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Glossary of Terms 

Infant 

Infant Mortality Rate 

Neonate 

Neonatal Unit 

Perinatal 

Perinatal Mortality Rate 

refers to a child under one year of age 

infant deaths up to one year per 1,000 
live births 

live born baby under four weeks 

special unit for the care of newborn 
babies which is an integral part of a 
maternity hospital or a maternity unit at 
a general hospital. 

refers to the period from the 28th week 
of gestation of the fetus to one week 
after the birth of the baby. 

fetal deaths (still births) at or over 28 
weeks gestation together with deaths of 
live-born babies aged under 1 week per 
1,000 live and still births. 
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SECTION 1 - Background 
1.1. The main statutory function of the Comhairle is to regulate the number and 

type of consultant appointments in hospitals providing services under the 
Health Acts. It also has an important advisory function under the Health 
Act, 1970 in relation to the organisation and operation of hospital services. 
It is required under the functions laid down in the Act to prepare and 
publish reports relating to hospital services. 

1.2. In pursuance of its statutory functions, the Comhairle has, since its es
tablishment in 1972, published a number of reports on the development of 
particular aspects of the hospital services in this country. In May, 1976, it 
published a report entitled " Development of Hospital Maternity Services -
a discussion document". This report set out the Comhairle 's views and 
policy in the field of obstetric care . It stressed the increasing importance of 
infant care in the future development of the maternity services : 

" ... if the basic aims of ensuring safe delivery and giving the infant the 
best chance of optimal health and normal development are to be achieved, 
every expectant mother should have ready access to care at a consultant
staffed obstetric/ neonatal unit." 

In the period which has elapsed since the appearance of this report, more 
statistical data and expert evidence has emerged which has confirmed the 
findings of the Comhairle. The discussion document on maternity services, 
therefore , forms an important part of the background against which the 
Comhairle has undertaken this examination of the hospital paediatric ser
vices. 

1.3. In January, 1977, the Comhairle set up a sub-committee, which consisted 
of five of its members, to ascertain the factual situation regarding the 
organisation and operation of paediatric services at consultant level and to 
make recommendations to the Comhairle on the policy to be adopted in 
relation to the future development of paediatric services with particular 
reference to consultant manpower requirements ; the role of the consu ltant 
paediatrician in relation to other branches of hospital medicine and also 
the community services for children ; and the number, size and location of 
in-patient paediatric units. The sub-committee was requested by the 
Comhairle to consult with the professional medical bodies concerned in 
the child health services. 

1.4. Having studied the available data and literature on paediatric services, the 
sub-committee formulated tentative proposals for discussion with the 
professional medical bodies. Meetings were then arranged with represen
tatives of the following organisations:-

The Irish Paediatric Association, 

The Paediatric Standing Committee of the Royal College of Physi
cians of Ireland, 



The Irish Perinatal Society 

The Society of Medical Officers of Health. 

The sub-committee was asked to meet representatives of St. Vincent's 
Hospital , Dublin and decided to do so . 

1.5. In addition to meeting the members of the sub-committee , the Irish 
Paediatric Association also made an extensive written submission entitled 
" Report on Development of Paediatric Services" which the sub-committee 
found to be of great assistance in its deliberations. 

1.6. The Comhairle wishes to express its gratitude to the many individuals who 
either met the sub-committee or contributed to the formulation of the 
ideas which were put forward for its consideration . Thanks are also due to 
the individuals and bodies who were approached directly for factual infor
mation on the existing child health services. 
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SECTION 2 - Introduction 
Prevention in Paediatrics 

2 .1. In approaching the question of child health services, the main concern of 
the Comhairle is, by reason of its statutory functions, focused on those 
elements of the services which are hospital-based and staffed at consul
tant level. It is, therefore, important to stress, at the outset, that the 
Comhairle recognises quite well that hospital services, albeit important, 
are only part of the total child health services. Furthermore, it is not an in
dependent segment of the total service. Hospital services can only function 
at maximum efficiency and effectiveness as an integral part of a wider 
range of child care and treatment services. The Comhairle acknowledges 
that there is a danger of an undue emphasis on hospital care that might 
detract from the importance of community and residential care. It is essen
tial that all three elements - community care, hospital care and residential 
care - should be seen as being of equal importance and equally in need of 
development. The overall objective is well expressed in the following 
quotation from "Fit for the Future - The Report of the Committee on Child 
Health Services" (Court Report) published in Britian in 1976:-

" We can summarise our objectives quite simply : we want to see a child 
and family centred service; in which skilled help is readily available and 
accessible; which is integrated in as much as it sees the child as a whole, 
and as a continuously developing person. We want to see a service which 
ensures that this paediatric skill and knowledge are applied in the care of 
every child whatever his age or disability, and wherever he lives, and we 
want a service which is increasingly oriented to prevention." 

2.2. The literature on child health services is extensive, much of it of recent 
origin. The following documents proved to be of considerable value to the 
sub-committee and to the Comhairle generally:-

(a) " Fit for the Future - The Report of the Committee on Child 
Health Services" (H.M .S.O., 1976). 

(b) " Prevention of Handicap of Perinatal Origin - An Introduction to 
French Policy and Legislation" by Margaret Wynn and Arthur 
Wynn (1976). 
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(c) 'The Prevention of Cerebral Palsy - The Basic Facts" by James 
Loring and Mary Holland (1978). 

(d) " British Paediatric Association - Evidence to the Royal Commis
sion on the National Health Service" (1977). 

(e) "Recommendations for the Improvement of Infant Care during 
the Perinatal Period in the United Kingdom - a Discussion Docu
ment produced by the British Paediatric Association/ Royal Col 
lege of Obstetricians and Gynaecologists Liaison Committee" 
(1978). 

(f) " Improvement of Perinatal Care" - British Medical Journal (27th 
May. 1978). 

(g) "Report of the Expert Group on Special Care for Babies - Depart
ment of Health and Social Security (H.M .S.O .. 1971). 

(h) " Prenatal Care in the United States, 1969- 1975" - U.S. Depart
ment of Health Education and Welfare Publication No. (P.H.S.) -
78-1911 (September 1978). 

(i) "The Paediatric Dimension" by Gerald Cussen - Journal of the 
Irish Medical Association (25th August , 1978). 

These publications have had a considerable influence on the thinking of the 
Comhairle. 

2 .3. The points made in the following extracts from these publications are of 
particular importance -

(a) The Court Report 
" Lastly, we think that in future much greater emphasis must be placed on 
prevention. Following the success of environmental control, improved 
mother and infant care, and immunisation against infectious diseases we are 
now in what has been described as the fourth preventive stage when in
dividuals must modify their behaviour to improve their health . .. The 
greatest single need in medicine in the next 25 years is to give prevention the 
degree of scientific and educational attention that has been given in the last 
25 years to treatment ... " 

(b) "Prevention of Handicap of Perinatal Origin" 
" In 1975 there were .. . some 200 perinatal infant deaths for every maternal 
death, and many handicapped survivors; there are indeed about 20 babies 
born with cerebral plasy alone for every maternal death. It is the recent 
French contribution to have entered into a powerful political commitment 
to reduce these perinatal casualties . .. No country has ... gone a!i far as 
France in demonstrating that the prevention of handicap is a suitable sub
ject for a political initiative ... United States President John Kennedy ap
pointed the Committee on Mental Retardation in 1962 to advise him how 
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the amount of mental subnormality in the community might be reduced. 
This Committee has . .. made estimates of the contribution of different fac
tors to congenital mental retardation and has concluded that more than one 
half of all mental retardation might be eliminated only by the application of 
existing knowledge to improved "programming in maternal and infant 
care". Of this 50 per cent reduction in mental retardation that was possible 
30 per cent might be achieved only by improving antenatal care up to the 
standard of several American model programmes conducted by teaching 
hospitals. The French and American estimates are broadly in agreement." 

(c) "The Prevention of Cerebral Palsy - The Basic Facts" 
"The Spastics Society believes that 50% of all cases of cerebral palsy could 
be prevented if available knowledge and best practice were fully applied. In 
the process of preventing cerebral palsy other related handicaps (e.g. brain 
damage, epilepsy, behaviour disorders, mental sub-normality, et~ could be 
prevented." 

(d) "British Paediatric Association - Evidence to the Royal Commission on 
the National Health Service" 
"In countries where the greatest reductions [in infant mortality] have been 
achieved, e.g. Sweden, these have been accompanied by an associated 
reduction in the numbers of handicapped children (Hagberg, 1975) ... The 
advantages of an increased investment in child health services by central 
government have been subjected to comprehensive scrutiny in France 
(Ministere De La Sante Publique 1971), Sixth Plan 1970, 1971, Seventh 
Plan 1975, 1976). These studies demonstrated by cost-benefit analyses the 
substantial overall national saving that accrues from the reduction in the 
prevalence of handicap in the child population by a major investment in 
preventive and curative child health services." 

(e) "Recommendations for the Improvement ofInfant Care during the 
Perinatal Period in the United Kingdom" 
"We have no doubt that good antenatal and perinatal care offer by far the 
best opportunity for the prevention of long term handicaps, with their costly 
toll of human misery." 

(f) "Improvement of Perinatal Care" - British Medical Journal 
" . . . recent studies have shown that the provision of special and intensive 
perinatal care can reduce the perinatal mortality and lower the number of 
handicapped children among the survivors. In addition to the personal and 
family suffering caused by handicap, the economic implications of failing 
to provide optimal perinatal care have been considered unacceptably high 
by several countries including France. The expense of caring for a single 
severely handicapped individual throughout a life of 50 years is about 
£250,000." 
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(g) "Report of the Expert Group on Special Care for Babies" 
"With the improved recognition and prevention of factors known to cause 
mental or physical handicap, for example hypoxia, hypoglycaemia and 
hyperbilirubinaemia, further development of special care facilities should be 
accompanied by a reduction in the numbers of babies surviving with mental 
and physical handicaps. The efficacy of special care and the justification of 
the efforts it demands in terms of staff, special training and facilities should 
be judged by a falling handicap rate among surviving babies." 

(h) "Prenatal Care in the United States, 1969-1975" 
"Concern about reproductive wastage and the physical and mental impair
ment of the newborn has given impetus in recent years to the study of the 
role of prenata! care in the prevention of low birth weight and shortened 
gestational periods. It has become increasingly evident that low birth weight 
and prematurity are highly associated with elevated levels of infant mor
bidity and mortality and an increased incidence of congenital anomolies." 

(i) "The Paediatric Dimension" 
"In 1973 there were 1,590 perinatal deaths in this country [Irelandl. This 
number was equal to that for all other deaths up to the age of 34 years. 
How little Time and Medical Science have influenced the Priorities of 
Death! Of these 1,590 deaths, approximately half could have been 
prevented by applying known methods of care and treatment. Looked at in 
another way, from 1968 to 1978 approximately 16,000 infants have died in 
the perinatal period. Eight thousand of these might be said to have died un
necessarily ... Our perinatal morbidity with its trail of mental handicap, 
physical handicap and sensory deprivation, should serve as a stark 
reminder to us to forego our complacency and bring our standards to 
par ... The recent study ... by the Paediatric Department, University Col
lege Cork has shown that there are 24 to 26 new cases of cerebral palsy 
each year in the Southern Health Board area. This area has approximately 
one sixth of our total population. Translating the above figures then to the 
country at large this would give us an incidence of 150 cases of cerebral 
palsy per year of whom 40 will be moderately/severely handicapped to such 
a degree that they will need care for the rest of their lives. 

Cost of keeping one such severely handicapped 
child in an institution in this country 
for 7 days with total care 

Loss of wages at modest 
£50 per week for 40 years 

Total cost in Ireland 1977 for 
1 severely handicapped child 
(institutionalised) 
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The amount saved by preventing two such disasters would pay for all the 
obstetricians and neonatologists needed to . .. bring us into line with 
Sweden, Finland and Holland - at the top of the league - and it would take 
the cross off the backs of Irish mothers where we have left it lie for too 
long." 

2.4. While it must be accepted that, on the basis of present medical knowledge, 
there is no question of eliminating all infant mortality or morbidity, the 
above quotations illustrate in dramatic terms the scope for prevention and 
the challenge which faces this country. Considerable improvements have 
been made in this and in other countries in reducing infant mortality - the 
rate in Ireland declined from 30.5 in 1961 to 15.7 in 1977. However, we 
still have much to do before we can achieve the standards reached in some 
other countries as Table 1 illustrates. 

TABLE 1 

International Comparison of Infant and Perinatal 
Mortality Rates 

Infant Perinatal 
Country Year Mortality Mortality 

Rate Rate 

Sweden 1975 8 .3 11 .1 
Denmark 1976 10.3 12.7 
Netherlands 1975 10.6 14.0 
Switzerland 1976 10.7 13.2 
Finland 1974 11.0 13.9 
Norway 1975 11 .1 14.2 
England and Wales 1976 14.2 17.9 
Australia 1975 14.3 19.2 
France 1974 14.7 19.5 
Luxembourg 1975 14.8 16.1 
Scotland 1976 14.8 18.5 
Canada 1974 15.0 16.6 
Ireland* 1977 15.7 21.5 (1975) 
Germany 1975 15.9 17.6 
New Zealand 1975 16.0 16.5 
U.S.A. 1975 16.1 20.7 
Belgium 1975 16.2 19.7 
Northern Ireland 1975 20.4 25.9 
Italy 1975 20.9 24.1 

Source : W .H.O. Statistics Annual - Volume 1, 1978. 
*Note: The Irish rates are the latest published by the Central Statistics Office. The perinatal 
mortality rate is not strictly comparable with other countries due to stillbirth notification in 
I reland not being compulsory. For this reason, the Irish rate is likely to be understated rather '/.. 

than overstated. ,/,.:,(;<£t ~ rtvC
J 

190'7 _ ~ ~ 
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2.5. The conclusion from all this is inescapable. There is great scope for preven
tive care at all levels in paediatrics but most especially in the period sur
rounding birth . With improved antenatal , obstetric and neonatal services, 
many infants' lives can be saved ; much brain and other damage associated 
with birth can be prevented ; and many conditions preventing normal 
development of a child can , if detected in time, be ameliorated or 
remedied. The extent to which the community as a whole can benefit from 
what is now known, depends on the extent and the manner in which it is 
prepared to invest its resources in developing the preventive aspects of the 
child care services. The saving in terms of human misery and suffering for 
the individual family are incalculable : the economic and social benefits for 
the community are substantial. 
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SECTION 3 - Existing Paediatric 
Facilities in Hospitals 

Hospital Accommodation for children (other than newborn 
infants) 

3 .1. Special Children's Hospitals: 
There are at present three specialised children 's teaching hospitals located 
in Dublin - Our Lady's Hospital for Sick Children, Crumlin (324 beds). The 
Children 's Hospital, Temple Street (236 beds) and the National Children's 
Hospital, Harcourt Street (91 beds) . These three hospitals are staffed at 
consultant level and provide a total of 651 beds between them. Each is a 
separate and independent institution. Discussions are taking place on the 
amalgamation of the National Children's Hospital, Harcourt Street, with 
Our Lady's Hospital for Sick Children, Crumlin but as yet they are not com
pleted. A wide range of specialist services, both in-patient and out-patient, 
are provided by these hospitals. 

3.2. Paediatric Units in General Hospitals 
In addition to the 651 beds in the Dublin children 's hospitals, there are 
also paediatric units staffed by consultant paediatricians at the following 
major general teaching hospitals:- Cork Regional Hospital (80 beds!. 
Galway Regional Hospital (56 beds). Limerick Regional Hospital (82 beds). 
Together these provide 218 beds. 

