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INTRODUCTION
Dr. Donal McCarthy, President of University College, Cork,
resigned from the Board in 1975 having been a member of the
Board since its inception in 1965. Dr. McCarthy has been a
friend and adviser to the Director since 1962 when, as Director
of the Central Statistics Office, he co-operated with the Director
in a study on lung cancer in Ireland. Although no longer a
member of the Board, Dr. McCarthy continues to give us the
benefit of his wisdom and advice. Professor John Corridan,
Professor of Social Medicine, University CoiJege, Cork, was
appointed a member of the Board on the retirement of Dr.
McCarthy.
The year of 1975 was one of financial stringency which
delayed the progress of the Hospital In-patient Enquiry Scheme
because a number of hospitals stated that they were unable to
obtain the necessary records staff to complete the necessary
forms. During the year many meetings with hospitals' staffs
took place to discuss the various problems associated with the
Hospital In-patient Enquiry Scheme. A number of research
projects were undertaken based on the hospital discharges
reported in this scheme.
Dr. Peadar Kirke, a member of the staff of the Board completed the M.Sc. course in Social Medicine at the London
School of Medicine with distinction. He has now returned to
work with the Board. He assists the Director in the supervision
of our various research projects and is undertaking studies in
perinatal mortality and chi ld health.
Dr. Dermot Walsh describes in this report the progress of a
number of studies on mental health both at national and at
community level. Dr. Mairin Ni Nuallain has been in charge of
the Board's research on mental health in Westmeath. Mrs.
Aileen O'Hare, the Board's senior sociologist, has also taken
an active part in these researches.
Because of the admission rates to psychiatric hospitals in
Ireland, particularly for schizophrenia and alcoholic psychosis,
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a study is being undertaken in the four south-eastern metropolitan areas of England on the hospitalisation of Irish and
other immigrants to England. This study, which was instigated
by the Director of the Board, is being carried out by the
Department of Health and Social Security in London. Other
studies on mental health and on suicide and self-poisoning by
drugs will be described in this report.
Dr. Michael Mulcahy completed the study on moderate and
severe mental handicap in Ireland and the first report on those
m entally handicapped receiving institutional care, is awaiting pu blication. 1 The second report on those outside institutional care will be published in 1976. Not only has Ireland
a high rate of moderate and severe mental handicap, but
Downs Syndrome (Mongolism), the commonest single cause
of mental handicap, is particuJarly prevalent in Ireland.
The full report of the Ischaemic Heart Disease Register
undertaken by the World Health Organisation wilJ be published2
in 1976 and Dr. Alicia Radic is continuing to follow up the
patients on the Ischaemic Heart Disease Register who are still
alive. She is also completing the Stroke Register.
The Director of the Board is a representative for Ireland on
the epidemiological advisory committee of the European
Community. During the year he attended 23 meetings in
Ireland, Brussels, Luxembourg, Geneva, Lyon and elsewhere.
He has taken part in planning a number of EEC medico-social
research projects which are of particular interest to Ireland,
including two major EEC workshops which will be held in
Dublin in 1976/77. The first of these will be on "The MedicoSocial Consequences of Psychiatric Disorders of Major Public
Health Importance" and will be chaired by Dr. Sartorius,
Chief of the Mental Health Section of the W.H.O. The second
workshop in April, 1977 will consider what action should be
taken about the present epidemic of suicide and self-poisoning
among young people3 •
The Board is continuing its EEC study on the effects of air
pollution on the health of schoolchildren aged 6 to 11 years
under the supervision of Dr. Denis Keating. It is also undertaking a study on air pollution in Dublin, Cork and Galway
in co-operation with the other countries of the E.E.C., in
which the monitoring for air pollution is being undertaken. A
standard form is in use and the laboratory analysis for all the
countries taking part is being undertaken by a central laboratory
8

at Leyden. The air pollution study is in collaboration with the
Department of Health, the city boroughs and the Electricity
Supply Board.
Dr. J oseph Cummiskey completed the study on sarcoidosis
in Ireland and a report is to be published shortly. Dr. Geoffrey
Carroll has been taking part in a study on the functioning of
the R egional Hospital, Limerick.
D r. D ermot Walsh and Dr. Richard Stevenson are carrying
out a study, a t the request of the Minister for Justice, for the
Irish National Council on Alcoholism to ascertain the extent
of recidivism due to a lcohol addiction among prisoners and to
recommend the appropriate treatment and preventive measures.
This study is progressing well and has received excellent
collaboration from the prison governors and officers.
The Director has continued his studies of multiple sclerosis
in Greater London and in Ireland in collaboration with D r.
Rosaleen Brady and M iss Hilda McLoughlin. The study on
the prevalence of multiple sclerosis among immigrants to
Greater London has been completed a nd is awaiting publication.
(April, 1976).'
Medico-social research is of particular importance at the
present time because of the difficulties that are arising in Ireland
from the economic recession and the la rge number of unem- .
ployed and under-employed, combined with diminished emigra- )
tion. The Board considers one of its major functions is to
study how we can assist those in our community who arc
pa rticularly affected by the present social conditions. This is
why such emphasis is placed by the Board o n the care of the
mentally disturbed, mentally handicapped children, the aged,
the unmarried mother, the depressed and the suicidal, prisoners
and those suffering from chronic diseases such as multiple
sclerosis and stroke.
References

1. Mulcahy, M., (1976) Census of tire Mentally Handicapped-Residential. MedicaSocial Researclt Board publication.
2. Public Health in Europe, 5-Myocardialln/arction Community Registers, 1976.
WHO. Copenhagen.
3. Symposium on "Attempted suicide and Self-poisoning in Young People".
Dublin, April, 1977, to be organised by the Mcdico-Social Research Board.
4. Dean, 0 ., McLoughlin, H., Bradv. R .• Adelstein. A.M.. Tallett-Williams, J.
(1976) Brit. Med. J. 1.861.

9

2(A)

THE HOSPITAL IN-PATIENT ENQUffiY SCHEME
Last year we were pleased to be able to report that agreement
had been reached with the Irish Medical Association regarding
the question of confidentiality and we hoped at that stage that
the way had been opened to a rapid expansion of the H.l.P.E.
Scheme to fuJI national coverage. Unfortunately this hope was
not realised. The deteriorating economic situation in 1975
brought about a virtual embargo on recruitment of additional
staff in the health services and consequently, although quite a
number of additional hospitals were wil ling to participate in
the Enquiry Scheme, they were unable to obtain sanction to
the employment of staff to handle the clerical work involved.
However some small improvement in coverage was achieved.
Our Lady's Hospice, Harold's Cross, Dublin, joined the
Scheme during the year and negotiations conducted in 1975
resulted in four additional hospitals joining the Scheme early
in 1976. These hospitals were St. Anne's, Northbrook Road.,
Dublin, The Royal Victoria Eye and Ear Hospital, Dublin,
Ballina District Hospital, and the County H ospital, Ennis. We
are grateful to the doctors and administrators concerned for
their decision to support the Enquiry Scheme despite the present
difficult economic situation.
From 1st January, 1976 the data collected under the H.I.P.E.
Scheme will be processed on the l .B.M. computer at the Public
Service Computer Centre, Dublin, and certain changes in the
basic format of the Scheme which were described in our last
annual report wiU be implemented. Up to now a HoneyweU
computer has been used and the changeover has requiJ·ed a
complete rewrite of all our computer programmes. This work
was carried out in 1975 and at the same time the opportunity
was taken of reviewing the system generally and making
technical improvements where possible. The feasibility and
validation checking programmes, which were two separate
operations on the Honeywell system, have now been combined
and this will shorten the data processing cycle. In general, a
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considerable degree of technical flexibility has been achieved in
the new system and this should facilitate, in particular, the
preparation of special statistical data which are being requested
from us with increasing frequency.
The routine statistical output from the Hospital In-Patient
Enquiry Scheme during 1975 consisted of diagnostic and
surgical indices and summaries of diagnostic activity issued
quarterly to each participating hospital. Individual consultants
were provided with quarterly indices on request. In addition a
total of 34 special statistical analyses were prepared for the
following:
Individual Doctors Conducting Research
8
Voluntary H ospitals
14
Other Hospitals
2
2
Health Boards
Universities
3
2
Department of Health
1
Comhairle na nOspideal
Institute for Industrial Research and Standards 1

EEC

l
34

Fifty-two hospitals participated in the Scheme during 1975,
a number of them on a partial basis only, and altogether they
submitted 196,945 discharge summaries for processing. The
actual number of patients treated in these hospitals in 1975 was
approximately 250,000 which means that up to 54,000 cases
were not reported. The majority of these occurred in four
particular hospitals, which isolates the problem to a certain
extent, but there are indications that an overall pattern of
under-reporting is developing. The main reason for this appears
to be that in the present difficult economic circumstances
hospital administrators are using H.l.P.E. staff for other duties
despite the fact that in many cases these staff have been approved
by the Dept. of Health specifically for the preparation of
H.l.P.E. data. This is a regrettable practice and we hope it will
be discontinued as it is seriously diminishing the value of the
H.I.P.E. Scheme.
The analysis of the 1975 data is still proceeding but its
content sbould not differ significantly from 1974 as the same
hospitals were participating with one exception. The data for
11

1974 have been analysed and in the following tables we give a
brief summary of their main features. We show eighteen broad
d iagnostic groupings and give the age, sex and average stay
characteristics for each group. This type of information fulfils
a very important function. By using it in combination with
Census of Population data it is possible to forecast future
morbidity patterns and consequently the future demand for
acute general hospital in-patient services. It can be used in
this manner for both national and regional forecasts.
D etailed analyses of the data are available from the Board
on request.
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ANALYSIS OF DATA COLLECI'ED UNDER THE H.I.P.E. SCHEME 1.974

Diagnosis
Infective and Parasitic
Diseases

..

Neoplasms

..

Sex

..
..

Male
Female
Male
Female

......
w

Endocrine, Nutritional and
Metabolic Diseases . .

Male
Female

Diseases of Blood and
Blood-forming Organs

Male
Female

Mental Disorders

..

