resulted from affluence in the 
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United States and Western Europe. In these countries among men 
the expectation of life in the middle-ages is getting worse, not 
better, and they are suffering more and more from sickness caused 
by their way of life. Cigarette smoking has been largely responsible 
for an increased death rate from lung cancer and bronchitis. Addic
tion to smoldng, a rich diet, and perhaps a more sedentary life have 
also increased the heart attack rate. 

What sort of a world would our young people like? It is perhaps 
a dream world but it is a dream towards which they will try to move. 
They say they would like a world of increasing beauty where we look 
afler our environment and that they would like a world of expanding 
rather than contracting consciousness. Here in Ireland we have a 
wonderful opportunity to skip the age of gross materialism that has 
afflicted some other countries and move forward to a new world 
based on brotherly love. 
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APPENDIX 1 

MEDICAL-IN CONFIDENCE IRELAND- HOSPITAL IN-PATIENT RECORDS SUMMARY SHEET 

1-3 

Code No. of Hospital I I I I Hospital Case Reference No. I I I 
10-19 

SURNAME (enter I letter in each box) I I I I I I I 
FIRST NAMES (enter first 2 initials: if only 1 enter in box 20) 

residence Area of I I I I Home Address (To check area of residence-not for coding) 

22-25 

Date of Day I Month I Year Birth 

I I I I I 
26-31 

Sex ~=~32 Consultant/G.P. I on discharge 

4-9 

I I I 

I I I 
20-21 I I 

I I I 
34-37 



V> 
-..I 

For Official \ 
use 

I I 1 38-40 

Date placed on 
Waiting List 

Day Month Year 

-~--r-1-. 1 
41~ 

Principal Diagnosis (1) 

f2) Others 
(3) 

Principal Operation (1) 

Other (2) 

Marital State I \33 

Occupation in full (Specify) 

Source Date of 
of Admission 

Admission 
D ay Month Year 

1 1 -~--~-~-

47 48-53 

Date of discharge Hosp. Type of 
or death Div. or bed on Discharge 

~ p- UID<on 
discharge Code 

T "F- yf-7l ! ,-, 
J 11 

54-59 60 61 62 

r---
63-66 

-----
1G-l3 

---
14-17 

~--cc-- 71-
73 

67-70 - . - 74-
--76 

--



Vl 
00 

Diagnosis 

161 Bronchitis, Emphysema 
and Asthma 

162 Hypertrophy of Tonsils 
and Adenoids 

163 Chronic Sinusitis 

165 Other Diseases of Upper 
Respiratory Tract 

170 Other Diseases of 
Respiratory System 

Sex 

Male discharges 
Hosp. mean stay 
Nat. mean stay 

Female discharges 
Hosp. mean stay 
Nat. mean stay 

Male discharges 
Hosp. mean stay 
Nat. mean stay 

Female discharges 
Hosp. mean stay 
Nat. mean stay 

Male discharges 
Hosp. mean stay 
Nat. mean stay 

Female discharges 
Hosp. mean stay 
Nat. mean stay 

Male discharges 
Hosp. mean stay 
Nat. mean stay 

Female discharges 
Hosp. mean stay 
Nat. mean stay 

APPENDIX 2 

Age 
1------ ---- .-----

Under J 75 and 
1 1-14 15-24 25-44 45-64 65-74 over 
--------- -

5 20 
11·8 15-9 
11·8 13-8 19·0 38·0 9·0 

3 11 
8·3 14·7 
8·3 13·2 16·0 1·0 8·5 

12 284 
3-4 3·5 
3-4 3·5 5·5 
5 286 1 
3-8 3-7 3·0 
3-8 3-8 6·0 3·0 

337 
1·9 
1·9 

14 
1·0 
1·0 4·0 

l 2 
3·0 4·0 
3·0 4·0 1·0 

1 

1 18·7 
2·0 

8·0 7·5 I 1·0 16·0 
I 

TotaJ Total Grand 
Male Female Total 

25 
15·1 
14·2 

14 39 
13-4 14·5 
12·2 13-4 

296 
3·5 
3·5 

292 588 
3·7 3·6 
3-8 3·7 

37 
1·9 
1·9 

14 51 
1·0 1·7 
1·2 1·7 

3 3 
3·7 3·7 
3·0 3·0 

1 l 
2·0 2·0 

12·0 12-9 
----
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