3 .3. In addition to these 869 consultant-staffed paediatric beds listed above 
the following units staffed by consultant paediatricians attached to general 
non-teaching hospitals provide another 371 beds :- Sligo General Hospital 
(40 beds) , Castlebar General Hospital (18 beds), Portiuncula Hospital , Bal
linasloe (31 beds). Bon Secours Hospital, Cork (46 beds). Mercy Hospital , 
Cork (45 beds). South Infirmary, Cork (26 beds). Ardkeen Hospital , Water
ford (25 beds). Our Lady of Lourdes Hospital, Drogheda (44 beds). Teach 
Ultain, Dublin (96 beds). Thus the total number of paediatric beds staffed 
by consultant paediatricians in the Republic of Ireland is 1,240. 

3 .4 . Other Children's Accommodation 
In addition , there is separate children's accommodation provided in many 
general hospitals that are staffed not by consultant paediatricians but by 
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consultant physicians and surgeons. There are approximately 375 beds in 
this category. Children are also admitted to special hospitals (e.g . 
orthopaedic, eye and ear) and to private hospitals under the care of physi
cians and surgeons. Some of these have separate children 's accommoda
tion but the amount of such accommodation is not known because beds 
specifically for children are not identified in the published statistics. In a 
few instances, children are admitted to the adult wards. 

3.5 . According to the Department of Health's " Statistical Information Relevant 
to the Health Services, 1978", there are 114 children's beds in 26 district 
hospitals (i .e. small local hospitals) : these are not staffed at consultant 
level. 

3 .6. Accommodation for Neonates 

Accommodation for sick neonates is provided in the three major maternity 
hospitals in Dublin and also in the obstetric units attached to the regional 
hospitals. The details are as follows :-

Coombe Hospital, Dublin 54 cots 

National Maternity Hospital, Dublin- 31 cots 

Rotunda Hospital , Dublin 51 cots 

St. James's Hospital, Dublin 30 cots 

St. Finbarr's Hospital, Cork 19 cots 

Erinville Hospital , Cork 17 cots 

Galway Regional Hospital 9 cots 

Limerick Maternity Hospital 31 cots 

Total 242 cots 

All of these beds are staffed by consultant paediatricians. 

3 .7. Details of in-patient activity relating to children during the year 1976 are 
set out at Appendix A. Information on out-patient consultant services is 
given in Appendix B. 

3.8. The combined consultant-staffed bed accommodation for sick neonates 
and older children listed above amounts to 1,857 designated beds. The 
norm recommended by the Department of Health for beds (including 
neonatal cots) under the care of consultant paediatricians is 0.25 to 0.3 
per 1,000 popUlation. In addition, a further 0.2 beds is envisaged for 
children in beds under the care of physicians and surgeons. If this standard 
be applied there is a total need for 1.400 to 1,560 beds for the country as 
a whole: as stated above, the actual number is 1,857 beds. Thus, there is 
an apparent excess of 297 to 457 children's beds serviced by consultants. 
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3.9. However, the bed norms for paediatrics produced by various authorities 
vary considerably. The Department of Health figure is 0.25 to 0.3 per 
1,000 population; the Report of the Consultative Council on the General 
Hospital Services (FitzGerald Report) 1968 recommended 0 .3 ; the World 
Health Organisation recommendation quoted in the Report of the Study 
Group on Children's Hospital Services (Ward Report) 1970 is 0.6 ; the 
British Paediatric Association advocated 0 .5 in their report on "Paediatrics 
in the Seventies"; the Court Report suggested 0.42 to 0.59. The Irish 
Paediatric Association in its written submission to the Comhairle has put 
forward 0.42 as a realistic bed requirement. Converted into bed needs for a 
population of 3.12 million (1975 C.S.O. estimate). these ratios produce a 
range of figures extending from 1,400 to 1,872. Whichever of these stan
dards are taken , it would seem that there are enough or nearly enough / 
beds for children and there might be an excess. ~ 

3.10. It is when one looks at the distribution of beds and other paediatric 
resources that it becomes clear that the supply is not matched to the 
needs of the country. Furthermore, the grouping of beds into units; the en
vironment in which paediatric resources are housed; and the availability of 
trained, medical nursing and para-medical staff and equipment vary greatly 
from area to area (see Table 2). 

TABLE 2 

Distribution of Beds and Consultant Paediatric Manpower 
by Health Board Area 

% of total 
% of total consultant % of total 

Health Board beds manpower in child % of total 
Area available paediatrics population births 

(a) (b) (c) (d) 

EM, TERN (e) 53 48 35 39 
SOUTH-EASTERN 6 4 11 10 
NORTH-EASTERN 5 7 8 7 
MIDLANDS 2 Nil 6 4 
SOUTHERN 

, 
15 16 15 15 

MID-WESTERN 10 7 9 9 
WESTERN 7 11 10 10 
NORTH-WESTERN 2 7 6 6 

Notes: 
(a) See paragraphs 3 .1. to 3.4. and 3 .6. of this document. 
(b) Establishment figures on 1 st May, 1979 including posts vacant on that date. 
(c) 0- 14 years of age (Central Statistics Office estimate for 1975). 
(d) Registered births in 1978. Figures are for births actually occurring in the health board area 

irrespective of th:l place of residence of the mother. 
(e) The role of the Dublin hospitals in providing specialist services of a regional or national character 

serving a much wider population as well as the teaching function of these hospitals justify some 
additional beds above the national norm. It is not possible to quantify this. 
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The result of t his maldistribution of resources is that the population in 
some areas outside the major urban centres (Dublin and Cork) are either 
without any I local in-patient paediatric resources (e.g. Midlands) or so 
under-supplied as to be heavily dependent on the major centres. This 
situation is not acceptable for a service which in most developed countries 
is regarded as a community service. The lack of a locally-based paediatric 
service is an inconvenience for families and children : for the newborn, it 
might be more serious. 

3 .11 . Even in Dublin, there are serious deficiencies, despite the availability of 
what appears to be an adequate bed provision for children . Here the provi
sion of intensive care facilities and staff for neonates is far from satisfac
tory. Also there is an imbalance in the availability of maternity beds as 
between the north city and south city areas. While the major maternity and 
children 's hospitals in Dublin have developed a wide range and a high 
standard of specialist services in obstetrics and paediatrics (other than 
neonates). they suffer by reason of being separated physically not only 
from each other but also from the general hospitals. Transport delays make 
access to these major centres difficult for large numbers of people who live 
in the newly-developed communities on the periphery of the city, com
munities with a high proportion of children in the population . 

3 .12. In Cork, similar problems exist. The opening of the new Regional Hospital 
at Wilton has provided the city with a new major paediatric unit but the 
continued existence of two separate maternity units - at St. Finbarr's and 
Erinville Hospitals - both separated from each other and from the Regional 
Hospital , will add to the difficulties of providing neonatal services. The 
newly-established Cork Voluntary Hospitals Board has no maternity unit 
and its paediatric services for older children are in need of development. In 
addit ion , it has the problem of providing basic support services such as 
radiology, pathology and anaesthesia for hospitals in five different places. 

3.13. It is evident even from this summary account of existing hospital facilities 
for infants and children that much needs to be done to improve and 
develop them to an acceptable level for a modern paediatric service. 
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SE eTI 0 N 4 - Basic Issues relating to Future 
Development 

4 .1. Before formulating proposals for the improvement and future development 
of hospital paediatric services, it is important to discuss a number of basic 
issues which have implications for the pattern of delivery of acute hospita l 
services for children . 

4 .2 . At what age should a young patient cease to be classified as 
paediatric? This question is relevant to the question of paediatric care 
because the answer might determine not only the type of accommodation 
a young person receives in a hospital but also the hospital to which he/she 
might have access and the type of consultant under whose care he/she 
might be placed. The problem is considered in a recent publication entit led 
"A Study of Provisions Made in Irish Hospitals for the Special Needs of 
Children " carried out by the Medico-Social Research Board on behalf of 
the Association for the Welfare of Children in Hospital (Ireland). It emerged 
from this study that hospitals differed considerably on the age at which 
they classified a young person as adult. Most health board hospitals 
defined a child as aged under 16 years, whereas on the voluntary hospital 
side the age varied, the most common being under 12 years. Under the 
Health Acts, a person under 16 years of age is treated as a child and ob
viously this provision has influenced the practice of health boards. The 
Medico-Social Research Board study also reveals that elsewhere there are 
differences of practice. Whereas in Scotland, a 'child' is under 13 years, 
the Platt Report, conscious of the differing needs of children , uses three 
age groupings - under 5, 5 to 12 and adolescents. The International Clas
sification of Diseases (World Health Organisation, 1965) in its definit ions 
uses under 1 year, 1 to 5, and 5 to 15 years. The Medico-Social Research 
Board itself favours a cut-off point between child and adult at 15 years. 
The Irish Paediatric Association in its written submission to the Comhairle 
states that 'a child is a paediatric patient if he/she is less than fourteen 
years of age'. The truth is that the division between child and adult is 
puberty, but the age at which this occurs varies according to sex and from 
person to person. Like other organisations, the Comhairle has to take an 
arbitrary cut-off point between paediatric and adult care for planning and 
statistical purposes. It has chosen 14 years of age for such purposes. 
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4 .3 . 

4.4. 

4.5. 

4.6. 

However, in the case of individual patients, the Comhairle recommends 
that there should be considerable flexibility in deciding on the most ap
propriate hospital setting. 

Adolescents: An equally important category is the adolescent. Adoles
cents too have special needs. This topic is outside the ambit of this par
ticular report, but it is a matter which deserves study. Sometime in the 
future , the Comhairle hopes to examine hospital services for adolescents. 

Children's Wards: Many paediatricians believe that there has been a 
tendency in the past to admit children to hospital too readily . The 
Comhairle subscribes to the view that , as far as possible, children needing 
services at consultant level should be treated on an out-patient basis. It 
believes that where admission is unavoidable , the period in hospital 
should, for the sake of the child (see later par. 4 .6.). be kept to the 
minimum. For example, it is considered that in the future , there should be a 
greater emphasis on day-care surgery. The Comhairle thinks that all 
children admitted to hospital should be accommodated in a children 's en
vironment separated from accommodation for adults. It sees a children's 
ward as an essential feature of every general or special hospital which 
provides in-patient services for both children and adults. Every child,ll::
respective of the type of specialist service he is receivi~ should be accom
modated in the children 's wards unless the nature of the illness requires 
isolation. The need to house children together in an appropriate environ
ment should be the governing factor. Where the numbers would support it, 
a sub-division of the children's accommodation by specialty might be con
sidered but, equally, the specialty needs might have to be balanced against 
the advantages for the children of a sub-division based on age. 

It is not sufficient for a general hospital to create a separate children 's 
ward. Positive efforts must be made to create an environment suitable to 
the needs of children. This includes the presence of staff with special train
ing and expertise in child care, especially nursing staff. The surroundings 
should be bright and colourful and the atmosphere must be homely. There 
should be a plentiful supply of toys and play facilities both for occupation 
and therapy - in the larger units, play therapists should be available. 

Particular attention must be paid to the welfare of the child in hospital. In J 
this respect. the provision of accommodation for mothers is of great impor
tance. Admission to hospital can be a traumatic experience for some 
children especially those in the younger age groups. If the situation is not 
handled properly from the child 's viewpoint, progress towards recovery 
from illness can be seriously retarded and , in addition, there is the real pos
sibility of long-term psychological damage. Separation from the family, 
particularly the mother, is now recognised as constituting a serious hazard 
to the young child. In the past, there has been much pious talk about the 
need to provide ready access and accommodation for mo!hers in children's 
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hospitals or children's wards in general hospitals and all too little action. 
Very much more positive action is urgently required in relation to this 
problem. The Comhairle is pleased to learn that it is now part of the plann
ing policy of the Department of Health for future hospitals to include ac
commodation for mothers (about 20%-25% of children's beds) in or adja
cent to children's wards and/or in a nearby hostel accommodation. In 
situations where the presence of mothers is not physically possible or is 
feasible only on a limited basis, it is essential that there should be frequent 
access for parents and that visiting should be not only facilitated but en
couraged. The welfare of children in hospital is fully discussed in the recent 
study by the Medico-Social Research Board already referred to in par. 4.2 . 
The Comhairle wishes to express its general support for the recommenda
tions in that report . 

4.7 . Consultant Responsibility for Children: The important question of under 
whose medical care (at consultant level) a child should be admitted to 
hospital is one on which there are different opinions within the medical 
profession. It arises both in relation to surgical and medical specialties. The 
question of paediatric surgery will be dealt with later in this report. In rela 
tion to the medical specialties, the line of demarcation between physicians 
and paediatricians is not clear and there are different, and sometimes op
posing , viewpoints expressed. There is little argument about what is ap
propriate for neonates and younger children up to, say, 4 years of age. The 
special training and skills required for the needs of this group place them 
without doubt, within the realm of the specialty of paediatrics. However, 
many physicians, particularly those with special interests in f ields of 
medicine like endocrinology, cardiology or gastroenterology, would regard 
themselves as competent to undertake responsibility for children above 
this age except in the case of those few who may need very highly 
specialised attention from the paediatric viewpoint. On the other hand, 
paediatricians contend strongly that their special training and experience 
equip them not only to cope with the specific illness of the child but to do 
so better by reason of their special knowledge of the developmental and 
emotional aspects of childhood . To accept this viewpoint involves the 
child being treated not only in a special environment (medical and nursing) 
but by a consultant paediatrician. 

4.8 . Essentially this is a professional disagreement and it can only be resolved 
within the profession itself. Until such time as a consensus emerges, the 
Comhairle thinks that a pragmatic approach must be adopted. Indeed, cir
cumstances will often govern what happens in practice. Acceptance of the 
paediatricians' argument would lead to all children under 14 years of age 
requiring admission to hospital for a medical condition going to a hospital 
staffed at consultant level by paediatricians. In the situation in this country 
where there are, and will continue to be in the foreseeable future , a 
sizeable number of small general hospitals outside the main centres of 
population , this is clearly not practicable. In the main centres of population, 
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particularly Dublin, where paediatrics is concentrated in a small number of 
large children's hospitals or units, there is the problem of access for the 
people of some areas. These may have to go elsewhere. 

4.9. The pragmatic approach in both situations would be to adopt a flexible at
titude on the issue of whether or not children should be admitted to the 
care of physicians in general hospitals which do not have consultant 
paediatricians on the staff. However, if in such hospitals, there is a policy 
to admit children there is also an obligation to provide a children's ward on 
lines described in paragraphs 4.4.-4.6. and, where possible, to have the 
overall care of the children in the ward supervised by a consultant 
paediatrician based at another hospital. In such circumstances, the clinical 
care of the child should be managed jointly by the surgeon or physician 
concerned and the paediatrician, especially in the case of the younger 
children. Where more specialised paediatric care is required in an in
dividual case, the patient would be transferred by agreement between the 
two consultants, to the direct care of the paediatrician at his base hospital. 
Where a child is being treated in the first instance in a paediatric unit or a 
children's hospital, the consultant paediatrician should consult, in ap
propriate instances, with a specialised physician from a general hospital 
e.g. in the case of a child with diabetes who will require care on a basis ex
tending into adulthood. This, it seems to the Comhairle, would be the 
most practical approach to what is a difficult professional issue for which 
an agreed solution might not emerge in the foreseeable future. 