Male
Female

Diseases of the Nervous
System and Sense Organs

Male
Female

Age

Under
I

1-14

Total Total Grand
Male Female Total

15-24

25-44

45-64

65- 74

75+

13·0
1,428
13·0

420
21·5
61S
1H

S99
25·0
S88
18·9

679
SH
453
32-8

346
7H
232
44·S

167
62-8
124
4S·7

S,232
28·7

2,338 1,927
18·2
20·8
1,29S
2,7SS
17-1
20·7

1,002
21·S
714
27·8

6,288
18·S

-l,66S
--

Discharges
Mean Stay
Discharges
Mean Stay

1,3S6
23·S
1,008
22-7

Discharges
Mean Stay
Discharges
Mean Stay

26
11·0
42
19·0

273
10·6
2S9
12·5

160
13-7
4SO
8·9

S62
12·3
1,292
10·0

Discharges
Mean Stay
· D ischarges
Mean Stay

225
21·3
172
2z.3

3SO
14·2
3SO
1S·2

137
11·8
236
12-6

267
1H
473
13·0

S46
12·S
810
14-8

2SS
15-8
486
20·8

101
20·8
202
2N

1,881
1S·7

Discharges
Mean Stay
Discharges
Mean Stay

43
9·S
22
23.2

766
6·4
248
1H

136
9·8
90
ll·S

62
11·9
141
12·5

169
19·S
242
16·4

107
18·0
178
22-2

84
3N
140
25-2

1,367
11·7

Discharges
Mean Stay
Discharges
Mean Stay

27
78·3
19
10·0

200
14-8
161
13·2

1S2
%
234
11-4

329
7·1
318
10·3

316
11·2
326
14·1

87
71-0
149
20·6

2S·3
10S
36·9

ss

1,166
17-2

Discharges
Mean Stay
Discharges
Mean Stay

212
17·3
148
26·3

1,476
7-9
1,130
N

333
16·0
392
12-4

S93
IS·O
S60
15-6

764
2S·2
700
20.9

4S7
25-4

440

26·9

237
26·1
28S
29·6

---

4,448
20·6

9,680
2S·O

6,807
16·9

13,095
17-6

2,729
16·9

4,610
16·3

1.061
16·5

2,428
13·7

1,312
lS·O

2,478
16·1

3,6SS
16·6

7,727
16·S

4,072
16·4

ANALYSIS OF D ATA COLLECTED UNDER THE H .I.P .E. SCHEME 1974

Sex

Diagnosis

,_

Diseases of the Circulatory
System ..
..
..

Male

Diseases of the Respiratory
..
System
..

Male

D iseases of the Digestive
..
..
System

~

Diseases of Genito-Urinary
System
..

..

Female

Female
Male
Female
Male
Female

Complications ofpregnancy, Male
Childbirth and the PuerFemale
perium
..

..

D iseases of the Skin and
Subcutaneous Tissue ..

Male
Female

65-741~

Total
Male

Under
1

1-14

15- 24

25-44

4.5--64

Discharges
Mean Stay
Discharges
Mean Stay

20
27·0
9
10·3

103
18·5
81
12-4

181
10·3
176
10·1

1,108
11·6
998
12·0

4,209
8·2
2,749
17·1

2,511
21·7
2,055
28·5

1,357
23-9
1,503
39·3

9,489
18·4

Discharges
Mean Stay
Discharges
Mean Stay

1,571
12·4
1,015
14·0

5,619
6·7
4,175
6·7

773
8·4
1,143
6·7

817
10·3
829
9·3

1,954
17·8
1,320
22·4

1,443
27-8
853
37-8

805
41-4
774
109·7

12,982
13·9

Discharges
Mean Stay
Discharges
Mean Stay

428
!0· 1
128
13-1

2,478
8·6
1,671
8·4

1,580

2,732
14·9
2,418
15-4

1,134
17·1
1.028
19·5

537
16·0
618
20·5

1,1301
11-8

1,872
8·5

2,412
10·6
2,235
11-4

Discharges
Mean Stay
Discharges
Mean Stay

524
6·5
141
14·8

1,627
6·7
1,119

420
7·4
1,755
5·1

693
7-3
4,154
6·3

1, 183
10·7
2,641
9·5

1,002
15-8
547
13-4

524
20·5
238
25·6

5,973
10·3

Age

9-6

7,571
27·1

17,060
22·4

10, 109 23,091
16·7
27·0

9,970 21,271
12·3
12·7

1,0595 16,568
9·0
8·2

-

D ischarges
Mean Stay
Discharges
Mean Stay
D ischarges
M ean Stay
Discharges
Mean Stay

~·0

T otal Grand
Female Total

205
20·4
167
17-8

630
8·8
487
8·9

818
5·0

2,075
5·0

50
5·0

599
7·5
514
7·9

496
8·5
450
8·6

400
14-9
399
14·7

190
24·2
163
19·0

85
23·0
108
29·7

2,943
5·0

2,943
5·0

2,288
11·9

4,893
11·9

2,605
11·9
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Sex

Diagnosis
Diseases of the Musculoskeletal System and connective Tissue ..
Congenital Anomalies

Male

..

Female

..

Male
Female

-

Certain causes of
Morbidity
natal
mortality
..

periand

Male

..

Female

Age

Under
1

1- 14 1 15- 24

25-44 , 45-64

65-74

75+

Discharges
Mean Stay
Discharges
Mean Stay

13
30·2
13
19·5

486
19·3
316
22-1

335
14·5
363
12·3

789
13·9
685
14·2

926
19·8
1,048
19-9

396
27·2
597
23·5

139
24·1
276
29·2

Discharges
Mean Stay
Discharges
Mean Stay

568
22·5
490
22-2

1,3 15
13-8
692
16·5

186
11·3
168
13·5

116
10·6
136
13-6

105
14·1
117
1H

35
19·7
31
16·6

18
26·9
17
22·0

Discharges
Mean Stay
Discharges
Mean Stay

255
18·8
190
17·7

Discharges
Mean Stay
Discharges
Mean Stay

366
10·9
261
10·6

2,287
6·3
1,907
6·4

962
5-6
1,624

Discharges
Mean Stay
D ischarges
Mean Stay

166
11·5
156

D ischarges
Mean Stay
Discharges
Mean Stay

162
8·5
145

Discha rges
Mean Stay
Discharges
Mean Stay

6,167
16·3
4,126
17-6

Total
Male
3,084
18·9

Total Grand
Female Total

-----3,298
19·5

6,382
19-2

1.651
17·5

3,994
16·5

43
2,3-8
15

255
18.8
190
17-7

445
18·2

8,612
11·5

17,353
10.9

9,127
12·5

23,938
10·6

3,029
7-7

6,569

89,395
15-1

184,525
14·6

VI

Symptoms and lll-Defined

Male
Female

Accidents, Poisonings and
Violence
(Nature
of

..

Injury)

Male

..

Female

Special Admissions o r Consultations
..

Male

..

Totals

..

..

..

Female

l

Male
Female

9-6

5-9

1,902
11·4
1,704
11-2

1,051
18·3
877
21·2

682
23-8
607
40·3

8,741
10·4

5-8

1,491
6·5
1,632
7·5

4,795
7·4
2,727
7·0

3,859
8·3
1,394
8·8

2,958
9·0
1,165
7-7

1,931
11·7
1,498
13·3

718
16·9
1,052
20·3

384
25·0
1,135
27-1

14,811

998
8·3
894
9·6

312
6·5
292
6·8

578
4·3
571
5·7

845
7·5
752
6·8

412
8·5
266

173
6·0

25,068

8-4
17,645
8·9

9-1

10,545 13,870 20,999 12,131
9·2
10·4
16·7
22-4
12,136 18,302 19,982 10,249
8·0
9·1
15·5
23-8

109

9·5

3,540
7-2

1 1·2
63,50 95,130
25-6
14·1
6,955
43-6

7-4

2(B)

STUDY ON THE NEED FOR HOSPITAL CARE
In March 1975, D r. John Nash, a member of the Board,
suggested that a study should be done to ascertain how often
patients are admitted to medical wards for social reasons.
After preliminary investigation by Dr. Geoffrey Carroll at
the Regiol)al Hospital, Limerick, the Research Board accepted
the proposaL The objective was to establish if any patients
were admitted because of poor home circumstances, lack of
facilities and distance from community services or if all admissions could be justified on medical grounds alone.
Subsequently an interdisciplinary study team was formed, a
steering committee chosen and the objective was extended.
The study team consists of:
Dr. Geoffrey Carroll

-

D r. Cathal Lennon

-

Mr. Leslie Daly

-

Mr. William McCarthy

-

Mr. Paul Turpin

-

Medico-Social Research
Board
Government Operations
Research Unit.
Government Operations
Research Unit
Government Operations
Research Unit
Planning Unit, Department
of Health

The steering committee consists of:
Dr. Geoffrey Dean
- Medico-Social Research
Board
(Chairman)
Prof. Geoffrey Bourke } Prof. James McCormick
all members of the MSRB
Dr. John Nash
Mr. Sean Trant
Mr. John Hynes
- C.E.O. Mid-Western
Health Board.
16

The revised terms of reference are: to categorise the need for
care (investigation, treatment and nursing) and to examine
whether the demands made by the patients on the hospital
could be catered for in alternative areas of the health service.
Patients will be classified into groups with particular demand
levels according to their need for nursing care and the
number of tests and procedures carried out during their stay.
(This study differs from previous nursing dependency studies
in that it follows the patient throughout his stay and does not
merely examine his demand on one day or on discharge.) An
index of doctor-patient contact will also be used.
An independent assessment of the patient's clinical condition was carried out to test the credibility of results obtained
with this objective data.
A pilot study of 50 admissions was carried out in December
1975. The major study begins in January 1976. Details will be
recorded on 200 medical and 200 surgical patients (consecutive
admissions to each speciality).
Information will be collected by interview on admission, by
daily observation for nursing dependence, from patient records
and in some cases with help from the medical and nursing staff.
Basic demographic and social data, referral source and
clinical information will be recorded on each patient in addition
to need for investigation, nursing and doctor attention.
This study will be completed in May, 1976 and analysis by
December, 1976.

17
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2(C)
MEDICAL INFORMATION SYSTEMS IN THE HEALTH
SERVICE
Research was undertaken by Dr. Harrison, statistical consultant to the Board, to ascertain the current status of the
Hospital In-patient Enquiry Scheme and to indicate some
possible developments for it. He suggested that certain statistical
procedures c uld be introduced into the present computer
analysis phase of the scheme with the beneficial result of
displaying the information produced in a more meaningful way
for the hospital administrator.
A study was undertaken on over 3,000 infants in Munster
and Leinster who had returned to hospital before their first
birthday. A report on the results of this research will be published in the Autumn of 1976.
The following papers have been produced by Dr. Harrison:
1.

Changing Patterns of Length of Stay in an Irish Hospital:
J ournal of the Irish Medical Association, March 1976,
Vol. 69, No. 5. pp. 109-1 12

2.

Medical Information Systems in the Health Service:
Awaiting publication in Journal of the Statistical and
Social Inquiry Society of Ireland (1975/76).

18

3(A)

THE NATIONAL PSYCHIATRIC IN-PATIENf
REPORTING SYSTEM
In last year's Annual Report we set out the reasons why we
found it necessary to employ a freelance systems programmer,
Mr. E. Blake, to complete work on our programmes for the
National Psychiatric In-Patient Reporting System. The need
for Mr. Blake's services arose because of serious difficulties
encountered with our existing arrangements. Mr. Blake completed the systems design and programming for our reporting
system following a year's work and will hand the completed
system over to the Eastern Health Board Computer Department
early in 1976. This system is now capable of producing statistics
from the reporting system to our requirements. Furthermore,
it is capable of supplying additional information that we may
require with little programming effort from the Eastern Health
Board Computer Department.
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3 (B)

THREE-COUNTY PSYCHIATRIC CASE-REGISTER
STUDY
This study started on the 1st April 1973 and is due to end
on the 31st March 1976. Because of the success of the project
and because of its importance in the general context of psychiatric services in this country the Department of Health has
guaranteed support until at least March 1977. The three Health
Boards supporting the project have indicated their willingness
to continue their contribution. The objective of the study is to
obtain information on the social demographic and medical
backgrounds of patients using all phases of psychiatric care,
both local authority and private, in three selected areas which
represent the patterns of hospitalised psychiatric morbidity in
Ireland.
Figures from Irish hospitals have suggested that the incidence
and prevalence of psychiatric illness, and in particular of schizophrenia, may be higher in Ireland than in other countries.
Because this impression was obtained from unstandardised
hospital data and the diagnostic categories previously utilised
were not in accordance with any accepted international diagnostic classification it became important to carry out a study
in which all patient data were collected and recorded in a
standardised fashion by means of a case-register study.
In addition to examining the incidence and prevalence of
psychiatric illness in Ireland the study has as a further objective
the collection of data on out-patient and other forms of care
outside hospital such as day care and hostel care. We had come
to the conclusion that with present staffing difficulties in local
psychiatric services it would be impossible to obtain reliable
national data on out-patient activity. Accordingly, the caseregisters will collect such data on a sample basis from three
areas representative of the country as a whole. In particular,
since these are rural areas the data will supplement those of
St. Loman's Hospital's psychiatric case register which has
been functioning in an urban area of Dublin since 1971.
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Therefore the urban and rural registers will be a reasonable
substitute for national out-patient data.
Standardisation of data collection in the case-register areas
has been effected by the use of trained personnel who interview
all new patients entering the various psychiatric services
covered by the register for the first time and thereafter monitor
their progress through successive phases of care during the
lifetime of the register. All these interviewers have been trained
at the Medico-Social Research Board to a high level of competence in data gathering and registration. The psychiatrists
supplying the diagnoses on patients in the Three-County CaseRegister areas have taken courses in symptom rating and
diagnosis run by us with the assistance of the Social Psychiatry
Unit of the Institute of Psychiatry, University of London. In
this way the diagnoses applied to patients in the three areas
under consideration have been standardised and allow valid
diagnostic comparisons.
The only difficulties experienced in the Three-County CaseRegister Study have concerned the private sector. Private
hospitals have consented to assist in our aims but because of
the importance of the issue of confidentiality data obtained in
private registers cannot be added to the data on local authority
registers until the conclusion of the study. This means that a
full account of the Three-County Case-Register study cannot be
made available until health authority and private hospital data
are collated at the end of the study. Nevertheless, we are
preparing an account of the census findings in the three counties
under consideration for the health authority services only.
Throughout this study great emphasis has been laid on
confidentiality and patient data are identified by index number
only. Names are not submitted to the Medico-Social Research
Board but are maintained at local level.
The uses of the information gathered through the ThreeCounty-Case Register Study are to analyse statistics of patients
using all psychiatric facilities, both out-patient and in-patient,
in the three areas under consideration. These statistics, gathered
in a standardised fashion, will help to answer the question as to
whether Irish psychiatric morbidity, as suggested by in-patient
statistics, is really higher than elsewhere. In addition, the
registers will form a basis for monitoring psychiatric service
activity, by providing statistics which should be of considerable
value to health administrators. The statistics provided may be
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linked to expenditure and budgetary statistics to enable administrators to answer some questions relating to the efficiency of
their services. In addition, the register will provide a basis for
further research by supplying a sampling frame from which
patients may be drawn for further studies.
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3(C)

THREE-COUNTY SCIDZOPHRENIA STUDY
This study exan:Unes the incidence and prevalence of schizophrenia in three Irish areas by means of internationa lly standardised techniques of ascertainment and diagnosis. One year
is being spent in each of the three areas. The field investigators
moved to the second area under investigation on the conclusion
of their field work in the first area at the end of August 1975.
The study involves a census of all patients in care on the
commencing day of the study in each area. The patients already
under treatment are examined by a standardised interview
technique, the "Present State Examination, which has been
used in a number of international comparative studies, to
control the diagnostic variable and the standardisation of
diagnosis. It is the task of the research psychiatrist, Dr. M. Ni
Nuallain, to examine all new cases coming under psychiatric
care of any sort, out-patient or in-patient, during the duration
of the study year. In this way she will have compiled not alone
a one-year incidence of schizophrenia but of all psychiatric
illnesses in each of the three areas using a standardised diagnostic technique. As well as obtaining much more reliable information about the incidence and prevalence of schizophrenia we
will have reHable and standardised data about the one-year
incidence of a1J treated psychiatric illness in three Irish regions
- a notable contribution to our knowledge of psychiatric
illness in Ireland.
This epidemiological study contains a sociological enquiry
into the occupational and socio-recreational roles of all firstcontact schizophrenic patients in the year prior to their coming
into care. This enquiry also looks at the early life experience of
first-contact schizophrenic patients. These enquiries are being
controlled by examination of a matched group of persons taken
from the electoral register similar in age, sex, socio-economic
status and area of residence to the schizophrenic patients
confirmed by us and information from key relatives. The field
worker is a social science graduate, Miss B. McHugh.
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Since some cases of schizophrenia may not be rece1vmg
treatment from the psychiatric services a community search is
being carried out for schizophrenics unknown to the psychiatric
services. This search is being conducted by a "key informant"
method and is taking place in three communities within each of
the three areas.
Various schedules, including the Present State Examination,
applied in the study are being processed for us by the University
of London by a systems programme specially designed for use
in large-scale international cross-cultural studies. The social
schedules will be processed in Dublin. So far the study has
progressed smootl1ly and we have experienced no major
difficulties although, as we related in last year's annual report,
our budgeting for the study was seriously upset by the statutory
increases in salaries and our budgetary allocation for travelling
expenses suffered from the rise in the cost of petrol.
The field work on this study will finish on the 31st August
1977.
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3(D)
THE SCIDZOPHRENIA OUTCOME STUDY
We have a lr eady indicated how first-contact schizophrenics
from three Irish counties are being ascertained in the context of
the Three-County Schizophrenia Study, and the importance of
any research designed to investigate appropriate medical and
social measures to reduce morbidity from schizophrenia cannot
be over-emphasised. Accordingly, we have undertaken to carry
out a long-term follow-up study of a ll first contact, and therefore recently m, schizophrenics coming to our knowledge
through the Three-County Schizophrenia Study. We are extending our survey to include first-contact schizophrenic
patients from adjoining counties in each case and in addition,
so that the study will not have a health authority and therefore
lower socio-economic class bias, we have approached some of
the larger private psychiatric hospitals to participate with us in
this study by including first-contact schizophrenic patients
coming to their services in the follow-up study. In addition all
first-contact schizophrenic patients coming to the psychiatric
services in St. Loman's Hospital during 1975 have been similarly
examined. Thus the pool of first-contact psychiatric patients
coming from the Three-Counties Study will be considerably
enlarged for this large-scale prospective follow-up study.
The purpose of the study is to estimate the medical and the
social requirements and outcome of this cohort of newly
diagnosed schizophrenic patients. The particular interest of
this study derives from the indications that psychiatric prevalence is high in Ireland and, therefore, that because of the
particular social conditions pertaining in Ireland, particularly
in rural Ireland, the outcome both socially and medically for
schizophrenic pa tients is less satisfactory in this country than
elsewhere. It is anticipated that this cohort of patients will form
the basis of the Irish contribution to the EEC outcome study.
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3(E)

STUDIES ON SUICIDE
Dr. Dermot Walsh has been continuing his series of suicide
studies. The results of further investigations of suicide in
Dublin city and county from 1964 to 1968 have recently been
published. 1 These studies which set out the extent of underreporting of suicide in Dublin have shown that under-reporting
is considerable and probably under-estimates the "real" incidence of suicide by 100%. The reasons for this have been
examined in detail and largely centre around the differences in
professional orientation and responsibility between coroners
and clinical psychiatrists. Thus the coroner's function is to
ascertain the cause of death and before coroners return a
suicide verdict they must be convinced of the presence of
suicide intent on the part of the deceased, i.e. that the dead
person intended that the act which led to his death should have
had that outcome. This is the legal basis for a suicide verdict
which requires the establishment of suicide intent "beyond all
reasonable doubt". The clinical psychiatrist on the other hand
is not so orientated and does not require such proof of suicide
intent before he regards a death as suicide. Instead his decision
is made on the "balance of probabilities" determined by the
circumstances of the patient's death and he is influenced by his
previous knowledge of the patient's psychiatric condition, in
particular whether he had suffered from a depressive disorder,
whether he had made previous suicide attempts or whether the
overall circumstances of the case suggested strongly that the
death was unlikely to have been accidental. Under-estimation of
suicide is also common in England and Wales where the coroner
system also applies. A further analysis of data from the 1964-68
study by Professor Brendan Walsh and Dr. Brendan Whelan of
the Economic and Social Research Institute in association with
Dr. Dermot Walsh confirmed this and concluded that coroners
at inquests behave as the law relating to suicide and their
function oblige them to do, i.e., they bring in suicide verdicts
only when the evidence before them shows clearly that the
suicide intended his death. 2
These series of suicide studies are being continued by a
prospective study in which Dr. Dermot Walsh is participating
with Professor P. Bofin, City Coroner for Dublin.
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Dr. D. Walsh has recently examined the trends of suicide in
Ireland from the first year of death registration in Ireland in
1864 and the results of this study will shortly be published
(1976).8 Broadly, the study shows considerable increase in
suicide during the first half-century under survey to a peak rate
of approximately five per 100,000 population just before World
War I followed by a continuing decline for the next half-century,
which is still continuing although there has been an increase in
suicide among young people, particularly young males in the
last five years. It is hoped to look more closely at the characteristics of these suicide deaths of young people.
References
1. McCarthy, P. D. and Walsh, D., (1975) Suicide in Dublin: The Under
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3(F)