4.10. Special Children's Hospitals: The existence of special children's 
hospitals, physically separated from a general hospital , presents problems. 
In the future , no further special hospitals catering for a single specialty 
should be built. While such hospitals have in the past and still today con
tribute significantly to the development of their particular specialised ac
tivity and to the advancement of medical science as a whole, the problems 
that physical isolation cause are becoming increasingly recognised. 
Increased specialisation means more inter-dependence between the dif
ferent branches of medicine which, in turn, demands more contacts. But 
such contacts are increasingly difficult for isolated special hospitals. The 
maintenance of the highest standards in the support specialties of 
pathology, radiology and anaesthesia - which are not related to a single 
specialised activity and are themselves sub-dividing (e.g. pathology has 
split into five different sections which are largely self-contained) - is 
becoming a major problem for the special hospital. For these reasons it is 
the view of the Comhairle that a paediatric unit or hospital should ideally 
be part of a general hospital and be located on the same site. Although the 
transfer of the existing special children"s hospitals in Dublin to the campus 
of one or more general hospitals is not a practical proposition in the 
foreseeable future, the Comhairle considers that it should be a long-term 
objective. 
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4 .11 . Links between the General Hospitals and the Children's Hospitals : 
While separate children's hospitals continue to exist. the Comhairle is firm
ly of the view that closer links should be developed between them and the 
general hospitals on a formal basis. These links should include the forma
tion of joint departments in appropriate specialties particularly pathology, 
radiology and anaesthesia . Similarly, the special maternity hospitals must 
forge institutional links with the children's hospitals especially in relation to 
neonatology. The three types of hospitals (i.e. general , maternity, and 
paediatric) combine to provide a comprehensive hospital service and 
where it is not possible for them to be physically on one campus, the closer 
they move to functioning as a single entity, the better the resultant service 
will be for the patients whom they serve. For service reasons, geographic 
propinquity should normally determine hospital linkages - specific linkages 
are proposed in paragraph 6.10. 

4 .12. Paediatrics - A Basic Community Specialty: Paediatrics is a community 
specialty. The planning of paediatric units should, therefore, be related to 
the basic catchment populations appropriate to a general hospital. In the 
non-urban situation , the Comhairle has suggested a minimum catchment 
for a general hospital of 75,000 to 100,000 people. (See the Comhairle 's 
" Guidelines on Consultant Medical Staffing and Related Population Catch
ment for General Hospitals" published in September, 1973). In the urban 
situations, general hospitals are being planned on the basis of population 
catchments of about 250,000 (see the Comhairle reports on future 
hospital development in Dublin (November, 1973) and Cork (May 1974). 
The Comhairle considers that populations of this size also require the 
provision of locally-based consultant staffed paediatric services though not 
necessarily at a highly specialised level. 

4.13. In arriving at these conclusions, the Comhairle was influenced to a con
siderable extent by social as well as medical considerations. Convenience 
of access; the avoidance of undue disruption of family life; the need to en
courage frequent visiting by parents and relatives; the ready availability of 
casualty and other out-patient services - all of these are important social 
needs and they have to be weighed against the obvious medical advan
tages of greater centralisation of paediatric services. Along with many 
members of the medical profession , the Comhairle thinks that a major 
general hospital without a paediatric unit - either on or near its campus -
is unacceptable. The public who are to be served by the hospitals con
cerned would certainly find it incomprehensible. 
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SECTION 5 - Care of the Newborn Infant 
5.1. Published medical literature is emphatic about the potential to save life 

and prevent handicap. About 40% of infants (up to 1 year) who die every 
year could be saved with an even higher percentage decrease in the 
number of damaged babies. If the infant mortality rate in this country fell to 
the level of that in Sweden, a country with a very good record in this mat
ter, perhaps as many as 500 lives could be saved annually. 

5.2. What must be done to reduce the avoidable loss of life and damage to the 
newborn? The French Government have pointed the way for other 
countries and their experience is set out in detail in the report by Wynn and 
Wynn (Prevention of Handicap of Perinatal Origin, 1976). The French 
authorities took the view that it was better to invest money in obstetrics 
and neonatal paediatrics to reduce infant mortality and morbidity than to 
have to spend more later on in providing care for handicapped people. A 
series of seven programmes of action were initiated and these have at
tracted widespread attention and admiration. The success of the program
mes was a source of surprise even to those who launched them. Initially, 
they concentrated on reducing handicap associated with fetal and 
neonatal asphyxia (decreased oxygen intake). The most effective of the 
measures taken proved to be enforcement of minimum standards of 
resuscitation of the newborn. This included round-the-clock staffing of all 
maternity units by qualified staff and examination of all neonates by 
paediatricians. To achieve this involved closing down a large number of 
small units that could not justify the necessary staff. Intensive care units 
for the newborn were established mainly in teaching hospitals. Payment of 
an antenatal allowance conditional on attendance at antenatal clinics was 
introduced and at the same time steps were taken to improve the quality of 
antenatal care. Other measures included the introduction of a Carnet de 
Maternite (maternal record book) which is issued to all expectant mothers. 
This booklet contains details of obstetric history, antenatal care, delivery, 
state of the newborn baby and postnatal care. It gives advice and informa
tion to the mother on the steps which are needed to reduce risk to her ba
by, together with information about such examinations and tests to which 
she is entitled. The book remains in her keeping and this makes possible 
continuity of care if she moves to anoth~r area. The Comhairle is informed 
that similar programmes have been carried out in Austria with even better 
results than those achieved in France. 
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5.3 . While the policies pursued in France and Austria are clea rly geared to suit 
the situation in those countries, we in this country should ask ourselves 
which of them could be adopted here. 

5.4. The emergence of neonatal medicine as a distinct sub-specialty of 
paediatrics is a recent development. The Comhairle has defined a 
neonatologist as " a paediatrician with a major or complete commitment to 
newly born and premature infants including general care , follow-up of at 
risk infants - beyond six weeks in some instances; counselling of parents 
(including liaison with social workers) ; liaison with obstetric colleagues 
and research". The appointment of additional neonatologists must be the 
first step in the improvement of services for the newborn. The Comhairle 
has already approved the creation of four additional posts of neonatologist 
in Dublin , but it regards these as only a first move. Specific recommenda
tions are set out in detail in a later section of this document (see 
paragraph 11.3). 

5.5 . Obstetrics and neonatology are inter-related to such an extent that the 
neonatologist must have a major commitment in the maternity unit rather / 
than in a paediatric unit. However, he/she should usually have some com
mitment to a paediatric unit linked to the maternity unit in order to follow-
up infants who require service beyond the neonatal period. In the Dublin 
area , where the special children's hospitals and the maternity hospitals are 
separate institutions, the practice has been to admit sick neonates, other 
than those born in the maternity hospitals, to the children 's hospitals. With 
the appointment of wholetime neonatologists and the development of in
tensive care facilities at the maternity hospitals, the Comhairle recom
mends that most neonates (irrespective of the place of birth) should in / 
future be treated in neonatal units situated in the maternity hospitals by 
neonatologists whose major commitment is in the maternity hospitals. 

5.6 . The scale of maternity un its is an issue of crucial importance to the 
emergence of a country-wide neonatal service capable of reducing infant 
mortality and morbidity. In order to develop and maintain standards of ser
vice, it is essential that units should deal with a sufficient number of births 
to justify the necessary levels of staff and facilities. In its written submis
sion to the Comhairle, the Irish Paediatric Association states that 'units 
delivering less than 5,000 infants per annum cannot. in our economy, be 
adequately staffed to ensure optimal care for the infants'. The British 
Paediatric Association/ Royal College of Obstetricians and Gynaecologists 
Liaison Committee 's report indicates that the preferred size for a maternity 
unit in the United Kingdom is one having 2 ,000 to 5,000 deliveries a year. 
The Comhairle considers that, outside the main urban centres in this 
country, the achievement of the scale of unit recommended by the profes
sional bodies is not feasible in view of difficulties arising from distance, ter
rain and sparse populations in many parts of the country. In its discussion 
document on maternity services, the Comhairle recommended a minimum 
scale unit of 1,500-2 ,000 births per annum staffed by at least two 
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obstetricians and two paediatricians with supporting medical , nursing and 
paramedical staff and equipment. A unit of this size would, in the 
Comhairle's view, generate sufficient activity to ensure that the staff have 
a range of experience necessary to provide an acceptable level of service. 
This is the minimum scale essential for the development and the 
maintenance of the skills of the medical and nursing staff involved in the 
care of the newborn infants and, in particular, the small number of cases 
which develop serious or potentially serious complications. A considerable 
amount of evidence points to this as the appropriate policy, and profes
sional bodies representing obstetricians and paediatricians and other con
sultant staff closely involved with the care of children , strongly support it. 
The Irish Paediatric Association in its written submission to the Comhairle 
stated that 

" the situation in rural areas is worsened by the demands of distance 
and the misconception that social convenience in terms of small un
its close to home outweighs the advantages of delivery in a hospital 
with full neonatal services. Such small units can never, in our 
economy, be properly staffed. The lessons of other developed 
countries in terms of neonatal morbidity have yet to be learnt by 
many in the medical profession in this country" . 

5.7. The great majority of babies are delivered in units that satisfy the require
ments set out above. Nevertheless, birth statistics for 1976 published by 
the Department of Health show that 16,400 babies (24%) were born in 
units catering for less than 1,000 births per annum. No less than 78 out of 
a total of 96 maternity units cater for less than 1,000 births per annum and 
67 of these have less than 500 births per annum. If progress is to be made 
in improving the care of babies in this country, these small units must be 
closed as and when the opportunity occurs. It has to be accepted, 
however, that where alternative facilities are not available, many small 
units have to be retained for the present. 

5.8 . The policy here being advocated, unfortunately, means that some women in 
less densely-populated communities have to suffer the inconvenience of 
travell ing considerable distances to have their babies in centres which are 
staffed and equipped to provide the degree of care now regarded as being 
necessary. The savings in terms of human misery and suffering, to say 
nothing of the financial savings to the community in avoiding the substan
tial cost of supporting a mentally handicapped child for the rest of its life, 
are very great. When the reasons for advocating the closing or phasing out 
of small maternity units are fully understood, the Comhairle believes that 
most mothers will be more than willing to go to a properly staffed unit 
even when it is at a distance from their homes. 

5.9. It is important to stress that the provision of well-staffed maternity units 
around the country will have advantageous repercussions for the com-
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munity services. With increasedr consultant staffing which comes with the 
development of larger units, it should be possible to improve the range and 
frequency of out-patient specialist clinics - obstetric and paediatric - at 
convenient centres in the catchment area served by the unit. This is an es
sential part of a policy of improved services calculated to minimise the 
social inconvenience which undoubtedly occurs when small local units are 
extinguished. 

5.10. References have been made earlier in this document to the necessity for 
providing proper facilities for the care of neonates in maternity units. The 
discussion document published by the British Paediatric Association/ Royal 
College of Obstetricians and Gynaecologists Liaison Committee sets out in 
detail precisely what is required for maternity units of different sizes. For a 
minimum-scale unit of 2,000-2,500 births per annum, its recommenda
tions for special care include:-

(a) Medical Staff: 2 Paediatricians with a part-time commitment to 
neonatology; 1 Senior Registrar (half-time), 1 Registrar, 2 Senior 
House Officers. 

(b) Accommodation: 6 cots per 1,000 births in a specially designed 
unit. 

(c) Nursing Staff : One nurse per cot ; at least two-thirds of the 
nurses should be experienced in newborn care; at least 2 ex
perienced nurses able to resuscitate babies should be on duty in 
each shift ; the ratio of nurses to babies in special care should not 
be allowed to fall below one per five infants during night time and 
weekends. 

(d) Equipment: piped oxygen, air and suction ; facilities for measur
ing blood gases and acid base status; biochemical and 
haematological facilities should include the provision of micro
techniques; x-ray facilities should be available ; monitoring and 
recording apparatus for heart rate, E.C.G ., respiratory, blood pres
sure, temperature and arterial oxygen tension; apparatus to 
monitor ambient oxygen concentration , and to provide con
tinuous positive airway pressure and positive pressure ventila
tion, to infuse fluids and to provide light therapy. 

The Comhairle considers that it should be the aim to provide staff and 
facilities on this scale for minimum-scale maternity/ neonatal units in this 
country. Larger units would require more extensive facilities and units with 
over 3 ,000 births per annum would need high-level intensive care units 
with a higher ratio of staff (e .g. 3 nurses to each cot) . 

5.11 . There is obviously overlap between the obstetrician and the neonatologist 
in the care of the newborn. The British Paediatric Association/ Royal Col
lege of Obstetricians and Gynaecologists Liaison Committee has stressed 
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the need for integration and partnership in perinatal care: 
"only by studying the fetus will paediatricians fully appreciate the 
problems of the new born infants; and, conversely, obstetricians 
need to study the newborn infant if they are to assess properly the 
results of their own management of pregnancy and labour". 

The Liaison Committee also commented that 

"it may well be in the future that more obstetricians will take a 
specific interest in the newborn (as well as the fetus); in which case 
a most valuable overlap of interest and responsibility will develop". 

In this country there seems to be a line of demarcation between the 
obstetrician and the neonatologist marked by the birth of the baby. The 
Irish Perinatal Society has expressed the view to the Comhairle that 
neonatologists would welcome the continuing interest of the obstetricians 
in the newborn and , in turn, feel it is essential that they themselves (i.e . 
neonatologists) be consulted on certain aspects of fetal medicine. The 
Comhairle has been informed that, with the advent of the neonatologist, 
the trend in training in obstetrics is towards a lesser rather than a greater 
interest in the baby. On the basis of the views expressed by the profes
sional bodies, there is a need to counter this development. The Comhairle 
endorses the views expressed by the Liaison Committee and the Irish 
Perinatal Society. 

5.12. The Lia ison Committee's document recommends that every newborn in
fant should receive a full clinical examination at birth or within the first 24 
hours by a doctor trained in the care of the newborn. A second full ex
amination is recommended within 24 hours of discharge from neonatal 
care, either on leaving hospital or at the age of 8- 10 days. Similarly, the 
Irish Perinatal Society has expressed he view in discussions with the 
Comhairie that all newborn infants should be examined by a consultant 
neonatologist on the first and fourth day after birth. The Comhairle en
dorses this recommendation as an important part of preventive care. Its 
implementation, will, however, depend on implementing the major policy 
recommendations set out in this document and in the Comhairle's discus
sion document on maternity services. 

5.13. The emphasis so far in this section has been on developing minimum-scale 
maternity units with appropriate neonatal facilities outside the major 
centres. It has also emphasised the importance of developing neonatal 
care units generally. There is, however, a further problem of scale at the 
other end of the spectrum which requires attention. The three major 
matern ity units in Dublin are each now catering for numbers of births vary
ing from 6 ,000-8,000 per annum. They are doing so in premises which 
were not designed for this scale of activity. There are potential dangers in 
this situation in relation to the provision of efficient antenatal , intrapartum 
and neonatal care because of the difficulty of maintaining standards where 
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facilities and staff are strained by overcrowding. This matter was discussed 
in the Comhairle 's discussion document on maternity services where it 
was stated that the adoption of criteria relating to the maximum size of a 
maternity hospital would be an important factor in reaching decisions on 
the provision of additional maternity units, particularly in North Dublin . 
Further detailed study of this matter was advocated before definite views 
on maximum size could be formulated . The British Paediatric As
sociation/ Royal College of Obstetricians and Gynaecologists Liaison Com
mittee's report states that 

" the preferred size for a maternity unit in the U.K. is one having 
2,000 to 5,000 deliveries a year. Smaller units tend to provide insuf
ficient experience for the staff and also tend to lack expensive 
facilities. Larger units tend to become impersonal and inefficient" . 