EFFICIENCY OF DELIVERY OF CARE IN AN AREA OF
PSYCHIATRIC SERVICE
Last year we described tltis project which is examining the
clinical and social characteristics of patients most in need of
psychiatric after-care. These patients are samples of those
utilising an area psychiatric service with a population of
approximately 200,000 people mostly within the city of Dublin
but with a proportion from surrounding rural areas. The project
is concerned with defining the type of patient who most utilises
and benefits from after-care following discharge from a period of
in-patient treatment. Benefit is being measured by clinical rating
scales and subsequent need for psychiatric care. In addition the
study hopes to be able to answer the question whether close
clinical follow-up following discharge improves social and
clinical outcome and reduces the need for readmission to hospital or not.
Dr. Petrina Keane, a trained clinical psychiatrist working in
the area service on which the investigation is based, has been
working part-time on this project since the 1st July 1974 when
planning and preparatory work began. Field work commenced
on 1st January 1975 and will be completed early in January of
1976.
Dr. Keane has prepared comprehensive clinical and social
dossiers on patients including the use of the Present State
Examination. The trial has now entered the follow-up period
during which monitoring of the fate of these patients who have
entered the investigation will continue until the end of 1976.
The clinical outcome of these cases will be followed by Dr.
Keane and the outcome of frequency and character of contact
within the psychiatric service will be monitored by community
nurses working in the service area of the investigation who have
been specially trained and selected for the task. Thus the intensity
of after-care will be related to clinical and social outcome and
characteristics of the patients involved and will shed light on the
need for and the efficacy of close follow-up of discharged
psychiatric patients.
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3(G)

OTHER STUDIES BY THE MENTAL HEALm SECTION
The Mental Health section of the Board is continuing its
studies on the relationships between the availability of alcohol,
death rates from cirrhosis of the liver, admission to psychiatric
facilities for alcoholism and the cost of alcohol in relation to
living costs generally over the past century. This work is important because of recent suggestions such as the report of the
Errol Committee in England that there should be a relaxation of
present licensing hours.
Mrs. O'Harc and Dr. Walsh are carrying out an analysis of
the 1971 Psychiatric Hospital Census in relation to that of 1963
in Ireland and the corresponding 197 1 Psychiatric H ospital and
Units Census in England and Wales in 1971. In particular they
arc examining the rate of decrease of in-patient populations
between 1963 and 1971 in Ireland and are investigating the
implications of these changes for the future. They are also
looking at present trends in policy of the psychiatric services in
the United Kingdom and are examining their appropriateness
and applicability to the Irish scene.
The Mental Health section of the Board has been involved
with the study of services for the unmarried mother and her
child and on the increasing number of Irish women seeking
abortion in Great Britain. Dr. Dermot Walsh has been elected
first Chairman of the National Federation of Services for Single
Parents and their Children which proposes to undertake research
on the social and medical characteristics of unmarried mothers
in the Dublin area and in particular of the problems experienced
by those unmarried mothers who keep their children. In this
context we have been promised the support of two voluntary
organisations providing services for unmarried mothers, Ally
and Cherish. We have already published a report on the Kilkenny Conference on the Unmarried Mother and her Child
written by Dr. Walsh. Mrs. O' Hare has recently published a
Directory of Services for the Unmarried Mother. The publication
of the Directory was financially supported by the Board.
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Dr. Dermot Walsh recently concluded a study of psychogeriatric prevalence in a psychiatric service catchment area of
Dublin city and county in association with Dr. Renie Binchy
and the report of this study undertaken in conjunction with a
collaborative WHO European Regional Study of PsychoGeriatric Services will appear shortly.
Dr. Walsh has acted as Project Director in a study carried out
in the Cluain Mhuire Psychiatric Service area which investigated
the impact of social work services on psychiatric problems in
various settings. The study compared the social problems of
clients presenting to social workers in different agencies, viz.
a specialist psychiatric social work services based on the Cluain
Mhuire Family Centre, a community social work centre within
the Cluain Mhuire Family Centre catchment area and a "walk
in" social work advisory bureau which is also in the catchment
area to examine the characteristics of problems which differentiate the three clienteles. A sociologist, Mr. Shane Butler, from
the Eastern Health Board participated in the study design and
interviewed clients. Another component of the study was concerned with the client's perception of the value or usefulness of
the social work agency to him. An account of this project is
shortly to be published.
Dr. Walsh has been studying the medical and social characteristics of women of Irish residence who had pregnancies terminated in England during 1971, 1972 and 1973 with data supplied
by the Department of Health and Social Security in London.
The data show a continuing increase in the numbers of pregnancies terminated. The majority of the women having pregnancies
terminated were single and the highest rates have been in the
20-24 and 25-29 age groups. In over 90% of cases the medical
reasons given on the termination certificate statutorily supplied
for each termination to the Department of Health and Social
Security, has been a psycruatric one. Concern has been expressed
about the lack of follow-up services for such women in Ireland.
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4

CENSUS OF THE MENTALLY HANDICAPPED IN THE
IRISH REPUBliC
The Board has undertaken a census of the mentally handicapped in the Republic of Ireland, under the direction of Dr.
Michael Mulcahy, the Medical Superintendent of Stewart's
Hospital, Palmerstown, Co. Dublin. The work was completed
during 1975 and is in two parts, first a census of the mentally
handicapped in residential care and, second, a census of those
who are at home. The results will be published by the Board in
1976.
A compilation from both sets of findings will provide information on the overall prevalence of moderate, severe and profound
mental handicap. It will also inform on the prevalence of Down's
Syndrome (mongolism).
Preliminary findings from the census were presented at the
6th International Congress of the International League of
Societies for the MentaJiy Handicapped which was held in
Dublin in September, J975. The most significant finding reported
was the relatively high prevalence of moderate, severe and
profound mental handicap in the Republic of Ireland in comparison with areas of the United Kingdom. There is an associated
high prevalence of Down's Syndrome.
Two senior students, one a social science student and one a
medical student, with the help of a student grant from the Board,
assisted in the study during their summer vacation. The medical
student, Miss Margaret Gilmore, prepared a report entitled "A
study of patients with Down's Syndrome at Stewart's Hospital"
which has been accepted for publication (1976). 1
Three studies aimed at validating the finding of the census
are in train. The first is a cross-check of the returns from Co.
Cork made possible by a recent study undertaken by the Cork
Polio and After-·care Association. 2 The second survey is being
undertaken to check on the returns of Down's Syndrome from
randomly selected areas. This involves a medical confirmation
of all patients with Down's Syndrome. Thirdly, a reassessment is
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in progress on all patients suffering from phenylketonuria.
An informal committee has been set up in co-operation with
the Department of Health to study the census findings further
and see what implications there are for the future planning of
services for the mentally handicapped.
References
1. Gilmore, M., A study of patients with Down's Syndrome at Stewact's Hospital.
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5 (A)

THE EARLY STAGES OF AN ACUTE ISCHAEMIC HEART
ATTACK

The Medico-Social Research Board undertook an epidemiological study on acute ischaemic heart disease, as a part of an
international study co-ordinated by the World Health Organisation {WHO). The purpose of the study was to find the incidence
of acute ischaemic heart attacks, the characteristics of the early
stages and the management of rapidly fatal attacks outside of
hospital. We attempted to acquire, as far as possible, a total
picture of the disease as it presents in the community.
An area of South Dublin, with a population of 140,000, was
chosen for a prospective study on ischaemic heart attacks.
Every case of a suspected heart attack in men and women under
65 years of age who lived in the area under study was registered
during the years of 1970, 1971 and 1972. WHO criteria for
diagnosis were used (WHO Ischaemic Heart Disease Registers.
EURO 8201 (5) Copenhagen 1971). The details of the methodology and the criteria used for the study have already been
described (Radic, A. and Dean, G.). During the three years of the
study 617 patients with acute ischaemic heart attack were
registered, 450 were men and 167 were women.
The patients who were alive and the relatives of the patients
who had died suddenly were questioned about any symptoms
occurring in the 28 days preceding the onset of the attack
(Table 1).
In spite of our efforts not to ask leading questions it is difficult
to assess the importance and reliability of these findings. The
patients who died might not have communicated their symptoms
to their relatives, and the patients who survived and were
questioned after the attack might have mistakenly thought that
they had symptoms before the onset. Nevertheless, nearly half of
the survivors and a third of those who died admitted having
symptoms before the onset of the attack, angina of effort being
the most common premonitory symptom in the surviving group
and unusual breathlessness in the group who died.
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TARLE 1
Premonitory symptoms during the 28 days preceding the onset of attack
Patients who
survived 28
days after
onset

Patients who
died within
28 days after
onset

All patients

- - - -1- -No J %
No
% No
%
- -- -- - -- 1-

Angina pectoris (fresh occurrence)
Angina pectoris (exacerbation of
pre-existing condition)
.Discomfort in chest
Heaviness in arms
Unusual tiredness
Unusual breathlessness
Palpitations (for the first time)
Moro than one symptom
No symptoms
Unknown
Total

49

41
27

11-4

13

6·9

62

10·0

9-6

9
5

4-8
2·7

50
32
1
27
23
3
83
312
24

8·1
5·2
0·2
4.4
3·7
0·5
13·5
50·6
3-8

100·0 1 617

100·0

24
7
3
57
220

6·3
0·2
5-6
1-6
0·7
13·3
51·3

-

26
92
24

429

100·0

188

t

-

-

3
16

-

-

1-6
8·5

-

13-8
48·9
12·8

The majority of patients (63·4%) had the onset of the attack
at home (fable 2). Not surprisingly more women had the attack
at home (74·3%), as few of them were working outside their
home. Only 13·1% of the men suffered the attack at work.
Some men may have stayed away from work on the day of the
attack because of the presence of premonitory symptoms.
The frequency of the onset of the attack while hospitalised for
other illness was similar in men and women, and was on average
5%. In 5·5% of patients the place of onset was indefinite. These
patients gave a history of progressive angina of effort or increasing breathlessness, and were found on examination to have
had a heart attack.
TABLE 2
P lace of onset of attack
Males
No.
%

Home
Work
Hospital
Other
Unknown
Onset indefinite
Total

I

Females
No.
%

-267- -59·3--12459
22
70
5
27

13·1
4·9
15-6

450

100·0

34

7
9
19

H

I

6·0

'
167

74·2
4·2

Total
No.
%

11.4
0·6
4·2

391
66
31
89
6
34

63.4
10·7
5·0
14·4
1·0
5·5

100·0

617

100·0

5-4

The time of onset showed two definite peaks. There was a
morning peak from 8- 10 a.m., around the time people start
work and an evening peak from 10-11 p.m., around the time
people go to bed. However, the incidence during the day (8 a.m.8 p.m.) was the same as during the night (8 p.m.- 8 a.m.), being
51 % for the day and 49% for the night.
There are only two ways in which a patient in Dublin may
seek professional help: one is through a doctor and the other is
the direct approach to hospital either through the ambulance
services or through the casualty department of a hospital. In
this study it was shown that two-thirds of the patients approached
their family doctor first, slightly over a quarter of the patients
approached the hospital first by calling an ambulance or presenting themselves at the casualty department.
The majority of patients (61·4%) were transported to hospital
by ambulance, 16% went by car or taxi and 6·6% of patients
walked or took a bus. The people who walked or took a bus
were mostly the patients with indefinite onset, who decided to
seek help because of progressive angina of effort or increasing
breathlessness.
Of the people in whom it was possible to establish both the
time of onset and the time of call to doctor, over one-third called
the doctor within one hour, and half of the patients called the
doctor within one hour and twenty-two minutes.
There was not a big delay between call to doctor and the first
medical examination for the patients who caJied their family
doctor, half of them were seen within thirty-six minutes. When
the patients who went directly to hospital or had the onset in
hospital are included, then half of all patients were examined
within twenty-six minutes. Nearly 90% of the patients were seen
within two hours of calling the doctor.
Because of frequent immediate mortality from ischaemic
heart attack, the time from onset to first medical examination
is especiaJiy important. Only 13·9% of patients were examined
within half an hour from onset and 28·7% were examined
within an hour. Half of the patients were seen within two hours
and nine minutes of onset. As the median time from call to
doctor to medical examination is around half an hour, the
patient himself was responsible for three-quarters of the delay.
There was a long delay between onset of the attack and
arrival in hospital. Only 5·2% of patients arrived in hospital
within half an hour and 14·0% arrived within an hour. Half of
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the patients were hospitalised within four hours and 73·4%
within 12 hours.
The majority of patients (62·7%) were in no circulatory
failure at first examination. Of the remaining 37·3%, 11% were
in congestive heart failure, 3% were shocked, 2% were shocked
and in congestive heart failure, 5·3% were in cardiac arrest and
16% were considered to be dead.
In patients who did not survive the acute episode, over half
(52·6%) were already dead when first seen by a doctor, 32%
were in cardiac arrest or shock or congestive heart failure or
both. Only 15% were in no circulatory failure.
Among the survivors for 28 days, 83·4% were in no circulatory
failure and only 16·6% had any complications on first examination.
Thus the mortality was lowest in people with no circulatory
failure and not surprisingly increased with the severity of the
complications.
The knowledge of the immediate circumstances surrounding
the acute ischaemic heart attack might help in finding possible
ways of improving the management of this stage of coronary
heart disease. It was thought that perhaps some of the premonitory symptoms might be useful in predicting the impending
attack. The incidence of premonitory symptoms before an
acute heart attack reported by other workers is much higher
than in this study (Solomon et al. in 1969 record an incidence
of 65%; and Stowers and Short in 1970 record an incidence of
68%). The probable reason for this is that they base their findings
on patients admitted to hospital and interviewed after the
immediate danger of death has passed, thus excluding all cases
of sudden and medically unattended deaths.
The value of premonitory symptoms in predicting impending
acute ischaemic heart attack is difficult to assess in this study.
All symptoms are subjective and a control group is not available.
However, because of the frequency of symptoms before onset of
an attack, WHO is co-ordinating a study on the Symptoms and
Signs Predicting Acute Myocardial Infarction and Sudden
Death.
The method in which patients seek medical help is a reflection
of the medical services available to the people. One in four of
the patients in this study presented themselves at hospital
without referral from their family doctor.
The time taken from onset of symptoms to calling the doctor
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reflects the awareness of the patients that they need medical
help as well as the severity of symptoms. In this series the first
call to doctor or hospital was recorded irrespective of whether
the doctor was available or not. Although half of the patients
on whom data were available called the doctor in less than one
hour and a half, the range of time from onset to call is very wide
with 11% of patients awaiting for over 12 hours before calling
a doctor.
To reduce the delay in the delivery of medical care to patients
with heart attacks, the World Health Organisation suggests that
a centralised emergency service should be provided, which
would enable a doctor to assess the nature of the call and to
arrange for the dispatch of an ambulance or the doctor nearest
to the patient (WHO, EURO 8214). In Dublin it would be
possible to provide such a centralised emergency service through
the Irish Heart Foundation and the Cardiac Ambulance Service.
Although this study was not designed to evaluate the efficacy of
the Cardiac Ambulance Service in preventing early deaths from
heart attacks, it does show how the facilities available to the
doctor and the public are uti lised. Only slightly over half of the
patients transported by ambulance, had the services of the
Cardiac ambulance. If a facility, which is already here and
available, is not fully exploited it is not given a proper chance to
prove its efficacy or lack of it.
Another area where improvement can be made in the management of an acute ischaemic heart attack is in early administration of antiarrhythmic drugs. No antiarrhythmic treatment was
given to patients before they were admitted to hospital. As a
result no patients who developed arrhythmias early in the
attack had their arrhythmias treated before admission to hospital. A. A. J. Adgey et al. in their Belfast study recorded that
82% of patients seen within one hour of onset of acute myocardial infarction had rhythm disturbance. They consider that
early treatment of arrhythmias might prevent cardiogenic shock
and heart failure and also reduce the size of the infarcted area.
To achieve the early treatment of arrhythmias they consider a
mobile coronary care unit (MCCU) is essential.
In Dublin the cardiac ambulance with highly trained paramedical staff provides the services of a mobile coronary care unit.
G. F. Gearty et al. found that only 3·5% of patients whose time
of onset of symptoms was known, had the services of a cardiac
ambulance within one hour. As mortality from ischaemic heart
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attacks is very high in the first hour from onset and is so frequently related to cardiac arrhythmias it would appear that there
is room for improvement in the treatment of heart attacks in
Dublin by fuller exploitation of the cardiac ambulance services
and by the use of antiarrhythmic drugs outside of hospital.
If a central bureau to take all possible or probable cardiac
emergency calls in the city was set up, a doctor could make
immediate decisions about the type of aid needed. The cardiograms recorded on the patients by the ambulance staff could be
transmitted by telemetry to the central bureau, where the doctor
on duty could advise the ambulance staff to administer any
appropriate drug. Such centralisation could perhaps improve the
patients' chances of survival.
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5 (B)
THE WHO STROKE REGISTER
From 1972 to 1975 the Medico-Social Research Board took
part in an international study on incidence of stroke. The study
was co-ordinated by the World Health Organisation. The countries taking part in the study were as follows: Denmark, Finland,
Ireland, Israel, Japan, Mongolia, Nigeria, Sweden, U.S.S.R.
and Yugoslavia. The purpose of the study was to find the incidence of stroke in a defined population, determine the mortality
from it as well as the amount of disability it produces. Also if
possible, to find the risk factors associated with stroke and to
see if intervention to reduce these risk factors would also reduce
the incidence of stroke. Most countries had an on-going community control of hypertension programme. In future years they
hope to show whether the control of hypertension on a community basis will reduce the incidence of stroke. For reasons of
feasibility of the study .the Medico-Social Research Board could
not take part in the Community Control of Hypertension
Programme.
The Stroke Register in Dublin was conducted in the same area
as the Ischaemic Heart Disease Register. The study area is
mainly residential and cOnsists of the following electoral wards:
Ballyfermot, K.immage, Crumlin, Crumlin West, Rathfarnham,
Rathfarnham South, Rathmines and Terenure. The size of the
area is 19·3 sq. km. and according to the 1971 population census
it was inhabited by 133,681 persons, or 6,926 persons per square
kilometre. The population under study was rather young (Table
1), 66·7% were under 40 years of age and 91·64% were under
65 years old.
The 'staff of the Register consisted of two public health nurses
employed full time as field workers and one full-time doctor
employed as supervisor and as a field worker. All the family
doctors living in and around the area under study were approached for co-operation with the Register, by notifying the
Registry staff whenever one of their patients suffered a stroke.
As patients could be admitted to any hospital in Dublin, all the
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TABLE 1
Population of tbe area covered by the Stroke Register classified by age and sex.
Age

Male

Female

Total

0-19
20-24
25- 29
30-34
35- 39
40-44
45-49
50-54

27,721
7,004
4,021
2,711
2,868
3, 122
3,273
2,995
2,945
2,605
1,993
1,244
1,082

27,099
7,324
3,948
3,029
3,368
3,747
3,975
3,719
3,683
3,233
2,636
2,091
2,207

54,820
14,368
7,969
5,740
6,236
6,869
7,248
6,714
6,628
5,838
4,629
3,335
3,287

63,622

70,059

133.681

55-59
60-64
65-69
70-74
75+

Total

general hospitals were visited by the Registry staff at least once a
week for case finding. All the nursing homes and long-stay
hospitals were visited at least once a month. The rehabilitation
centres were also visited once a week. Fever hospitals were
visited from time to time, as some of the younger patients
with subarachnoid haemorrhage were admitted to them with a
diagnosis of meningitis. The death certificates were scanned once
a month for patients from the area under study who died from
stroke.
The Stroke Register started on the lst May, 1972 and new
patients were admitted to the Register until 31st December,
1974. The follow-up of the stroke patients continued until the
end of 1975. Each patient who was alive was asked for permission
to be documented. If the patient was unconscious or confused the
permission of the relatives was sought.
Results
During the years of study 545 patients with stroke were
admitted to the Register, 45·9% were men and 54·1 % were
women (Table 2). The majority of patients were in the older age
groups, 67·2% being over 65 years old. The yearly incidence of
stroke was higher in men in younger age groups (Table 3). The
incidence, both in men and women was highly related to age,
being about eight times greater after 65 years of age than between
40 and 64 years.
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TABLE 2
Age nnd sex distribution of patients with stroke
Age