It seems to the Comhairle that currently many in the medical profession 
regard a maternity unit dealing with 4 ,000 to 6,000 births a year as the 
maximum desirable size. In support of this view there is also the fact that 
maternity services like paediatric services, constitute a basic community 
specialty and should , therefore, not be over centralised. Accordingly, the 
Comhairle suggests that the Department of Health , in consultation with 
the maternity hospitals, should review the pattern of delivery of maternity 
services in Dublin particularly on the north side of the city. Consideration 
should be given to the provision of maternity units as an integral part of the , 
new major general hospitals being planned for Beaumont and Tallaght. " 
The Comhairle itself has already suggested that a maternity unit at James 
Connolly Memorial Hospital would improve the Dublin situation in the 
short-term and alleviate some of the existing pressure on the three major 
maternity hospitals. Ultimately, the aim should be to reduce the scale of 
the major maternity hospitals to about 4 ,000 to 6,000 births per annum 
with augmented intensive care facilities for the neonates. 

5.14. Specific recommendations on the development of consultant-staffed 
neonatal units are set out in par. 6.4. of this document. 

5.15. The Importance of Antenatal Care 
It is important to emphasise the crucial significance of a high standard of 
antenatal and intrapartum care in any policy designed to promote preven
tion of infant mortality and morbidity. The British Paediatric As
sociation/ Royal College of Obstetricians and Gynaecologists Liaison Com
mittee states that "the detection of at risk fetus by good antenatal screen
ing and the intensive care monitoring during labour is the foundation of 
good perinatal care ': Improvements in the conduct of antenatal care are 
accompanied by improvements in antenatal mortality statistics. This has 
been proved over and over again. Improved perinatal mortality statistics 
are accompanied by improved perinatal morbidity statistics, and thus 
primary prevention of mental and physical handicap is secured by improv
ing the conduct of antenatal care. Although this seems so obvious as 

23 



scarcely to require statement, the situation in Ireland does not always con-
form with what is obviously required in the way of providing antenatal 
care. Many patients do not present for their first antenatal visit to doctors 
concerned with community care until after the sixteenth week of gestation. 
It could be argued that this is leaving things too late in a proportion of 
cases. Enquiries by the Comhairle were made not only to directors of com
munity care but also to hospital authorities. They revealed that, in the ma

/\. . jority of hospitals, over 50% - in some cases 90% - of patients attend 
antenatal clinics first after the sixteenth week of pregnancy. The Rotunda lVi 
Hospital is a notable exception to this for, there, only 25% of patients make 1 
their first visit later than the sixteenth week of gestation. 

5.16. The importance of making the first antenatal visit early is in order to es
tablish with accuracy the gestational age of the fetus. The means for doing 
this are increasingly available throughout the country using ultrasound, but 
even without this facility, the clinical diagnosis of gestation is more ac
curate when the patient attends for her first visit within the first twelve 
weeks of pregnancy. The importance of accurately determining gestation 
relates closely to management at the other end of pregnancy. Errors in the 
determination of gestational age during the later stages of pregnancy may 
lead at the end of pregnancy to unnecessary obstetrical intervention with 
its attendant risks. This intervention may be carried out in what is con
sidered the best interest of the fetus in relation, for example, to the sup
posed existence of post maturity, which carries recognised risks. However, 
post maturity may be based on erroneous information, and the interference 
may do more harm than good. This situation is much less likely to arise if 
the patient comes early for the first antenatal visit. 

5.17. The importance of making an early start with antenatal care seems ob
vious, but this simply is not happening in Ireland at the present time, either 
in the sphere of family practitioner care or hospital care. The Comhairle 
urges those concerned to examine this problem with a view to improving 
the situation. 

5.18. The role of the family practitioner in the field of antenatal care is of crucial 
significance. The family practitioner is usually the first point of contact 
between the expectant mother and the maternity services; the bulk of 
antenatal care is in practice delivered by him/ her and he/ she is in the 
strongest position to influence the expectant mother in how she behaves 
during pregnancy. In some areas of Ireland successful combined antenatal • I 
care schemes involving family practitioners and consultant-staffed mater
nity/neonatal units operate. The Comhairle advocates the extension of this 
practice. Everybody would recognise now that the consultant in the 
hospital should have the opportunity to see the patient early in pregnancy 
- preferably before sixteen weeks - for a booking visit. Otherwise, he can-

• not be aware of potential problems for which he must accept the final 
responsibility. The family practitioner, on the other hand, will have seen the 
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patient beforehand and have referred her for the booking visit to the con
sultant in the hospital , and after the booking visit in the hospital , will be in 
a position to continue antenatal care with the benefit in selected cases of a 
consultant medical opinion which may influence the character of the 
antenatal care and therapy provided by the family practitioner. 

5.19. In selected cases, and arguably all cases, the hospital consultant should 
have an opportunity to see the patient at a later stage of pregnancy in 
order to review progress, and look for signs of impending complications. 
The Comhairle is pleased to learn that the professional arguments of a 
decade ago on this topic have largely faded as combined antenatal care 
has extended and flourished throughout the country. Effective and con
venient antenatal care is now recognised as a proved way of reducing the 
hazard of childbirth to mother and baby alike. A combined operation will 
usually be the best way to provide it . 
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SECTION 6 - General Hospital Services for 
Children 

(a) Paediatric Units outside the major cities 

6.1. The policy of developing a network of minimum-scale maternity/ neonatal 
units (as an integral part of the general hospitals) was discussed in Section 
5. It is necessary as a consequence to develop a general paediatric service 
for children in parallel with the neonatal service. As already indicated, the 
recommended consultant staffing for a minimum-scale unit is two 
paediatricians. The Comhairle envisages that, in addition to neonatal care, 
the two paediatricians would also provide a general paediatric service for 
the catchment population to be served. 

6.2. The size of the paediatric unit will depend on the bed norms ultimately 
adopted, but on the basis of the standards mentioned in paragraph 3.8., it 
is likely to be of the order of 30-40 beds, including about 15-18 surgical ~ 
beds. 

6.3. In addition to neonatal and general paediatric care, the Comhairle recom
mends (and in doing so is supported by the bodies representing 
paediatricians) that the two paediatricians attached to a minimum-scale 
unit should, between them, cover neonatal care, general paediatric care 
and community care. In respect of community care, it is envisaged that the 
consultants should have a role, mostly advisory, in developmental 
paediatrics, services to the handicapped and the child health and school 
medical services screening programmes. Their duties should include 
liaison with the directors of community care and the community care 
teams within the catchment area of the hospital unit. Involvement by the 
two consultant paediatricians in the three areas mentioned could be either 
on a shared basis in all three or, alternatively, on the basis of a special 
commitment by one consultant to neonates with the other having a special 
commitment to community paediatrics. Obviously, they would both have 
to share the workload in the general paediatric unit. It must be stressed 
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6.4. 

that while the two paediatricians might have special interests as described, 
it is essential that they should function as a team and provide continuous 
cover in all aspects of the services at consultant level. It would be for the 
consultants themselves to decide whether or not they would organise 
themselves on the basis of special commitments to particular fields of ac
tivity. 

Minimum-scale maternity/ neonatal and general paediatric units have 
already been developed in some general hospitals outside the main urban 
centres of population e.g. Sligo, Castlebar, Ballinasloe and Waterford. 
Similar units are in planning for other centres. The Comhairle considers 
that a total of 13 such units would be justified. 

6.5 The position in the International Missionary Training Hospital at Drogheda 
requires special consideration. The population it will serve will be larger 
than those of the centres referred to in the last paragraph since it will cater 
not only for Louth but also a large part of Meath and parts of Monaghan 
and Cavan. It is considered that it would need a staff of three paediatri
cians: the third appointee would have a major commitment to 
neonatology. 

(b) Paediatric Units in the Dublin Area 

6.6. Consultant paediatric services in Dublin are mainly centred on two large 
children 's hospitals - Our Lady's Hospital for Sick Children , Crumlin and 
the Children's Hospital , Temple Street. In addition , there are two smaller 
children 's hospitals - the National Children 's Hospital, Harcourt Street and 
Teach Ultain, Charlemont Street. Other than these, there are no general 
paediatric units staffed by consultant paediatricians. However, children are 
admitted to some of both the general and special hospitals in Dublin main
ly for specialised treatment e.g . neuro-surgery at St. Laurence's Hospital ; 
ophthalmic surgery at the Royal Victoria Eye and Ear Hospital; orthopaedic 
surgery at Cappagh Hospital; and the burns unit at Dr. Steevens' Hospital. 
Some, but not all , of these hospitals have visiting consultant paediatricians 
on their staff. 

6.7 . Negotiations are currently in progress to amalgamate the National 
Children 's Hospital, Harcourt Street with Our Lady's Hospital for Sick 
Children , Crumlin. However, these negotiations are not yet completed. The 
Comhairle is aware that the future role of Teach Ultain as an acute 
paediatric unit has been the subject of study by the authorities of the 
hospital and the Department of Health, but no decisions have as yet been 
announced. 

6.8. The Comhairle thinks that Our Lady's Hospital , Crumlin and the Children 's 
Hospital, Temple Street should continue to be developed as major 
paediatric centres serving the basic community needs of South Dublin and 
North Dublin respectively (subject to the strategy set out in paragraph 
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6.10). In addition, the impressive range of highly specialised areas of 
paediatric medicine already developed there should continue and be ex
panded to serve regional and, where appropriate, national requirements. 

6.9. The Irish Paediatric Association in its written submission to the Comhairle 
has put forward the following view about Dublin : 

"The interests of children requiring hospitalisation are best served, 
both medically and socially, in a hospital designed specifically for the 
care of children. Where for geographical reasons it is impractical to 
build such a children's hospital, the best acceptable alternative is a 
regional paediatric unit, purpose built and supervised by doctors and 
nurses specialising in child health. In exceptional situations, for 
example neuro-surgery at the present time, the provision of a small 
number of children 's beds in a general hospital is a necessary com
promise pending the development of equivalent paediatric services. 
Apart from such exceptions, the Irish Paediatric Association firmly 
believes that no other children 's beds should be provided". 

For the reasons set out in paragraphs 4.10, 4 .12 and 4.13 the Comhairle 
does not accept this viewpoint. The Comhairle believes that as a basic 
community specialty, in-patient paediatrics should be available to local 
communities on a similar basis to general medicine, general surgery, 
obstetrics and gynaecology. It also believes that, ideally, a paediatric unit 
should be an integral part of a general hospital campus. It considers that 
until there is a change in medical opinion children will continue to be ad
mitted to general hospitals under physicians who may also be involved in 
adult services. 

6.10. However, the Comhairle acknowledges the necessity, in planning the 
development of paediatric services, to ensure that the two major paediatric 
hospitals in Dublin should continue to be centres for specialised services 
of a regional or national character. In the light of this and the other factors 
involved, the Comhairle recommends the following strategy for the 
development of general paediatric services in the Dublin 'area:-

(a) South Dublin 

0) The Comhairle accepts the arguments which have motivated the 
National Children's Hospital and Our Lady's Hospital for Sick Children 
to consider amalgamation. Every effort should be made to finalise the 
current negotiations as quickly as pO$sible. 

Oi) Teach Ultain should be discontin.ued as an acute paediatric hospital. 
Consideration should be given to utilising the facilities of this Hospital 
to fill an important social need in the residential care of children which 
is not adequately catered for at present. Its role in this field should be 
in association with Our Lady's Hospital for Sick Children. 
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(iii) The closest possible links including joint departments in pathology, 
radiology and other appropriate specialties should be developed on a 
formal basis between Our Lady's Hospital for Sick Children, the 
Coombe Hospital and St. James's Hospital. These three hospitals are 
close to one another and together they comprise a large and com
prehensive hospital complex. Accepting that physical integration is not 
possible, they should, as far as it is possible for them to do so, function 
organisationally as a single entity. 

(iv) It is recommended that general paediatric accommodation and other 
facilities should be provided at St. Vincent's Hospital. A unit there 
should consist of, at maximum, about 40 beds including some surgical 
beds and isolation facilities for children other than neonates. It should 
be staffed at consultant level by two general paediatricians, both of 
whom should also have an involvement at. and be members of the 
staff of. Our Lady's Hospital for Sick Children. The operational policy 
including admissions policy, the level of specialised activity, etc. in 
relation to children should be co-ordinated by Our Lady's Hospital for 
Sick Children, in consultation with St. Vincent's Hospital. The arrange
ments to be made should include rotation of junior medical staff with 
Our Lady's Hospital and appropriate liaison in relation to nurse train
ing. The St. Vincent's Hospital facilities should not function or be seen 
as an independent unit serving the needs of the south-eastern sector 
of Dublin. Their purpose should be to provide, in conjunction with Our 
Lady's Hospital , a limited general paediatric service (including a 
casualty service - see par. 6.20) for the south-eastern area of Dublin 
to alleviate the undue social inconvenience which would otherwise 
exist for the population of that area in being totally dependent on Our 
Lady's Hospital for paediatric services. The staff and facilities 
proposed would also serve to provide a paediatric input to the general 
hospital services at St. Vincent's Hospital. 

(v) As a consequence of the establishment of facilities at St. Vincent's 2, 
Hospital , the admission of children to St. Columcille 's Hospita l, . 
Loughlinstown should be discontinued. 

(vi) It is recommended that general paediatric accommodation and / : 
facilities should be included in the new major general hospital at I 

Tallaght. They should be of a similar scale to that recommended for St. 
Vincent's Hospital and the unit should function in the same way. 

(b) North Dublin 

(vii) In North Dublin close formal links similar to those described above for 
Crumlin , the Coombe and St. James's Hospitals should be developed 
between the Children 's Hospital , Temple Street. the Rotunda 
Hospital , and the Mater Hospital. 

(viii) The Comhairle understands that provision has been made in the 
design of the new general hospital under construction at Beaumont 
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far 50 children 's beds which will be mainly, thaugh nat entirely, far 
neura-surgical patients. The Camhairle cansiders that a limited 
general paediatric service (including a casualty service) based an this ~ 
accammadatian shauld be pravided in canjunctian with the 
Children 's Haspital , Temple Street. It shauld be staffed at cansultant 
level in paediatrics by ane ar mare general paediatricians who. wauld 
also. be members af the staff af the Children 's Haspital. The 
relatianship in paediatrics between the two. haspitals shauld be 
similar to. that suggested far St. Vincent's (see (iv)) . 

(ix) The questian af praviding a paediatric unit at James Cannally 
Memarial Haspital , Blanchardstawn depends an whether ar nat a 
matern ity un it is to. be provided there (see paragraph 5.12). If mater
nity services are to. be provided then a neanatal service must accam
pany them. It is suggested that initially a general paediatric unit an the 
lines described in paragraphs 6.1. to. 6.4. wauld be apprapriate. 

6.11. The aver-all aim af this strategy is to. create ca-ardinated and integrated 
paed iatric services in Dublin that are nat anly capable af achieving a high 
degree af specialisatian but also. cater far basic cammunity needs. The set
ting up af farmal haspital ca-ardinatian badies far Narth Dublin and Sauth 
Dublin as advacated in the repart af the Jaint Warking Group af the 
Department af Health and the Camhai rle af January 1977, wauld facilitate 
this strategy. It wauld nat be in the best interests af the service if a number 
af self-cantained independent units were to. develap. 

6.12. The Camhairle cansiders that sub-specialisatian in paediatrics shauld be 
largely canfined to. the two. majar paediatric centres in Dublin . The child 
papulatian af this cauntry is large enaugh to. suppart anly limited sub
specialisatian in paediatric units ather than the two. majar centres in 
Dublin . Indeed, in same sub-specialties af paediatrics, a single natianal 
unit in Dublin wauld be the mast efficient and ecanamical salutian . Far this 
reasan , jaint cansultant appaintments between the two. majar centres in 
Dublin in all sub-specialty areas are strangly advacated. The allacatian af 
specialist units between the two. centres shauld, in the Camhairle 's view, 
be the subject af lacal discussian with a view to. establishing a reasanable 
balance af specialised activity between them. Every effart shauld be made 
to. avaid an unnecessary fragmentatian and duplicatian af resaurces 
between the two.. 