Male

Female

Total

0-9
10- 14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54

0
1
I
3
1
3
1

0
1
0
0
0
0
4
3
8

0
2
1
3

55- 59

60-64
65-69
70-74

15-19

80+
Total

5

1

3

5

8
16
27
40
43
45
31
25

16
32
45
47
51
79

8
16
25
43
72
88
92
82
104

250

295

545

9

TABLE 3

Yearly incidence of stroke by age and sex per 100,000 population
Age

Under 40 years
40-64
65+
All ages

Male

Total

Female
3·75
136·88
1,372· 18
148·16

7-73
234·69
1,453·18
138·70

5·11
181·05
1,402-94
143-67

The fatality rate from stroke was high, with 35·0% of people
dying in the first 3 weeks from onset of stroke and a further 19%
dying during the remainder of the year, thus giving the yearly
fataJity rate of 54% (Tables 4 and 5).
TABLE 4
Fatality rate at 3 weeks by age and sex
Age

Undcr40
40-64
65+
Total

Male

Female

No. ,.

~

%

6
26

60·0
27·1

2
24

76

30·4

11 5

Total

%

No.

~

40·0

8

53·3
30 ·5

I 35·3 so

~~~,~~~
41

40·0

191

35·0

TABLES
Fatality rate at 1 year by age and sex

Age

Under 40
40-Q4
65+

Total

Female

Male

No.

%

No.

%

6
38
80

60·0
39·6
55-6

2
32
137

53·3
42·7
59·3

---------------------r---Total
124

295

54·1

The high fatality rate among the young people is due to the
fact that their stroke was mainly due to cerebral or subarachnoid
haemorrhage, both conditions associated with a high fatality
rate. Their mortality was immediate and did not increase with
the passage of time. Both immediate and later mortality among
the stroke patients decreased in the middle age and then increased, not surprisingly, with the advancement of age.
An autopsy was done in slightly over a quarter of the patients.
The rate of autopsy was age-dependent, being highest in young
people and decreasing with age (Table 6).
TABLE 6
Autopsy in stroke patients who died within 21 days from onset of stroke

%

Age

Under40

75·0

40-49

71·4

50-59

45·5
23·3

70-79
80+

18· 1
17·1
26·7

60-69
All ages

Information about the amount of disability, rehabilitation
and progress of the patients after stroke is still being processed.
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6 (A)

STUDY OF AIR POLLUTION, LIVING STANDARDS AND
RFSPIRATORY DISEASE IN CJDLDREN
The Board conducted the Irish part of this inaugural study
by the Commission of the European Communities. The study
was undertaken by six countries of the nine under the auspices
of the Directorates General for Social Affairs, for Research
Science and Education and the participating countries. Cooperation and interest in this study has been given by our
Departments of Health, Education, Local G overnment and the
Electricity Supply Board.
The study is an epidemiological survey concerning the relation
between a ir pollution, standards of living and respiratory
disease in children.
The survey was conducted in three areas, central Dublin,
central Cork, which by Irish and European standards are areas
of air pollution, and in a part of Galway City where there is
very little air pollution.
The method consisted of the application of an agreed validated
questionnaire, prepared in co-operation with the epidemiologists
taking part from the E.E.C. countries, and physical examination
undertaken by a trained nurse field worker, supervised by a
doctor in each area.
The enquiry was carried out under the general supervision of
the Director and the Project Supervisor/Epidemiologist was
Dr. Denis Keating. Mrs. Anne Finn, R.G.N. assisted in the
planning and conduct of the study. Doctors Radic, Cummiskey
and Carroll provided supervision and tactical planning in their
respective study areas.
In each of the three areas 1,500 child ren between the ages of
6 and 11 years were studied. The physical examination was
standardised for all countries taking part, and included height,
weight and peak flow rates. Additional measurements, blood
pressure, head circumference and spirometry were recorded from
sub-groups by age and sex.
In each area the population frame was derived from schools
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which were located within 1 kilometre radius of an air pollution
monitoring station, which had been in continuous operation for
the previous three years. The school rolls were photocopied
and the population frame was drawn up of children, equal
numbers of each sex, who lived within 2 kilometres of the school.
Permission was sought from the parents and in only a few cases
was the request refused. (Dublin 6%, Cork 4%.)
From the results of a pilot study conducted on 200 children
in a Dublin school in December 1974, we decided to recruit and
train 12 nurses, four for each area, to conduct the field work.
They received four days' training at the Board and their methods
were checked and results subjected to testing against those
achieved by an internationally trained field worker.
The field work was completed during the months of May,
June and July 1975. The resulting information was checked and
coded and transferred to computer tape.
The data from 4,335 Irish chjJdren is being analysed and
compared with that from the other five countries. A separate
analysis of the Irish data is being conducted with the assistance
of Dr. H. Harrison at the University College Dublin, Computer
Centre. The object of this analysis is to establish any relation
between the symptoms and signs of respiratory disease in the
children with the pollution levels which were concurrently
measured by standarrused techniques in each of the three areas.
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6 (B)

THE STANDARDISATION OF THE MEASUREMENT
OF AIR POLLUTION THROUGHOUT THE EUROPEAN
COMMUNITY
The Board undertook to carry out this work for the Health
Protection division of the Commission on the Environment of
the European Communities. Co-operation and interest in the
study was given by the Department of Local Government,
the Department of Health, by the Electricity Supply Board and
the Health Boards and City Corporations concerned. Air pollutants, sulphur dioxide and smoke, have been monitored in
Irish Urban areas since the 1960s. When this study commenced
there were thirty continuously measuring stations in Dublin,
one in Cork city and one station in Galway city. During the
study, five additional stations were brought into operation in
Cork and two further stations in Galway city.
The task was to compare the results deriving from the uniform
methods used by these stations with those used in other countries
of the European Community, and so to establish a comparable
European standard for smoke and sulphur dioxide.
With the advice of Dr. Arnold Price, a physicist from the
European Commission, sites were chosen close to the selected
extant pollution monitors. Automatic European Standard
monitors were installed at each of these positions. Continuously
from April 1976 reagents will be transmitted to these monitors,
two in Dublin, one each in Cork and Galway cities, and the
exposed reagents will be returned to Brussels to be subjected to
independent analysis at the chosen European Centre at Leyden
by Dr. Verduyn. Simultaneously, we will undertake to test the
comparability of the existing stations with those of the installed
standard monitors. Mr. Gerald Lawler of the Electricity Supply
Board, and Mr. Maguire, Chief Health Inspector, Dublin Corporation, have contracted to supply retrospective and prospective data for the sixteen Dublin stations. and these will be collated
and computerised. The Galway data will be transmitted separ45

ately. The computer programmes for this study and the compatibiHty of these programmes with those of the Luxembourg
Computer Centre wilJ be arranged by Mr. Ken O'Brien of the
Electricity Supply Board. The Irish study is being supervised by
Dr. Denis Keating under the general direction of the Director.
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6 (C)

THE DEVELOPMENT OF A JOINT CO-OPERATIVE
STUDY ON CONGENITAL ABNORMALITIES AND TWINS
IN THE COUNTRIES OF THE E.E.C.
The epidemiological working group of the European Community requested Professor Michel Lechat, Professor of Social
Medicine, Louvain University, Brussels, and Dr. Geoffrey Dean
to undertake a feasibility study on the development of a joint
co-operative study on congenital abnormalities and twins in
the countries of the E.E.C. In order to do this the Community
would need to develop the national registers which were rudimentary or non-existent in some of the Member States, for
instance Ireland has no complete national register.
Dr. Dean, at the request of the Community, studied the
systems of registration in the United Kingdom, Switzerland,
Denmark, Norway, Sweden, Finland and Italy and prepared
with Professor Lechat a five-volume proposal for this co-ordinated research project.

47

6 (D)
FARMER'S LUNG
Agriculture is the largest industry in Ireland. In rural areas,
especially where there is a high rainfall, farm workers are liable
to a lung disease arising from the handling of mouldy hay and
straw. This condition, which has been called farmer's lung, was
first mentioned by Campbell in 19321 . His original account
concerned five farm workers in Cumberland. In the north of
Ireland Sweeney described the condition in the North West in
19522, and Joyce and Kneafsey in Roscommon in I 9553• In
1976 the E.E.C. will support a study by the Director of the
Board to fi nd out the reported prevalence of farmer's lung in
Ireland and what steps are necessary to prevent this potentially
crippling disease.
A field study of farmer's lung among a random sample of
farm workers will be undertaken in the North Western Regional
Health Board area where Mr. Donal O'Shea, the Chief Executive
Officer and a member of this Board, has assisted in the planning
of the study. The field study will be undertaken by Dr. F. Dinah
under the supervision of Dr. Dermot Collins, Senior Physician,
General Hospital, Sligo, assisted by radiologists and other staff
of the hospital. The precipitin tests for farmer's lung from
these randomly chosen farm workers, will be undertaken by
Dr. James Dun bar at Professor Fraser's Department of Bacteriology at Queen's University, Belfast.
Hay becomes mouldy when it has lain wet in the fields after
cutting. This extra moisture encourages the growth of various
moulds and when the mouldy hay is handled large amounts of
spore-bearing dust may be inhaled. The same thing happens
during the threshing of ricks of oats, wheat and barley which
have been harvested in bad weather.4
The usual history is that a farm worker, after working continuously for a time with mouldy hay, develops a short, dry
cough with little or no expectoration. He or she may also suffer
from general malaise, weakness and slight fever, but the outstanding feature is distressing shortness of breath, or dyspnoea,
provoked by any physical exertion. Moist sounds may be heard
in the lungs but radiographs of the chest at this stage are often
normal. The acute illness may be so short that the patient does
not always consult a doctor. Removal from exposure to the dust
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of mouldy hay is followed by rapid recovery, which is complete
and permanent if further exposure is avoided.'
With successive recurrences the disease tends to become
chronic. The cough becomes more productive, the sputum is
muco-purulent and slight haemoptysis may occur. Physical
weakness is marked and there is also shortening of breath after
even slight exertion so that the man or woman becomes incapacitated for work.
Pepys et a/ in 19636 pointed out that the minute spores of a
fungus micropolyspora faeru, present in countless millions when
mouldy hay is disturbed, are inhaled by the farmer, reach the
lungs and produce an allergic reaction. The serum of the majority
of patients suffering from farmer's lung contains precipitins
either to the fungus micropolyspora faeni or to micromonospora
vulgaris.4
In 1966 Hargreave, Pepys and others showed that budgerigar
and pigeon excreta contained antigens the inhalation of which
in some people could cause a disease resembling farmer's lung.6
Histoplasmosis must also be remembered in the differential
diagnosis of allergic alveolitis among farmers who may be
exposed to dried pigeon, hen or bat manure.7 • 8
The pilot study of farmer's lung should be completed in 1976.
Unfortunately for this study 1975/ 1976 has been a period of
unusually low rainfall and the hay was usually dry when it was
stacked. For this reason the study will continue in 1977 and
perhaps 1978.
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6 (E)
SURVEY ON SCREENING OF POPULATION STRATA
FOR EXPOSURE TO LEAD
In April1975 a proposal for a "Council Directive on Biological
Standards for lead and on screening of the population for lead"
was submitted by the Commission of the European Communities to the Council of Minjsters. Article 4, Official Journal of
European Communities 18, No. C 151 /23, states the proposed
sampling regulations for monitoring popuJations in broad
terms. Guide-lines for such monitoring were developed at an
E.E.C. seminar held in Galway in July 1975 (Document No.
2133/2/75e). The Western Health Board was asked by the
Commission of the European Communities to undertake a
project in Ireland to test these guide-lines and agreed to do so.
An advisory Committee was set up to advise on the planning
and evaluation of the project.The Medico-Social Research
Board is represented on this Advisory Committee by Dr. Dean
and Dr. Kirke. The scientific co-ordinators for the Western
Health Board are Dr. Grimes and Dr. Feeley.
The project is divided into two phases- a pre-pilot survey
which has now been completed and a pilot survey which will be
carried out in the Autumn of 1976. In the pre-pilot study, a
sample of blood for blood-lead analysis was taken from 157
pregnant women and 178 recent army recruits throughout the
Irish Republic; blood samples were also obtained from 30
dockers working in Galway.
In addition each subject answered a short questionnaire
designed to obtain information about smoking and drinking
habits and possible exposure to lead. The results are currently
being evaluated. A fu ll report on the pre-pilot survey will be
considered by the Advisory Committee and the Health Protection Directorate of the Commission of the European Communities, before proceeding with the pilot survey in the Autumn of
1976.
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7
SARCOIDOSIS IN IRELAND
Dr. Joseph Cummiskey has prepared a thesis on the " Clinical
and Immunological Aspects of Sarcoidosis in Ireland". The
frequency and clinica l features of sarcoidosis were examined in a
retrospective study throughout the Republic of Ireland.
The Mass Radiography (MR) Board, 48 hospitals and 23
county tuberculosis clinics had records available for the study.
The Hospital In-patient Enquiry Scheme was also used in case
finding. The Central Statistics Office records of deaths since
1968 were also used.
The prevalence of sarcoidosis on mass radiography was 40
per 100,000 persons examined per year and the incidence in 1973
was 9 per 100,000 of the total population. The mean reported
death rate for sarcoidosis per year was 3 per million of the total
population. These frequency figures are double that found in
England and Wales for both prevalence and death rate using
the same methods.
The age group most commonly affected by sarcoidosis was
20-29 years. More males than fema les were found in all the
subgroups studied.
Biopsy was used as an aid to diagnosis in 59% of the 991
patients studied. The chest X-ray findings are shown in table I .
The clinical features and age groups are shown in tables 2 and 3.
A negative tuberculin reaction was found in 56% of the 645
patients who had a skin test (10 or more tuberculin units). No
treatment was used in 48% of patients. 36% of the patients
received corticosteroid therapy. The proportion of patients
receiving anti-tuberculosis drugs was higher in the patients with
no histological confirmation of the disease.
The study showed that we had a lower frequency of extrathoracic manifestations of sarcoidosis than occurred in other
countries.
This study confi rmed that sarcoidosis is unusually common in
Ireland and its possible relationship to tuberculosis requires
further investigation.
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TABLE 1
C hest X-ray fmdings in 991 patients with sarcoidosis divided according to diagnostic
subgroups

aear
Definite
Probable
Possible

29 "

Total
Percent

34
3

Bilatera l
hilar
Lymphadenopathy
Bilateral
hilar
+ pulmonLymphadenary
Pul monary
opathy
infiJ tra tes infiltrates Fibrosis

261
196

4

156
95

lOO

25

0

0

66

5

22

4

251
25

166
17

52

31
3

0

457
46

Calcified
lesions

22
5

5

-TABLE 2
Clinical features in the diagnostic subgroups

Erythema nodosum
Lymph node enlargement ..
Eye involvement
Splenomegaly
Hepatomegaly
Skin involvemen t
Parotid gland enlargement
V 11 nerve palsy

Defi ni te

Probable

Possible

Total

127
128
59
45
24
19

95
24
21
16

2
15

7

2

1

10
7

4

2
3
0

224
167
89
67
33
22
17
8

9
6

I

TABLE 3
Age group of 577 patients with definite sarcoidosis
Age

15

- 19

- 24

- 29

- 34

- 39

-44

-49

-59

- 69

No

22

72

161

110

69

37

24

18

41

23

(In a rurther 16 age group not known.)

52

8

THE CONSUMER'S VIEW OF THE QUALITY OF
OBSTETRIC CARE

For the second year of the M.Sc. course in Social Medicine
(University of London), Dr. Peadar Kirke was required to carry
out a research project. It was on the basis of the report of this
project that the degree of M.Sc. was awarded to him in October
1975. The aim of the project was to evaluate the quality of
obstetric care in two London hospitals from the consumer's
point of view, the main emphasis being on staff-patient communication and patient satisfaction with the different aspects of
care.
Using a structured questionnaire, a consecutive series of 105
British and lrish-born mothers was interviewed post-natally in
each hospital.
Many mothers were not satisfied with the communications
aspects of their care in hospital. The purpose and nature of
procedures during labour were often not explained to the
mothers, despite evidence of positive attitudes towards such
practice on the part of the doctors. Explanations to patients of
what is happening to them should be seen as an integral part
of medical care. Three-fifths of mothers said they had not been
told anything about breast feeding by hospital staff at any stage
and three-quarters said it was the same about bottle feeding.
The care of the mother during childbirth and the puerperium
has important psychological implications for, and effects on,
the mother and her infant of which the professions involved
should be aware. In many cases the doctors and nurses failed to
meet the mothers' social and psychological needs.
The comments of mothers who were not satisfied with the
doctors or nurses related mainly to the manner in which care
was given rather than the technical competence of the staff.
A considerable difference in the quality of care as perceived
by the mothers was found between the two hospitals. This was
not explained by differences in relevant patient characteristics
(such as social class, educational status, age or parity) between
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the two samples of mothers. Whether or not the difference in
patient satisfaction reflects a real difference in the quality of
care provided by the hospitals is a fundamental question, but
one which is not easily answered.
While this brief report has emphasised points of criticism,
these need to be seen against a background of general satisfaction
with the care received.
The hospitals concerned have instituted certain changes on the
basis of the main findings. As the subject of the research has been
very topical in Britain recently, there were many requests to
present the fmdings of the study.
Patient satisfaction is an important, if hitherto neglected
aspect of patient care and, with the development of consumerism
as a social movement, it will continue to increase in importance
in the future. It is hoped to undertake a similar study in [reland.
Child health in Ireland
Recognising the fu ndamental importance of the health of
children to the welfare of the nation, the Medico-Social Research
Board hopes to implement a coherent programme of research
in child health, focusing in the first instance on the factors
associated with perinatal mortality and morbidity.
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9 (A)

MULTIPLE SCLEROSIS IN THE REPUBLIC OF IRELAND
A study on the prevalence and distribution of patients with
probable and possible multiple sclerosis (MS) in the Republic
of Ireland is continuing under the supervision of Dr. R. Brady.
On the present count there were 1,982 patients with diagnosed
multiple sclerosis alive on prevalence day, which was census day
1971 ,825 males and 1,157 females. The highest rate for probable
multiple sclerosis was in the 45-49 age group when the rate was
177·4 per 100,000 at risk. For all ages the rate per 100,000 was
55·2 for males and 78·0 for fem ales and 66·5 for both sexes
combined.
TABLE l
The prevalence of diagnosed multiple sclerosis
The Republic of Ireland, Census Day, 1971
Probable multiple sclerosis
Age group

Rate per 100.000

Male

Female

..
..
..
..
..
..
..
..
..
55-59 ..
60-64 ..
65-69 ..
70-74 . .
75+
..

..
..
..
..
..
..
..
..
..
..
..
..
..

0
7
36
44
63
86
98
120
J 18
110
71
37
27
8

0
16
67
83
99
120
14 1
1C:3
149
134
88

..

..

825

0-14
15-19
20-24
25-29
30-34
35- 39
40-44
45-49
50-54

Total

..

Male

Female

55

0
5·1
32-7
50·2
82·0
114·0
128·2
150·8
147·4
140·3
104·2
67·9

31
11

60·5
15·5

0
12·2
63·6
97-4
132-8
163·0
184·7
202·3
188·5
175-4
133-4
96·0
57·0
16·3

1,157

55·2

78·0

i

Total
0
8·6
47·9
73-4
107·7
137·5
155·2
177·4
167·2
157-6
120·8
81 4
59 6
15 1
66·5

It is interesting to compare the prevalence of MS in the
Republic of Ireland that has been found in this study with the
hospitalised incidence of MS among Irish immigrants resident
in Greater London. During the 13-year period 1960- 1972 there
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were 168 first admissions to hospital diagnosed as MS among
Irish immigrants resident in Greater London, a somewhat less
than expected number at the United Kingdom-born rates, 225. 1
The actual first admissions give an average annual hospitalised
incidence of 13 per year. If the expected number of MS patients
resident in Greater London in 1971 is calculated from the Irishborn rates in this study, a prevalence of 277·2 probable MS
cases would be "expected". As the expectation of life for diagnosed MS is on average at least 20 years this would give an
annual incidence not very different to the average annual
incidence found in the London study.
The age-standarised distribution of MS among the counties
of the Republic of Ireland will be reported and it will be compared with the distribution reported in Northern Ireland where
a higher prevalence of MS was found in the rural areas than in
Belfast. 2 • 3
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9 (B)

MULTIPLE SCLEROSIS AMONG IMMIGRANTS IN
GREATER LONDON
The incidence of multiple sclerosis (MS) varies throughout
the world. For instance, Europe including Ireland and the
United Kingdom, Canada and the northern parts of the United
States are areas of high risk, whereas the new Commonwealth