6.13. The fallawing are the areas af sub-specialisatian an a regio.nal ar natianal 
basis which , in the apinian af the Camhairle, wauld be apprapriate in 
Dublin:-

(a) Cardialagy, (b) Neurolagy, (c) Develapment/ Cammunicatian , (d) 
Gastraenterolagy, (e) Nephralagy, (f) Endacrinalagy, (g) Malignant 
Diseases, (h) Respiratary Diseases, (j) Physical Handicap. 

In the case af nephralagy, the service in the children's haspitals shauld be 
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planned and operated in conjunction with the major unit for adults at 
Jervis Street Hospital. The endocrine laboratory services for children 
should be linked to a major regional laboratory in an appropriate general 
hospital. Specialised activity has already been developed in respect of 
many of the sub-specialties listed and those not already provided for 
should be planned by agreement between the two centres. Other areas 
where varying degrees of specialisation are requ ired are, radiology, 
pathology, anaesthesia , child psychiatry, medical genetics, infectious dis
eases, mental handicap and paediatric surgery. These are discussed later in 
this document. 

(c) Paediatric Units in Cork 

6.14. There are five paediatric units in Cork servIcing a population of about 
400,000 . The major unit (80 beds) is in the Cork Regional Hospital in 
Wilton which is owned and operated by the Southern Health Board. Within 
the Cork voluntary hospitals group, there are three units, the largest (45 
beds) being at the Mercy Hospital with two smaller units in the North Infir
mary and South Infirmary. The Bon Secours Hospital , which is a private 
hospital , also has a sizeable unit (46 beds) staffed at consultant level. The 
Comhairle strongly recommends that the Cork Voluntary Hospitals Board 
should examine the possibility of amalgamating their three existing units in 
one place to form a single integrated unit of the scale of the unit at the 
Regional Hospital. If this proves not to be feasible, the Board is urged to 
make appropriate arrangements to ensure that a joint department of 
paediatrics is established spanning the three existing units, until such time 
as they can be brought together into one location. 

6 .15. The Comhairle considers that some paediatric specialisation is needed in 
Cork. In addition to neonatology, specialties which should be developed in
clude development/ communication , gastroenterology and infectious dis
eases (see par. 8.9). 

(d) Paediatric Units in Galway and Limerick 

6.16. In Galway, the paediatric unit (56 beds) is an integral part of the Galway 
Regional Hospital as is the maternity unit. In the Comhairle 's view, this is 
an ideal arrangement, although that is not to be taken as implying that the 
staffing and facilities there are necessarily ideal at present. The Comhairle 
considers that. as in the case of Cork, some specialisation should occur es
pecially since the unit is part of a major teaching hospital. 

6.17 . Paediatric services for Limerick and North Tipperary - a population catch
ment of about 200,000 - are mainly provided at the Limerick Regional 
Hospital where there are 82 beds. In addition, there is a total of 35 
children 's beds (including surgery) in the two voluntary hospitals - Bar
rington's and St. John's hospitals. The post of consultant paediatrician at 
these hospitals became vacant in the recent past and approval of a 
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replacement appointment was deferred by the Comhairle pending the 
production of this document. The Comhairle considers that in an urban 
situation such as Limerick with a popUlation catchment of the order of 
200,000, there should be only one in-patient paediatric unit. According
ly, it is recommended that the unit at the Limerick Regional Hospital 
should be developed to serve the total population involved. Arrange
ments should be made by the Mid-Western Health Board and the 
authorities of the two voluntary hospitals for consultant out-patient 
clinics, for paediatric supervision of the children 's wards and for ward 
consultation, as required, to be provided at the voluntary hospitals from 
the paediatric unit in the Regional Hospital. To this end , it is suggested 
that the existing vacancy might be filled by means of a joint appointment 
between the authorities concerned. 

(e) Out-Patient Clinics and Day Treatment Centres 
6.18. It is accepted by paediatricians and others involved in the child health ser

vices that there has been a tendency to admit children to hospital too 
readily. In the past, a wide variety of factors contributed to this tendency 
including the lack of adequate facilities for care at consultant level in other 
settings. The Comhairle recommends that in improving existing paediatric 
units and in the planning of new ones, a much greater emphasis should be 
placed on providing proper facilities for out-patient clinics and treatment 
(including surgery) on a day-care basis. Coupled with this, is the need to 
develop a more extensive network of out-patient clinics within the catch
ment area of paediatric units. With the considerable expansion of consul 
tant paediatric manpower envisaged in this document, it should be possi
ble to do this. 

(f) Casualty Services 
6.19. In its written submission to the Comhairle, the Irish Paediatric Association 

states that in Dublin approximately 100,000 children annually avail of 
casualty services - about one in every three children. All of the children 's 
hospitals report a steady increase in attendances and this places a great 
strain on what the Association considers to be inadequate facilities. Many 
of the problems seen in children's casualty departments are minor medical 
and surgical ones which should be dealt with by family practitioners. The 
Comhairle considers that there is some overuse of casualty departments 
due to the inadequacies of the primary care services in the surrounding 
areas. 

6.20. The Association recommends the provision of two fully equipped and staf
fed casualty departments - at Our Lady's Hospital for Sick Children, 
Crumlin and the Children's Hospital, Temple Street - including large 
waiting areas to cope with parents and children, a fracture clinic and acute 
observation beds. The appointment of two casualty consultants is also 
suggested. The Association goes on to state that children should not be 
seen at the casualty departments in general hospitals. The Comhairle 
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6 .21 . 

1 

agrees that the two major paediatric centres should develop accident and 
emergency facilities on the lines recommended. The appointment of a 
wholetime consultant in the accident and emergency department of each 
hospital is a matter which should be considered by the authorities of the 
hospitals. However, the Comhairle doubts the wisdom of proposing that 
children should not be seen at the casualty departments of genera l 
hospitals. This recommendation coupled with the Association 's view that 
paediatric services should be confined to Our Lady's Hospital for Sick 
Children, Crumlin and the Children 's Hospital , Temple Street would make 
ready access to children 's casualty services difficult for too large a part of 
the population of South Dublin, Wicklow and Kildare. Under the proposals 
put forward in this document, casualty services (including nursing and 
medical staff trained in paediatrics) would be provided along with the 
paediatric facilities suggested for St. Vincent's, Beaumont and Tallaght 
Hospitals and possibly also Blanchardstown. However, it is important that 
these hospitals and the major paediatric centres should have a un ified 
operational policy, including the transfer of serious accident cases to the 
major centre. If consultants are to be appointed for the accident and 
emergency departments at the major centres, they should be involved in 
the organisation of casualty services for children at the hospitals men
tioned above. 

Outside Dublin there are no accurate figures available for children 
attending casualty departments, but the Association estimates that they 
account for not less than one-third of the total attendances. The Associa
tion recommends that nurses and junior medical staff tra ined in paediatrics 
should be available in all casualty departments and the Comhairle agrees 
that this is desirable. The Association also suggests that, where possible, 
the childre~alty service, though it should be part of the general Z 
casualty department, should be physically separated in an area of its own. • 
The Comhairle supports the concept of keeping children apart from adults 
attending casualty departments where this is feasible . 
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SECTION 7 - Paediatric Surgery and 
Anaesthesia 

(a) Paediatric Surgery 

7.1 . There are a number of surgeons who may treat children -

(a) the paediatric surgeon who has a wholetime involvement with 
children; 

(b) the general surgeon taking a particular interest in children 's surgery ; 

(c) the specialist surgeon who extends his interest and expertise into the 
young age group; 

(d) general surgeons who are mainly involved with adults but who include 
some children 's work in their practice. 

7.2. The paediatric surgeon who has had at least three years training in his 
specialty, will have a special responsibility in the management of surgical 
problems in the newborn. He will also have special expertise in the surgery 
of older children. He may also develop expertise in a particular branch of 
surgery e.g. genito-urinary surgery. In Ireland and the United Kingdom, it is 
generally accepted that the ratio of paediatric surgeons to population 
should be about one per million. The ratio reflects the fact that the 
specialist skills of paediatric surgeons can only be maintained if there is a 
sufficient number of these relatively rare neonatal problems requiring their 
care. The Comhairle recommends that at the present time paediatric sur
geons should only be based in Our Lady's Hospital for Sick Children , 
Crumlin and the Children's Hospital, Temple Street and that they should 
function as a single team with joint appointments in both hospitals. In 
time, a service on a smaller scale may be required in Cork. 

7.3. The general surgeon with a special interest in paediatric surgery 
should have had at least one year's training in paediatric surgery. The large 
general hospitals outside Dublin should each have one such surgeon who 
would deal with the bulk of paediatric surgery but would normally refer the 
highly specialised cases to the Dublin centres. There should be at least 
one such surgeon in Cork, Galway and Limerick. 

7.4. The specialist surgeon (e.g. orthopaedic, neuro.-surgeon, ophthalmic, E.N .T. 

etc.) has an important contribution to make in the paediatric field. Such 
specialists, if dealing with children, must devote a significant proportion of 
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their time to the problems of infancy and childhood if their contribution is 
to be effective. In our circumstances, it is difficult to see that it would be 
appropriate for such a specialist to restrict himself exclusively to children's 
practice. Specialists will continue to make a major contribution to 
paediatric surgery in the major children 's hospitals and also in the general 
hospital system. 

7.5 . General surgeons who include some children's work in their practice will 
still have a place in those hospitals which have neither paediatric surgeons 
nor general surgeons with a special interest in paediatrics. It is important 
where such surgery is conducted in a general or special (other than 
children 's) hospital, that the patients should be accommodated in 
children's wards and not with adults. 

(b) Anaesthesia 

7.6 . In its written submission to the Comhairle, the Irish Paediatric Association 
sets out four spheres of activity in which the anaesthetist has a vital role. 
These are (i) surgical operations, including pre and post-operative care of 
patients; (ii) sick infants with non-surgical conditions e.g. respiratory com
plications; (iii) respiratory disorders of the newborn and (iv) a wide range of 
diagnostic and therapeutic procedures (e.g. bronchograms) many of which 
do not require general anaesthesia in the adult but in many infants and 
children require anaesthetic expertise of a high order. The Association 
comments that "in all these spheres, the contribution of the anaesthetist 
demands a special knowledge and skill .. . " 

7.7. The Comhairle considers that the need for specialisation in paediatric 
anaesthesia depends on the volume of the workload. Because of this, the 
situation is somewhat akin to that in paediatric surgery. Accordingly, 
where paediatric surgeons are appointed - that is, in the two major centres 
in Dublin - there should also be anaesthetists with a wholetime commit
ment to paediatric anaesthesia. The Comhairle further considers that there 
should be a sufficient volume of work in Cork to justify some anaesthetists 
taking a special interest in paediatric anaesthesia. In Galway and Limerick, 
there should be anaesthetists with a part-time special interest in paediatric 
anaesthesia. 

7.8. The Comhairle is concerned by the comments of the Irish Paediatric As
sociation on the morbidity associated with diagnostic and therapeutic 
procedures including dental treatment which the Association states is 

"out of all proportion to the gravity of the procedure ... Iack of awareness 
of the anaesthetic hazard in these situations plays a significant part in this 
risk" . The Comhairle thinks that this is a serious statement which calls for 
action by professional bodies such as the Faculty of Anaesthetists, to 
create an awareness of the hazards involved, among the members of the 
medical and dental professions generally. 
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SECTION 8 - Infectious Diseases 

8.1. In April , 1978, the Comhairle submitted recommendations to the Depart
ment of Health on future hospital arrangements for infectious diseases 
covering both adults and children. In this document reference is made only 
to the arrangements suggested for children. 

8 .2 . Under the Infectious Diseases Regulations of 1948, certain diseases are 
statutorily notifiable by the attending medical practitioner to the Chief 
Medical Officer in each health board area (now Director of Community 
Care and Medical Officer of Health). The statistics of notification are 
available from the Department of Health. The figures probably give no 
precise indication of the real incidence of these diseases in the community 
as there is reason to believe that there is considerable under-notification. 
Statistics on mortality from specified diseases are probably more complete 
than the notification figures and reflect a more accurate indication of mor
tality than the figures of notification do of morbidity. 

8 .3 . Over the past ten years or so, the number of patients receiving treatment in 
fever hospitals has decreased by some 9.4%, reflecting the falling in
cidence of infectious diseases generally. In that period a number of fever 
hospitals have closed and at present there remain eight hospitals or units 
attached to general hospitals. In-patient statistics for these hospitals and 
units as published by the Department for the year ended 31 st December, 
1976, are set out at Appendix C to this document. A significant feature of 
the statistics is the extent to which infectious diseases beds are used for 
children. For hospitals where there is separate information for adults and 
children about 74% of the patients and the patient days related to children . 
Cherry Orchard Hospital is by far the largest of the existing units and 
serves a wide catchment area. It is managed by the Eastern Health Board 
as an independent institution. Some of the smaller units as well as admit
ting infectious cases also admit " quasi-infectious" cases e.g. geriatric 
patients with bronchitis, influenza etc. Many infectious diseases are nor
mally managed in separate rooms in general and children's hospitals. 

8 .4 . The Comhairle notes the world-wide trend to a considerable change in the 
function of separate infectious diseases' hospitals, many of which have 
been closed or partly adapted for other uses. Present trends are towards 
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management of most infectious diseases in appropriate accommodation in 
large general and children's hospitals, in which the infectious diseases' unit 
is often one of the busiest service·s. The reasons for these trends include 
the increased availabil ity of suitable isolation facilities, and the need for the 
acutely ill patients to have access to the expertise and support ing faci li t ies 
which are more readily available in large general hospitals. There is also an 
increasing trend for gastroenteritis in infants to be managed in specific un
its in children 's hospitals, or in association with the children 's unit of a 
large general hospital. 

8.5 . The Comhairle has recommended to the Department that Cherry Orchard 
should be retained in the short-term as a separate isolation hospital in its 
present location . It should be regarded as the national isolation hospital , 
including the special unit for the highly infectious and dangerous viral in
fections such as smallpox, Lassa and Marburg fevers. Its full capacity 
would only be required in the event of a serious epidemic on a large scale. 
The Comhairle considers that in the context of the future arrangement 
which it has recommended , a much smaller number of beds than the pre
sent complement of 282 should be adequate to meet isolation needs in 
normal circumstances. The necessary flexibility to cope with a large 
epidemic can be provided by appropriate planning , most of the beds which 
are in separate units at Cherry Orchard being normally used for non
infectious conditions. 

8 .6. Some changes in the admissions and management policies in Cherry 
Orchard would seem desirable. The majority of admissions are of children 
and many of these are admitted for social rather than medical reasons. It is 
to be hoped that with rising living standards and the provision of more 
community services, the demand for purely social admissions will decline. 
Cherry Orchard seems to be in an ideal position to implement the policy 
(current in all children 's hospitals) of admitting the mother with the child 
(when possible). In addition to better care of the child, the presence of the 
mother often leads to speedier discharge. A policy of frequent visiting of in
fants and children would also improve the quality of care and might 
shorten hospital stay. In general, it is accepted that many acute infections 
needing intensive care, such as acute airway obstruction, respiratory 
paralysis, severe meningitis and septicaemia, traditionally managed in in
fectious diseases' hospitals, are best managed, with appropriate isolation 
procedures, in intensive care units in children 's hospitals or paediatric units 
at general hospitals. They need the highly specialised team work and wide 
range of facilities that only exist in these hospitals. 