countries of Asia, Africa and America (the West l ndies) are
low-risk areas. Those who migrate from a high-risk area to a
low-risk area keep their high risk unless they migrate below the
age of 16. The area of residence during childhood therefore
seems to be of great importance in deciding the risk of developing
MS, which is strong evidence that the disease is related to the
childhood environment. We have therefore undertaken a study
to find out what happens to those who migrate from areas
where the incidence of MS is low to an area where the incidence
is bigb. 1
There are considerable differences in the age-distribution of
different groups of immigrants. For instance, immigrants from
the new Commonwealth countries are on the whole younger than
those from Europe. The United Kingdom-born population of
Greater London was, therefore, used as the standard and the
age-specific expected numbers of patients with MS for the
different immigrant groups were calculated using the age distribution of those born in the United Kingdom and of the
immigrant populations at risk. The 1966 10% census of population, a mid-point between 1960 and 1972, was used for the
populations at risk.
Since April, 1969 birthplace has been included on death
certificates in the United Kingdom (but not in the Republic of
Ireland) and the Registrar General's department provided copies
of the death certificate of immigrants who died with mention of
MS on part 1 of the certificate.
The number of first admissions with a diagnosis of MS or
probable MS resident in Greater London is shown in table 1. 1
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TABLE 1
Greater London residents
First admissions 1960-1972

U.K. born ..
Immigrants
Total

%

Male

Female

Total

1,316
143
1,459
36·8

2,228
283
2,511
63·2

3,544
426
3,970

lOO

Multiple sclerosis among immigrants in the Republic of
Ireland resident in Greater London was slightly less than the
"expected" number based on the United Kingdom-born rates
but was still a high rate. Table 2.
TABLE 2
Greater Londoo residents
First admissions 1960-1972
By birthplace
Immigrants from countries with high or moderately high rates.

Actual
Ireland ..
Europe . .
..
..
..
Australia, Canada and New Zealand
United States and South America ..
Cyprus ..
USSR

168
!52

17
12
23
4

Expected
225·3
158-1
24·8
16·5
35·0

7·1

How the rates among the Irish immigrants resident in Greater
London compare with the rates in the Republic of Ireland will
be known when the survey of MS in Ireland at present in progress
is complete. Undoubtedly, both Ireland and the United Kingdom
are high MS prevalence areas.
Immigrants from Europe resident in Greater London had as
high a prevalence of MS as the United Kingdom-born. Immigrants from the old commonwealth countries of Australia,
Canada and New Zealand, from the United States and South
America, Cyprus and Russia all had moderately high MS rates.
In contrast immigrants resident in Greater London from areas
of the world where MS is known to be uncommon, for instance
the new commonwealth countries of America (which includes
the West Indies), Africa, Asia and South Africa kept their low
risk of developing the disease after settling in London. Table 3.
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TABLE 3
Greater London residents
First ndmissloos 1960-1972
Immigrants from Low MS areas

I

New Commonwealth:
America (includes the West Indies) ..
Africa . .
..
Asia (excl. Cyprus)
Burma ..
China ..
South Africa

Actual

Expected

16
4
13
1
0

130·0
25·8
85·7
3·9

3

2-8
11·5

To make sure that the large differences in MS first admissions
found among immigrants was not an artefact of diagnosis or
admission policy another neurological disease, motor neurone
disease (MND) was used as a control. In MND the large differences found in MS did not occur. Furthermore, the differences
found among flrst admissions to the London hospitals were also
found among the causes of death registered on the death certificates in England and Wales. Table 4. No one with Indian,
Pakistan or African ethnic origin had MS on the death certiflcate
during the years studied (April 1969- 1973).
TABLE 4
E ngland nnd Wales
Deaths April 1969-1973
MS and MND
Actual and Expected

MS
11* (29 9)
1 (4·2)
3 (18·1)
17(52·2)
J :3

Birth place
India and Pakistan
N.C. Africa
West lndies
Total
Ratio

MND
17(16·6)
J (1·5)
6 (6·7)
24 (24-8)
1 :1

• MS no Indians or Pakistanis.

Our findings have shown that, just as those who migrate from
areas where the risk of MS is high to lower-risk zones keep their
high risk of MS unless they migrate before the age of 162 • 3, so
those who migrate from low-risk countries to London, a highrisk area, keep their low risk of developing the disease; immigrat-
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ing to England does not seem to increase their risk of MS.
Immigrants from low-risk zones whose parents were also born
there have a lower risk of being adm.itted to hospital with MS
than those whose parents were born in high-risk zones. Most
immigrants with MS born in Asia and Africa had European
forebears. Among those with MS there was only one Indian,
one Parsee, no Pakistanis, one African and two Africans of
Asian forebears with both parents born in lhe new commonwealth. The low hospital morbidity for MS among those born
in low-risk countries was confirmed by a study of the deaths
among immigrants due to MS from 1969 (April) to 1973. During
this time there were no deaths from MS reported among the
Indians, Pakistanis or Africans. Thus MS contrasts, as regards
both admissions to hospital and deaths, with another neurological condition, motor neurone disease, which will be the
subject of a future report.
Multiple sclerosis is highly prevalent where the standard of
hygiene is high and in this respect it resembles adult paralytic
poliomyelitis before the introduction of the Salk and Sabin
vaccines. 4 Our findings provide evidence that immunity to MS
normally develops in childhood in tb.e low-risk zone and persists
when the person moves to an area where MS is highly prevalent.
It is suggested that this is because of an early childhood infection
by the agent responsible for MS in low-risk zones, probably a
virus, which is followed by immunity to the adult form of the
disease. The key to the mystery of multiple sclerosis appears to
be within our grasp.
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10
CONCLUSION
1975 was a year for consolidation rather than a year for
starting research projects. Fortunately we were able to obtain
support from the European Economic Community for a number
of studies which have been undertaken to the benefit of ll·eland.
For instance, studies on the effects of air pollution on the
health of schoolchildren, studies on farmer's lung-of great
importance to the farming community, particularly in the West
of Ireland, studies on the registration of congenital abnormalities and of twins, and planning for workshops to be held in
Ireland on mental illness of public health importance and on
the present epidemic of self-poisoning by young people. These
workshops, it is hoped will lead to co-operative action under the
aegis of the E.E.C. The Board has also contributed to the E.E.C.
pilot study on monitoring the population for blood lead levels,
a matter of importance with the development of major new
mining ventures.
We have continued our co-operative studies with the World
Health Organisation and in particular our WHO studies on
Ischaemic Heart Disease and Stroke. The Multiple Sclerosis
Societies of Great Britain and Northern Ireland, of Canada and
of the Republic of Ireland have continued their support of our
studies on multiple sclerosis.
The Anglo{Irish study on drinking attitudes and patterns of
drinking behaviour of first and second generation young Irish
men and women in London in comparison with those living in
Dublin, undertaken by Mrs. Joyce O'Connor and supported by
the Medical Council on Alcoholism with assistance from the
Medico-Social Research Board, which initiated the study, and
the Irish National Council on Alcoholism, will shortly be
published. (March, 1976)1•
We have also continued with a number of joint studies in
co-operation with our colleagues in the United Kingdom, for
instance research has been published on suicide deaths among
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Irish immigrants to England and on abortions among Irish
girls in England.
The study of admissions of Jrish-born immigrants to psychiatric hospitals after emigration to England is going well and
should be completed in 1977.
Our main problem during the year has been due to difficulties
in obtaining the co-operation of hospitals in the Hospital
In-patient Enquiry Scheme, (RIPE). A number of meetings have
been held about this during the year. Whenever there is financial
stringency such as there is at present, hospitals tend to protest
that they have not the records staff to complete the forms for
the HI PE scheme. This would appear to be an inevitable human
reaction unless there could be greater motivation for the hospitals
to complete the forms than there is at present. If this scheme is
to advance, assistance will be required from the Department of
Health to bring the remaining hospitals into the scheme and to
achieve full coverage from those hospitals which are already
taking part.
The Board is anxious to prepare reports based on the scheme
which will be of greater value to the hospitals, and for this
purpose further statistical assistance will be required. It has also
been proposed that there should be training courses in the usage
of the scheme for the hospital records staff and better administrative control of hospital records systems. To achieve this,
close collaboration will be necessary between the Medico-Social
Research Board and the Executive Officers of the health boards
and hospital administrators both of the voluntary and health
board hospitals.
In the personal view of the Director we always state that our
major objective is the health of the public and yet use nearly all
our energies towards treating established diseases rather than
preventing them. So many disorders are preventable, for instance
those associated with the way we lead our lives, cigarette smoking,
the abuse of alcohol, lack of exercise and the various ways in
which we pollute our environment. There is not unlimited state
or private wealth available for health care and prevention would
be much more cost effective. Many more patients in I reland
could be treated in day hospitals and often the length of stay in
hospital could be shorter and could be undertaken, with suitable
planning, on an out-patient basis. There is often much waste in
the over-consumption of expensive proprietary drugs.
Economical use of our resources to the best advantage of the
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public raises the question of nurses and other paramedical
assistance. Often a tired, unhappy person does not require the
service of a highly trained physician but could be greatly helped
by the listening ear and the good sense of a nurse, a social
worker, a home help or even a good friend or neighbour. Dental
care is a good example where we could use dental auxiliaries,
particularly for the care of children's teeth. Perhaps we overemphasise the importance of the doctor in the maintenance of
good health which is very often much more dependent on social
factors and the way we live our lives. While there is a great
difference between a good doctor and a bad doctor, there may
often be little difference between a good doctor and no doctor
at all!
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