8.7 . Diarrhoea in infancy, as already indicated, is increasingly managed in 
special units in children's hospitals or in paediatric units in general \ ) 
hospitals. The Comhairle considers that such units should be provided in J, 
Our Lady's Hospital, Crumlin and the Children 's Hospital, Temple Street 
and thinks that this should lead to a decreased demand for such facilities 
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at Cherry Orchard. Much of diarrhoea in infancy can be managed in the 
home, or from a special out-patient clinic (as in Cork and elsewhere) thus 
reducing further the often unnecessary admission of infants to hospital 
with the subsequent danger of cross infection and the separation of child 
from mother. The Comhairle also thinks that as long as infancy diarrhoea is 
managed in Cherry Orchard , it should be under the care of paediatricians 
with special training. 

Dublin 
8.8. For paediatric centres of the scale of Our Lady's Hospital , Crumlin and the 

Children 's Hospital , Temple Street. infectious diseases units of 40- 50 
beds would seem appropriate. With the development of paediatric units at 
general hospitals in Dublin and elsewhere in the country, it may be possi-
ble to provide infectious diseases facilities at the two major centres f 
without increasing the total bed complement. These could be divided into 
a gastroenteritis unit and a general infections unit. This department would 
probably be one of the busiest in the hospital, providing excellent training 
in acute paediatrics. The gastroenteritis unit could be under the care of a 
paediatric gastroenterologist; the general unit would probably have a 
paediatrician in general charge, but an alternative would be for paediatri
cians to take part in a rota , or to follow into the unit those of their own 
patients who had developed an infectious disease in hospital. An infectious 
diseases' committee would have overall responsibility for the infectious 
diseases' unit and for the control of cross infection in the hospital as a 
whole. Specially trained nursing staff would be needed. 

Cork and Galway 
8.9. The Comhairle considers that separate fever hospitals would not be re

quired in Cork and Galway. Instead, it is recommended that separate isola-
tion units of approximately 25 beds should be maintained within the j 
campus of the new Regional/St. Finbarr's Hospitals in Cork and the 
Regional/Merlin Park Hospital complex in Galway. These should serve as 
regional centres for the treatment of infectious disease cases and should 
include separate accommodation for children. 

Other parts of the country 
8.10. The Comhairle has recommended to the Department that the fever 

hospitals at New Ross (40 beds). Killarney (44 beds) and Croom (25 beds) 
should either be closed or given new functions. It is acknowledged that it 
may take some time to implement this recommendation because of the 
time it will take to provide the alternative facilities. The Comhairle has also / 
recommended that all general hospitals should be provided with an ade
quate number of beds which can be used for isolation purposes. These 
beds should be spread throughout the various departments of the hospital 
(including the paediatric unit) rather than aggregated in a single unit. They 
would be used both for the treatment of infections arising from within the 
hospital and for the isolation of any suspected infectious disease case 
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which might be admitted. If serious difficulties with infectious diseases 
arise in a general hospital , patients should be transferred to the regiona l 
centres at Cork and Galway or to the national centre at Cherry Orchard . 

8.11 . The Comhairle considers that there is a need to appoint two paediatricians 
with a special interest in infectious diseases based at Cherry Orchard . One 
of these should be a joint appointment with Our Lady's Hospital for Sick 
Children, Crumlin and the second should be a joint appointment with the 
Children's Hospital , Temple Street . Together with the consultants involved 
in the treatment of adults, they should play an important role in the for
mulation and implementation of the admissions policy at Cherry Orchard . 
In Cork and Galway, the Comhairle recommends that one of the paediatri
cians at each of the regional centres, should have a special interest in in- tI 
fectious diseases. It is not considered necessary to make consultant ap
pointments specifically related to infectious diseases to hospitals outside 
the one national and two regional centres recommended to the Depart
ment. 
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SE ell 0 N 9 - Other Specialist Services 

9.1. Child Psychiatry 
In March, 1978, the Comhairle published Psychiatric Services at Consul
tant Level - a discussion document. This document included the views 
of the Comhairle on child psychiatry. 

9.2 . There is a growing demand for psychiatric assessment and treatment of 
children. The Irish Paediatric Association has pointed out that " a recent 
study has shown that 15% of patients with chronic physical illness and 
33% of patients with neurological problems need psychiatric treatment for 
their emotional difficulties (Reuter 1977)." The child psychiatric services 
are relatively under-developed in this country and the Comhairle accepts 
the need for more consultant appointments. In the last year or so, the 
Comhairle has approved a number of additional appointments, but dif
ficulties have been experienced in recruitment due to a shortage of trained 
personnel. There is, as yet, no recognised career structure for training in 
child psychiatry in Ireland. In the Comhairle 's view, there is an urgent need 
to establish training programmes at senior registrar level to meet the de
mand for consultant manpower here. It is understood that programmes of 
higher specialist training in child psychiatry are, in fact. in the process of 
being established. The Comhairle urges those concerned with the setting 
up of these training programmes to bring them to fruition as quickly as 
possible. Not alone is there an absolute shortage of child psychiatrists, but 
those who are practising are very unevenly spread around the country, 
most of the available manpower being located in Dublin . 

9 .3. Mental and Physical Handicap 
The Comhairle is not directly involved in the provision of long-term ser
vices for the handicapped as these are usually accommodated in "homes" 
as distinct from "hospitals". It does, however, think there is a need for doc
tors with paediatric training who would devote the major part of their time 
to mental handicap. While facilities for the physically handicapped have 
improved in recent years, there is still much scope for further development. 
Proper assessment and continuing care are essential. As far as possible, 
physically handicapped children should be kept within or close to the nor
mal home environment. The Comhairle believes that there is a case for 
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having special classes in the ordinary schools for children who are han
dicapped (including those who suffer from blindness and deafness) rather 
than maintaining special schools for them which tend to set them apart 
from normal children. There is also a desirable trend to have handicapped 
children taught in ordinary classes when feasible and effective. In general , 
there is a need to create stronger links between the paediatric services and 
the services for the handicapped. These links should be developed under 
the aegis of the community care service. They are referred to later in Sec
tion 12 of this document. 

9.4. Medical Genetics 
A genetic counselling service is important in advising parents of the risk of 
certain defects being passed on to children and it also plays a part in their 
prevention. At the present time there are two cytogenetic units recognised 
by the Department of Health , one in University College , Dublin and the 
other in University College, Galway, where genetic studies on blood cells 
are carried out. In Dublin, the physician in charge of the cytogenetic unit 
also provides a genetic counselling service, with regular clinics at the 
Mater and Rotunda Hospitals. In Galway, the geneticist is not medically 
qualified, but consults with the paediatricians in the area concerning 
genetic counselling. Cork should also develop a cytogenetic service, 
preferably within the University, in view of the academic and scientific 
aspects of the work. Each major centre should provide genetic counselling 
services. 
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SECTION 10- Diagnostic Services 

10.1. Technical and emotional factors have implications for diagnostic 
procedures for children - laboratory techniques should be tailored to deal 
with smaller samples (blood, for instance, should preferably be obtained by 
the least painful method). Radiological equipment, surroundings and per
sonnel should be such that investigation will cause the least possible 
physical and psychological trauma. The special needs of children in the 
field of anaesthesia have already been adverted to in paragraphs 7.6-7 .B. 
In its written submission, the Irish Paediatric Association has stated in 
relation to the diagnostic services that 

"the position of the children 's hospitals is unsatisfactory in that ex
isting services have not kept pace with increasing demands. There 
are deficiencies in both manpower and physical facilities. The posi
tion in general hospitals throughout the country is unsatisfactory in 
that they lack paediatrically trained consultants and paediatrically 
orientated techniques " . 

The Comhairle considers that there are very real deficiencies in the 
diagnostic services available for children. This situation is a cause of con
cern and positive steps are required to rectify it. The Comhairle urges that 
greater attention should be paid to these matters. 

(a) Radiology Services 

10.2. The Comhairle is at present examining radiology services as a whole. In 
general , there is a great need for expansion in this field and for major is
sues, such as specialisation in radiology, to be resolved. The Comhairle ac
cepts that paediatric radiology should be a recognised sub-specialty requir
ing the creation of properly structured consultant posts, the holders of 
which should be obliged to have had specific training and experience with 
children. 

10.3. Where an appointment is based on a children's hospital , the appointee will , 
of course, have a wholetime involvement in paediatric radiology. Such ap
pointments will be made in the Dublin children's hospitals and, where 
feasible , it is desirable that they should be joint appointments with a 
maternity hospital. 
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10.4. In the larger hospitals outside Dublin with sizeable paediatric units, there 
should be at least one radiologist with a special interest in paediatric 
radiology. Whether or not this special interest will be on a wholetime basis 
will depend to a large extent on the way the radiology department in the 
hospital is organised. In some instances it may unduly disrupt the function
ing of a department were not all the consultant staff to participate in cop
ing with the general radiological workload . The Comhairle thinks that a 
flexible approach to the question of wholetime or part-time special in
terests is appropriate in such circumstances. 

10.5. Radiographers should have special training and aptitude for working w ith 
children . 

10.6. Recently developed imaging techniques such as C.A.T. scanning and 
ultrasound are not at present available in the Dublin children 's hospitals. 
Access to these facilities where they exist in the general hospitals should 
be available to paediatric patients and would require the presence of staff 
with paediatric experience. The Comhairle suggests that the making of ap
propriate arrangements is a matter which the children 's hospitals should / 
take up with the general hospitals concerned . V 

(b) Pathology Services 

10.7. Under the arrangemets proposed in the Report of the Joint Working Group 
of the Comhairle/ Department of Health on specialist units in Dublin 
(January 1977). close links would be formed between the regiona l , 
laboratories in the general hospitals and the pathology departments in the . / 
special children's and maternity hospitals. Appropriate linkages as far as V 
the children 's hospitals are concerned could be between Our Lady's 
Hospital for Sick Children and St. James's Hospital in South Dublin and 
the Children 's Hospital, Temple Street and the Mater Hospital in North 
Dublin. It is appreciated that some laboratory procedures for children can-
not readily be provided by general laboratories using automated 
procedures except by using undesirably large samples. However, there is 
scope for the sharing of personnel including cover arrangements at con
sultant level. In histopathology and morbid anatomy, consultants with a 
wholetime commitment t~ children's services would be required, but it is 
desirable that they should not work in professional isolation from a 
general hospital laboratory. In haematology, microbiology (including 
virology) and immunology, it is unlikely that the workload would warrant 
consultants with a wholetime involvement with children. The linkage ar
rangements proposed would facilitate the making of joint appointments 
involving a part-time special interest and commitment to children. 

10.8 . Outside Dublin, the paediatric units will be part of a general hospital served 
by a general laboratory. In the larger laboratories, particularly those in Cork 
and Galway, consideration should be given to the creation of consultant 
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posts, in the major disciplines of pathology, with special experience in 
children and also to the further development of special facilities for dealing 
with children 's specimens (e.g. small blood samples). 

(c) Other Services 

10.9 . There are at present two special units which function at national level -
the National Newborn Screening Programme at the Children 's Hospital , 
Temple Street, and the National Haemophilia Centre at the National 
Children 's Hospital, Harcourt Street. These units, which provide an excel 
lent service, should be continued and should remain in the children's 
hospitals. 
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SECTION 11 - Consultant Manpower Needs 
in Paediatrics 

11 .1. On the 1 st May, 1979, there were 34 consultant paediatricians in practice 
in this country : in addition, there were 10 vacant posts, giving a total 
establishment of 44 posts. This represented a ratio of 1 consultant per 
22,000 children (0-14 years) . It will be apparent from what has already 
been said in this document that a sizeable expansion in consultant 
paediatric manpower is required. In the Comhairle's view, the most ob
vious deficiency and the one which warrants the highest priority is 
neonatology. 

(a) Manpower needs outside the main urban centres 
11.2. The consultant manpower needs of the minimum scale maternity/ 

neonatal/general paediatric units referred to in paras. 6.4 and 6.5 involve 
an establishment of 29 consultant paediatricians. There is a total of 11 
posts in these hospitals at present. To create 18 additional consultant 
posts outside the main urban centres will involve a major expansion . 
However, in the Comhairle's view, this number is the minimum required to 
ensure an adequate service. It will only be possible to achieve the neces
sary level of consultant staffing in many instances if the necessary beds 
and other facilities are available or can be provided. Moreover, policy deci
sions on the rationalisation of maternity services are a necessary prere
quisite of the creation of the recommended paediatric posts. It is not 
within the statutory functions of the Comhairle to determine these issues. 
It can only set out what it believes to be the consultant manpower needs 
and urge the hospital authorities and the Minister for Health to do their 
parts to create the environment in which these much-needed consultants 
can practice. 

(b) Manpower needs in neonatology in the main urban centres 
11 .3. The Irish Perinatal Society and the Irish Paediatric Association have both 

recommended that, in the case of the larger maternity hospitals and un its, 
a norm of one wholetime consultant neonatologist per 2 ,000 births would 
be appropriate. The Comhairle accepts this as reasonable. Based on this 
norm, the manpower needs in neonatology would be an additiona l 6-7 
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posts. In the light of the considerations set out in Section 5 of this docu
ment, the Comhairle considers that the additional 6-7 posts recom
mended should be created and filled as a matter of urgency. 

(cl Manpower needs in general paediatrics in the main urban centres 

11.4. The need for additional general paediatricians in Dublin will to a large ex
tent depend on the implementation of the strategy proposed at par. 6.10 
and on the pace at which the recruitment of the additional manpower 
recommended for the minimum-scale units (set out in paragraph 11.21 
proceeds. The staffing envisaged for the paediatric facilities suggested for 
St. Vincent's, Tallaght, Beaumont and perhaps Blanchardstown Hospitals 
would amount to about 5-7 additional paediatricians. However, the 
development of paediatric units in parts of the country which at present 
are dependent on Dublin for their services, will mean a reduction in the in
flow of patients to Dublin. The Irish Paediatric Association has estimated, 
based on the experience of setting up the unit in Sligo, that the fall will not 
be more than 36%, resulting in a drop of the order of 11 % in the total ad
missions to the Dublin children's hospitals. The Comhairle considers that it 
is not possible to be precise at this stage about the future manpower re
quirements in general paediatrics in Dublin. It does not, however, think 
that on the basis of current demand and practice, there is a strong case for 
changing the existing staffing levels. It intends for the immediate future to 
keep an open mind on the subject and to consider any applications it 
receives on their individual merits. (The need for two paediatricians with a 
special interest in infectious diseases has already been referred to at par. 
8 .11 I. 

11.5. In the Cork Regional Hospital, there is an establishment of four paediatri
cians. A further appointment of a paediatrician with a special interest in 
infectious diseases is recommended . There are two consultant paediatri
cians attached to the Cork Voluntary hospitals. The Comhairle envisages 
that at least one additional general paediatrician is required within this 
group of hospitals. 

11.6. There are three paediatricians based at Limerick Regional Hospital. A 
further joint appointment with the Limerick voluntary hospitals to fill an ex
isting vacancy is envisaged (see par. 6.171. It is considered that the pre
sent establishment at Galway Regional Hospital should be sufficient to 
cope with the demands for the present, in view of the recent creation of 
posts in Castlebar and Ballinasloe. 

11.7 . In summary, the Comhairle has identified an expansion requirement, at 
consultant level of about 30 posts to cover both neonatology and general 
paediatrics. This would raise the establishment for the country as a whole 
from 44 to over 70 posts - an increase getting on for 70 per cent. An in
crease of this order would obviously have to take place on a phased basis 
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but priority should be given to neonatology and to those areas of the 
country which are grossly understaffed at present. The Comhairle thinks 
that it might be possible to create and fill about two-thirds of these (say 
20 posts) within the next three years. 

11.8. The overall need for consultant paediatricans up to 1982 including exist ing 
vacancies and anticipated retirements at 65 years of age , would thus be as 
follows : 

Existing vacancies (1 st May, 1979) - 10 (see par. 11 .1) 

Retirements up to 1982 - 5 

Expansion needs up to 1982 - 20 (see par. 11.7) 

Total need up to 1982 - 35 

This is, by any standards, a big increase, but the Comhairle believes that 
this might well be the best investment that could be possibly made in our 
hospital services today. 
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SECTION 12 - Co-ordination of Hospital 
and Community Care Services 

(a) Child Assessment - Primary Level 
12.1. Family practitioners not only cope with the bulk of illness in children but 

are also heavily involved and make a vital contribution in the screening 
and assessment of children at primary level. This contribution is of special 
significance since the family practitioner sees the child in the family set
ting and is of vital importance in keeping the child out of hospital. In fact, 
family practitioners comprise the largest group of doctors in community 
care. Unfortunately, there are no statistics available to indicate the size or 
importance of the contribution they make to community care. The 
Comhairle believes that it is sizeable and should not be under-estimated in 
any examination of the primary preventive services. 

12.2. Within the public health services, the screening and assessment of 
children is carried out in a number of settings and at a number of levels. 
The first, or primary, screening and assessment are conducted by public 
health doctors and trained public health nurses. The public health doctors 
usually possess a Diploma in Child Health. The Comhairle considers that 
in the future it would be desirable to place a greater emphasis in the 
Diploma course on the community aspects of child care rather than the 
clinical medicine aspects as at present. Children of pre-school age are 
screened in child welfare clinics at local health centres. Public health 
nurses regularly visit small infants in their homes after discharge from the 
maternity hospital. The objective of the pre-school examination system 
which was initiated in 1971 is to provide a comprehensive developmental 
paediatric examination of children at 6-10 months, 12-18 months and 
24 months. The initial aim was to provide this service in all town popula
tions of 5,000 or more. Statistics of attendance are compiled and 
published annually by the Department of Health. While the published 
statistics reveal a steady rate of progress since the initiation of the 
scheme, there is still a sizeable number of children who are not seen either 
because the service is not available in their locality or because parents 
have not availed of it. In 1976, the total number of children examined was 
24,836 (excluding Dublin for which figures are not available). 

12.3. The school health service is based on a comprehensive medical examina-
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tion of school entrants by public health doctors and further examinations 
for older children selected on the basis of information furnished about 
them by parents, teachers, nurses or other interested persons. The 1976 
published statistics reveal that 102,521 pupils (excluding Dublin) were ex
amined representing 30% of the national school children outside Dublin. 
Of these, 49,116 were new entrants representing 98.5% of all new 
entrants. 

(b) Child Assessment - Secondary Level 
12.4. Excluding Dublin for which no figures are available, there was a total of 

5,228 children in 1976 requiring further attention following pre-school 
examinations and around 40% of these were referred for specialist opi
nion ; about 12% were referred to family practitioners; and the remainder 
were retained under observation. The school health examinations resulted 
in 18,192 new entrants (37% of those examined) being identified as re
quiring further attention - there are no figures published showing what ac
tion was taken in relation to these. The absence of the Dublin data is, of 
course, a major defect in the published statistics, but despite this, they do 
serve to give some idea of the proportion of children who would require 
further assessment beyond the primary level. The Irish Paediatric Associa
tion has stated that "current estimates indicate that 1,000 new handicap
ped children are recognised annually". 

12.5. The assessment of children who have been identified at the primary level 
as being in need of further examination by specialised personnel is a com
plicated process. It involves a broad range of services - medical , psy
chiatric, psychological , para-medical, dental, social welfare and 
educational - and many different types of skills. If the child and his parents 
are not to be subjected to undue inconvenience and considerable upset in 
being referred from one centre to another and from one specialist to 
another, a high degree of organisation is required. It is essential from the I 
medical viewpoint that the child should be assessed as a whole. Someone .J{ 
with medical expertise should be responsible for ensuring that the various ' 
assessments are carried out in a co-ordinated fashion; that the child's 
needs are clearly and properly identified; and that these needs are met. i 
Unfortunately, very often this does not happen, due mainly to the fact that 
the different services are located in different places, and provided by dif
ferent personnel who to a large extent function in isolation from one 
another. Communication and consultation between those involved very 
often does not occur at all, or, if it does, it is haphazard and depends upon 
personal contacts. The director of community care or a medical member of 
his team is frequently left in the position of having to organise the assess
ments by the various agencies and may himself be the only point of con-
tact between them. When the assessment has been completed, there may 
be a problem of placing a child in a suitable institution ; continuing care 
within the community setting may have to be organised; or referral to 
hospital for treatment may be necessary. 
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12.6. The written submission by the Irish Paediatric Association states that the 
World Health Organisation has defined paediatrics as covering the follow
ing activities:-
(i) the diagnosis and treatment of sick children in hospital; 
(ii) the diagnosis and treatment of sick children in the home or consulting 

room; 
(iii) preventive and social care of well children. 

This definition recognises that the primary responsibility for diagnosis and 
treatment of sick children at home may well rest with a family doctor or a 
public health service doctor. The Association has emphasised the need to 
strengthen the links in this country between the hospital-based paediatric 
services and the community-based child health services. It considers that 
the functions of a paediatrician should include:-

(a) the promotion of optimum health in the child population, in
cluding care of the newborn; 

(b) co-operation with teams established for the diagnosis and 
management of children with handicap; 

(c) co-operation with community health teams in the operation of 
child health and school medical services, and, 

(d) the diagnosis and treatment of children referred for consultant 
opinion. 

12.7. The Court Report advocates the creation of an integrated service for 
children in the following words: 

" So far as possible primary and specialist care should ... be seen as 
a co-ordinated service. Parents should not feel that there is a break 
in continuity of care when they are referred to the hospital-based 
services. Paediatric and specialist services are still for the most part 
hospital-based and concerned mainly with the treatment of acute 
illness. In future, we see these services having closer contacts with 
families, schools and communities in which children grow up. They 
must continue to extend specialist interest to the problems of 
chronic illness, handicap, and problems of disturbed behaviour" . 

12.8. The Society of Medical Officers of Health have indicated to the Comhairle 
that they also favour the strengthening of links between the child health 
services and the hospital services. In particular, they would welcome an 
extension of out-patient specialist clinics in community settings and a 
greater involvement by hospital-based paediatricians in the assessment of 
handicap in children. The Society, however, was careful to stress that they 
see the function of the consultant as supplementing the community care 
services rather than diminishing the role of the public health doctors in the 
screening and assessment of well children for the purpose of detecting 
defects or handicaps of various types and degrees. The Society has ex
plained to the Comhairle that steps are being taken to up-grade the status 
of the public health doctors to Consultants in Community Medicine with 
higher qualifications (e.g. Fellowship in Community Medicine) and training 
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on a par with that required for consultants within the hospital services. It 
stressed that community medicine had now gained recognition as a 
specialised branch of medicine dealing with the whole spectrum of com
munity care. The Society envisages that Community Physicians would be 
generalists rather than specialists; it does not desire to see some consul
tants devoting all or most of their time to child health but prefers that 
every consultant should be involved in all aspects of the community care 
services. The Society has indicated that community care teams are being 
set up in various parts of the country, each headed by a director of com
munity ca re . Each team will be responsible for the delivery of all com
munity ca re services, including child health services, and school medical 
services in a designated district. In the Dublin City area there will be eight 
districts and eight community care teams. The Society has told the 
Comhairle that the director will be of consultant status and included in his 
team will be area medical officers, public health nurses, social workers 
and other para-medical staff. 

12.9. The statutory functions of the Comhairle relate to the hospital services 
and, in the light of this , it sees its involvement in the organisation of the 
community care services as being confined to those aspects involving co
ordination with the hospital services. The Comhairle accepts the need to 
introduce appropriate arrangements to achieve co-ordination and to 
strengthen the association between the two services especially at consul
tant level. While recognising that epidemiology in its broadest aspects is a 
basic requirement in community medicine, nevertheless, the Comhairle ) 
has reservations about community physicians not specialising in certain 
aspects of community care such as child health and suggests that the 
Society of Medical Officers of Health and the Faculty of Community 
Medicine should give further thought to this matter. 

12.10. In the smaller centres of population to be served by minimum-scale 
maternity/ neonatal units, the two paediatricians, sharing responsibility for 
general paediatrics, neonatology and community medicine should be re
quired to co-operate with the community care services. As already in
dicated in paragraph 6.3 ., it is envisaged that the consultants should have 
a role in developmental paediatrics, services to the handicapped, the child 
health and school medical services and screening programmes, including 
liaison with the directors of community care and the community care 
teams within the catchment area of the hospital unit. Special interests in 
either neonatology or community medicine could be developed by the two 
consultants depending on local circumstances and individual aptitudes. 

12.11. In order to achieve co-ordination between the two services in the larger 
urban centres of population the Irish Paediatric Association has advocated 
the concept of a "Consultant Community Paediatrician" which it defines 
and describes as follows: 

" . .. a consultant paediatrician with clinical responsibilities in the 
community as well as in the hospital services. He/ she will work in 
developmental, educational and social paediatrics. He/ she should 
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have an extensive knowledge of child development and clinical 
childhood illnesses; understanding of and contact with child psy
chiatry, social work and education, and a thorough knowledge of 
community services and how they may be applied . He/ she will func
tion at a child health centre, assessment centre, school and hospital, 
liaising with Neonatologist, Family Practitioner and the District 
Director of Community Care and his staff. His/ her work should in
clude educational , advisory and research as well as clinical func
tions. Training will include not only clinical and developmental 
paediatrics but field work in the community, epidemiology and child 
psychiatry and/or handicap. In the first instance, a number of doctors 
with considerable experience in the field of child health and with 
membership of the Faculty of Community Medicine will fill these 
posts, especially in areas where major paediatric hospitals/ assess
ment centres are sited . Consultant status, including access to beds 
at a children's hospital, will permit full investigational facilities where 
referral is not thought necessary". 

In its submission , the Irish Paediatric Association recommends a sizeable 
number of such appointments - ten for the Eastern Health Board area 
(including Wicklow and Kildare). and one each for Meath, Cork, Limerick, 
North Tipperary, Clare and Galway - a total of 16 appointments. (The As
sociation also told the Comhairle that its members in Limerick have reser
vations about the concept of a consultant community paediatrician and 
also that the need in Galway may have been met by the recent appoint
ment of a paediatrician in mental handicap) . It recommends that in Dublin, 
the appointees on the south side (including those for Kildare and Wicklow) 
should be based at Our Lady's Hospital , Crumlin and appointees on the 
north side (including Meath) should be based at the Children 's Hospital , 
Temple Street. The other appointees mentioned would be based at the 
paediatric units at Cork, Limerick and Galway Regional Hospitals as ap
propriate. The Association suggests that it would be prudent to try a pilot 
scheme in a Dublin health district. based on one of the children 's hospitals 
and utilising one of the people currently in child health in that area . 

12.13. The Comhairle has carefully studied the concept of the " Consultant Com
munity Paediatrician " as advocated in the Court Report and by the Irish 
Paediatric Association . While the Comhairle sees much of value in the 
concept. it does have major reservations which causes it to hesitate in 
supporting its introduction. The practice in the United Kingdom and the 
view of the Irish Paediatric Association is that the major functions of a 
community paediatrician in a large urban area lie in the assessment of 
defects discovered in children by other members of the community team ; 
in the medical and educational aspects of handicap; and in a supervisory 
and advisory capacity in screening and developmental assessments of 
children both before and during school years. Though envisaged as being 
based in a hospital , it is clear that much of the work would be outside the 
everyday activities of the hospital. While he might have access to a limited 
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number of beds for assessment of handicap, it is unlikely that the com
munity paediatrician could take part in the regular care of acutely ill 
children in the hospital. It is possible, therefore, that he would be regarded 
by his consu ltant colleagues in the hospital as being of a lesser status, 
with consequent adverse effects on the attractiveness of such posts. On 
the community care side , the likelihood is that the consultant community 
paediatrician would be seen not only as impinging on the role of public 
health medical personnel , but as being of little advantage to them because 
of his limited access to hospital facilities. A further factor to be taken into 
account is that. despite the trend towards more community care involve
ment in other branches of medicine, notably psychiatry, the concept of a 
consultant based solely or mainly in the community has not emerged or 
even been advocated. 

12.14. While not accepting the concept of a "Consultant Community 
Paediatrician", the Comhairle recognises that there is an increasing prac-
tice of investigating and treating children on an out-patient or day-care 
basis. Accordingly, the Comhairle sees that the work of most general 
paediatricians in the future will be based more in the community than / 
hitherto. Apart from the neonatologist and a small number of paediatric 
systems specialists (e.g. cardiologist) in the major children's hospitals, the 
Comhairle recommends that consultant paediatricians should have an in
creasing commitment to community care and should serve as the link 
between the hospital and the community care services. The significant in
crease in consultant manpower in paediatrics, envisaged in Section 11 of 
this document, will facilitate the trend towards more community involve
ment by general paediatricians based in the hospital services. In the 
Dublin situation this involvement will be further facilitated by the develop
ment of paediatric units at the general hospitals recommended at 
paragraph 6 .1 0 by a greater geographical spread of consultant man
power. It is recommended that each of the general paediatricians in the 
Dublin area should have a special attachment to one or perhaps two par
ticular community care districts and should function within those districts 
in consultation with the Directors of Community Care. Including Wicklow 
and Kildare, there are a total of ten community ca~e districts in the Eastern 
Health Board area. However, this arrangement should not operate on an 
exclusive basis, i.e. to prevent the direct referral of patients elsewhere. 
Each of the community care districts should be linked with one of the two 
major paediatric centres on a northside/ southside basis as appropriate. 
The question of manpower needs in general paediatrics in Dublin has 
already been adverted to in paragraph 11.4. Should the linkage arrange
ments with the community care services proceed in advance of the 
developments in other parts of the country, it may be necessary to in
crease the level of staffing in Dublin in the short-term but, with the pas
sage of time, the situation can be adjusted in the long-term. In the other 
large population centres in Cork, Limerick and Galway arrangements on 
somewhat similar lines would be appropriate to establish links between 
the hospital and the community care services. 
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SECTION 13 - Training of Paediatricians 

13.1. Postgraduate training requirements in paediatrics laid down by the Joint 
Committee on Higher Medical Training in their Second Report (1975). are 
contained at Appendix D to this document. Seven higher specialist training 
programmes in paediatrics have recently been recognised for this country 
- these are rotational programmes based on Our Lady's Hospital for Sick 
Children , Crumlin, the Children's Hospital , Temple Street, Cork Regional 
Hospital and Galway Regional Hospital: in addition a period of training 
abroad is recommended. The total training period at higher specialist level 
is of four years duration. As the hospitals mentioned have only recently 
obtained recognition for training purposes, senior registrars in paediatrics 
have not yet been appointed. The Comhairle expects to be in a Dosition to 
approve the creation of posts in the near future. 

13.2. Training of paediatricians in most countries hitherto has been mainly 
oriented towards care of children in hospital , with emphasis on diagnosis 
and management of organic diseases and on care of the newly-born infant. 
Few paediatricians have had special training in child psychiatry or psycho
social paediatrics, that is to say, in understanding the causes of abnormal 
behaviour, and the part played by stresses in the family and school settings 
in producing illness or deviant behaviour in the child. Training in the 
assessment of failures in normal development, including speech , hearing 
and vision, has generally been fragmentary or inadequate. 

13.3 . Now that children 's hospitals are admitting fewer children with the com
mon infectious diseases, probably due to better care in the community 
and better living standards, paediatricians spend more time with the 
chronic ailments of children (e.g. asthma, epilepsy, mental and physical 
handicap) and with abnormalities of behaviour or development. Since no 
childhood problems, particularly the more chronic ones, can be validly 
considered or managed without an adequate investigation and under
standing of the familial and social background, the paediatrician of today 
must have satisfactory training in these aspects of paediatrics to enable 
him or her to function effectively. 
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13.4. The need for preventing avoidable death and brain damage of the fetus and 
newly born infant together with the higher standards of care required by 
the premature or ill newborn, means that all paediatricians should have 
some training in neonatology. Those who choose careers in neonatology 
will need longer and more comprehensive training in this field . 

13.5. The Comhairle believes that bodies concerned w ith the training of 
paediatricians, for instance the Royal College of Physicians, the Specialist 
Advisory Committees of the Joint Committee for Higher Medical Training 
and the Irish Paediatric Association should ensure that programmes for all 
paediatricians should include periods in neonatology, developmental 
paediatrics and child psychiatry as well as general paediatrics. Particular 
emphasis should be given to the psycho-social aspects of paediatrics and 
to management of handicaps both mental and physical. 

13.6. Paediatricians who wish to become systems specialists, for instance 
paediatric cardiologists or neurologists, should have adequate experience 
of general, neonatal , developmental , and psycho-social paediatrics during 
general professional and higher medical training, but will then need to 
spend the last two years or more of higher medical training largely in their 
chosen specialty. 

13.7. The Comhairle believes that formal training programmes, just about to be 
set up in Ireland, should stress the changing pattern of disease, the need 
for more involvement in the community and the prevention of disease. 
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SECTION 14 - Prevention - The Role of the 
Parents and the Public 

14.1. In concluding this examination of the hospital paediatric services, the 
Comhairle wishes once again to emphasise the importance and the scope 
for preventing illness in children. The recommendations that have been 
made are designed to exploit the preventive aspects of child health care to 
the maximum. However, their implementation will ultimately depend on 
understanding and acceptance both by the general public and the medical 
profession of the reasons why changes are necessary and of the benefits to 
be derived from them. The experience of other countries is there to serve 
as a guide and it is well documented. To win the understanding and co
operation of the public, it is essential that there should be an 
educational campaign to highlight the important issues and to impart 
the facts about them. The report of the French experience by Wynn and 
Wynn (" Prevention of Handicap of Perinatal Origin - an Introduction to 
French Policy and Legislation, 1976" ) states: 

"A Ministry report notes that the perinatal programmes had a "catalytic 
effect". The medical press published impressive accounts of the 
perinatal programmes and long editorials. The French national societies 
for obstetrics and paediatrics held a joint national conference which led 
to the formation of the new French Society for Perinatal 
Medicine . .. Large numbers of doctors and nurses responded to the 
programme in their own ways. The writers found that even in the 
provinces of France the staff of local clinics and social security offices 
could explain the 7 perinatal programmes. The mothers themselves 
were alerted by articles in the press and television programmes, and 
now consult more conscientiously during pregnancy and are more 
demanding about the standard of care offered by the maternity units in 
which they are to be delivered. If the spotlight of publicity is focused on 
any social problem, the problem will grow smaller if large numbers of 
people consider that it should. A Government perinatal programme with 
defined targets backed by publicity has been shown to have great merit 
by its very existence." 

Again in its concluding paragraph the report by the Wynns returns to the 
same theme : 
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"In the event all the experts underestimated what could be achieved in 
the reduction of reproductive casualties by the perinata l programmes. 
The experts were too pessimistic, at least partly because they did not 
take into account the effects ot" publicity and of focusing men's minds 
on particular objectives. This holds perhaps the most important conclu
sion . Programmes for the prevention of handicap must be backed by 
publicity ... It is an illusion that experts can reduce or prevent handicap 
acting alone. They cannot. The understanding and participation of a 
wide public is also needed. The publ ic will support an initiative aimed at 
reducing the number of those who must suffer the misery, grief and vain 
regrets of the handicapped and t.heir families". 

14.2. In addition to public understanding and support for necessary changes, co
operation and effort by parents is essentia l and will in most cases be 
forthcoming. The vast rT)ajority of parents are more than anxious to take 
whatever steps are necessary to ensure continuing good health for thei r 
children . When children become ill , most parents will immediately demand 
and seek out the necessary services for them. However, unless they are 
supplied with information about prevention , most will not be able to take 
action in good time. This is due to lack of information rather than lack of in
tent . The information must not only be provided for them, but it must be 
given at the right time, in the right place and in the right circumstances. 
The information to be given must indicate not only what needs to be done 
but also, when , where, and by whom it needs to be done. Almost as impor
tant, parents need to be supplied with a record of the results which they 
can understand. In France this need is met by issuing t\l\(O health record 
books which serve both as a clinical record and a source of information for 
the parents. The first is the Carnet de Maternite already referred to at 
paragraph 5.2 which is given to all pregnant women at their first point of 
contact with the maternity services. The second is the Carnet de Sante 
which is given to the mother on the birth of her child and which not only 
sets out the various examinations which her child should get and where 
she should go for these but also serves as the clinical record which she 
herself retains. The Court Report (paragraph 21.42) has recommended the 
introduction of a similar book in Great Britain. The Comhairle has obtained 
and studied the French Carnets and other similar books and recommends 
the Minister for Health to consider introducing such books in this country. 
Armed with the information which this book would supply, parents 
hopefully would be motivated not only to seek out the necessary chi ld 
health services but, just as important, to complain should these services 
not be available. 

14.3. The creation of a positive demand by the public in general , and by parents 
in particular, for preventive medicine would give the necessary impetus to 
the development of services which for too long now have been confined 
almost exclusively to cure rather than prevention. 
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SECTION 15 - Summary of Main Findings 
and Recommendations 

15.1. The following is a brief summary of the main findings and recommenda
tions set out in this document :-

1. The overall objective should be the development of an integrated child 
health service oriented towards prevention (par. 2.1 ). 

2. In Ireland, we still have much to do before we can achieve the lower rates 
of infant mortality reached in some other countires (par. 2 .4) . 

3. With improved obstetric and neonatal services, many infant lives can be 
saved and much handicap can be prevented (par. 2.5). 

4. Much needs to be done to improve and develop existing hospital facilities 
for infants and children to an acceptable level for a modern paediatric ser
vice (par. 3.13) . 

5. All ch ildren admitted to hospital should be accommodated in a children 's 
environment separated from accommodation for adults (Par. 4.4) . 

6. A paediatric unit or hospital should, ideally, be part of a general hospital 
and be located on the same site (par. 4.10) . 

7. Close and formal links should be developed between the children's 
hospitals in Dublin and the general hospitals (par. 4 .11 ). 

8. Paediatrics is a basic community specialty and the planning of units should, 
therefore , be related to the basic population catchments appropriate to a 
general hospital (par. 4 .12). 

9. The scale of maternity units is an issue of crucial importance to the 
emergence of a country-wide neonatal service capable of reducing infant 
mortality and morbidity (par. 5.6). 

10. The range and frequency of out-patient specialist clinics, obstetric and 
paediatric, at convenient centres of population should be improved (par. 
5.9 ). 

11. Obstetricians and paediatricians should develop close working relationships 
in the care of the newborn (par. 5.11 ). 

12. It seems to the Comhairle that currently many in the medical profession 
regard a unit dealing with 4 ,000 to 6,000 births a year as the maximum 
desirable size (par. 5.13). 
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13. Consideration should be given to the provision of maternity units as an in
tegral part of the new major general hospitals being planned for Beaumont 
and Tallaght (par. 5.13). 

14. A high standard of antenatal and intrapartum care is of crucial significance 
in primary prevention of infant mortality and morbidity (par. 5.15). 

15 . Outside the major cities general paediatric services for children should be 
developed in parallel with the neonatal service (par. 6.1 ). 

16. The two paediatricians envisaged for each minimum scale unit should , 
between them, cover neonatal care, general paediatric care and community 
care (par. 6.3). 

17. A total of 13 minimum-scale obstetric/neonatal/general paediatric 
units would be justified outside of the main urban centres (par. 6.4). 

18. Our Lady's Hospital, Crumlin and the Children 's Hospital, Temple Street 
should continue to be developed as major paediatric centres (par. 6.8). 

19. General paediatric accommodation and other facilities should be provided 
at St. Vincent's Hospital and the proposed Tallaght Hospital in close co
ordination with Our Lady's Hospital, Crumlin; a general paediatric service 
should be provided at Beaumont Hospital in close co-ordination with the 
Children's Hospital, Temple Street (par. 6.10). 

20. The overall aim of the strategy recommended for Dublin is to create co
ordinated and integrated services in South Dublin and in North Dublin that 
are not only capable of achieving a high degree of specialisation but also 
cater for basic community needs (par. 6.11) . 

21. Sub-specialisation in paediatrics should be largely confined to the two ma
jor paediatric centres in Dublin (par. 6.12). 

22 . The Cork Voluntary Hospitals Board should examine the possibility of 
amalgamating existing paediatric units in one place (par. 6.14). 

23. In Limerick, there should be only one in-patient paediatric unit (par. 6.17). 

24. Greater emphasis should be placed on providing proper facilities for out
patient clinics and treatment on a day-care basis (par. 6 .18). 

25. The two major paediatric centres in Dublin should develop fully-equipped 
and staffed casualty departments under the direction of a consultant in ac
cident and emergency ~ervices (par. 6.20). 

26. Paediatric surgeons should only be based on the two major centres in 
Dublin and they should function as a single team (par. 7.2) . 

27. Outside Dublin, the large general hospitals should have at least one general 
surgeon with a special interest in paediatric surgery (par 7.3). 

28. Where paediatric surgeons are appointed, there should also be 
anaesthetists with a wholetime commitment to paediatric anaesthesia (par. 
7.7). 

29 . Action is needed on the part of the professional bodies to create an 
awareness among the medical and dental professions of the hazards to sm
all children in anaesthetic procedures (par . .7 .8). 
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30. Cherry Orchard Hospital should be retained , in the short-term, as a separate 
isolation hospital in its present location (par. 8 .5). 

31. Special units for infectious diseases should be provided in Our Lady's 
Hospital for Sick Children, Crumlin and in The Children 's Hospital Temple 
Street (par. 8.8). 

32. Separate isolation units should be maintained within the campus of the 
regional hospitals in Cork and Galway (par. 8.9) . 

33. All general hospitals should be provided with an adequate number of beds 
for isolation purposes (par. 8 .10). 

34. Two paediatricians with a special interest in infectious diseases should be 
appointed jointly by Cherry Orchard Hospital and the two major paediatric 
centres in Dublin. One paediatrician in Cork and one in Galway should each 
take a special interest in infectious diseases (par. 8.11 ). 

35 . The child psychiatric services are relatively under-developed in this country 
and the Comhairle accepts the need for more consultant appointments (par. 
9.2). 

36 . The Comhairle urges that in future , greater attention should be paid to the 
development of diagnostic services for children (par. 10.1). 

37 . Paediatric radiology should be a recognised sub-specialty requiring the 
creation of properly-structured consultant posts (par. 10.2). 

38 . Close links should be formed between the regional laboratories in the 
general hospitals and the pathology departments in the special children's 
and maternity hospitals (par. 10.7) .. 

39. The Comhairle sees an overall need for 35 consultant paediatricians up to 
1982 (including existing vacancies, anticipated retirements and expansion 
needs) (par. 11.8). 

40 . The Comhairle accepts the need to introduce appropriate arrangements to 
achieve co-ordination and to strengthen the association between hospital 
and community care services for children (par. 12.9) . . 

41. In the smaller centres of population to be served by minimum-scale 
maternity/ neonatal units, the two paediatricians sharing responsibility for 
general paediatrics, neonatology and community medicine, should be re
quired to co-operate with the community care services (par. 12.10). 

42. The Comhairle recommends that, in future , all general paediatricans in the 
major urban centres should have an involvement in community care and 
be linked to the community care districts already established (par. 12.14). 

43. To win the understanding and co-operation of the public in relation to 
necessary changes, it is essential that there should be an educational cam
paign to highlight the important issues and to impart the facts about them 
(par. 14.1). 
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APPENDIX A 
In-Patient Statistics Relating to Children 
(1976) 

No. of Average 
No. of Percentage Patients duration 

Hospital Beds Occupancy treated of stay 

Eastern Area 
National Children 's 

Hospital 91 70.4 3,925 6.0 

Our Lady's Hospital for 
Sick Children, Crumlin 324 87.7 11 ,203 9.3 

Children's Hospital , 
Temple Street 236 87.9 8,656 8.7 

Teach Ultain 96 56.2 1,158 17.0 
Coombe Lying-In 

Hospital 54 71.9 1,282 11 .1 
National Maternity 

Hospital 31 91.9 1,622 6.4 
Rotunda Hospital 51 83.6 2,335 6.7 
Adelaide Hospital 22 49.9 643 6.2 
Sir Patrick Dun's Not Not 

Hospital 16 available 69 available 
Meath Hospital 9 Not Not Not 

available available available 
St. Mary's Hospital , 

Baldoyle 120 63.9 154 181.8 
St. Columcille 's Hospital . 

Loughlinstown 28 57.0 751 7.8 

North- Eastern Area 
County Hospital. Dundalk 17 66.3 607 6.8 
County Hospital. Monaghan 24 52.4 696 6.6 
Drogheda Cottage Hospital 4 84.3 154 8.0 

South-Eastern area 
Ardkeen Hospital. 

Waterford 25 74.7 900 7.6 
Our Lady's Hospital . 

Cashel 11 106.4 775 5.5 
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No. of Average 
No. of Percentage Patients duration 

Hospital Beds Occupancy treated of stay 

St. Joseph's Hospital , 
Clonmel 21 61 .2 394 11 .9 

St. Luke's Hospital , 
Kilkenny 25 72.6 1,019 6.5 

County Hospital , Wexford 15 53 .6 444 6.6 
District Hospital , Ca rlow 4 37 .9 65 8 .5 
St. Bridget's Hospital , 

Carrick-on-Suir 4 32.7 

i 
60 8 .0 

District Hospital , 
Muinebheag 4 12 .8 32 2 .9 

St. Vincent's Hospita l, 
Tipperary 7 33.1 138 6 .1 

Midland area 
County Hospital , Not 

Longford 6 Available 329 2 .8 
County Hospital , Portlaoise 14 64.3 809 4 .1 
County Hospital , 

Tullamore 19 56.5 513 7.7 
District Hospital , Athlone 8 26.1 99 7.7 
District Hospital , Birr 4 5 .9 13 6 .6 
Longford District Hospital 9 49 .5 256 6.4 

Southern area 
Mercy Hospital, 45 91 .1 1,589 10.0 
North Infirmary 20 76.5 767 7.3 
Erinville Lying-In 

Hospital 17 75.4 584 8 .0 
St. Mary's Hospital , 

Gurranebraher 38 56.8 429 18.4 
St.Finbarr's Hospital 

Cork 39 103.9 1,188 12.4 
Neonatal 19 99.8 335 20.7 

County Hospital , Bantry 16 100.3 707 8.3 
County Hospital , 

Mallow 10 47 .9 392 4.5 
District Hospital , 

Bandon 2 12.3 23 3 .9 
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No. of Average 
No. of Percentage Patients duration 

Hospital Beds Occupancy treated of stay 

St. Agnes's Hospital , 
Cahirciveen 2 45.9 57 5 .9 

St. Joseph 's Hospital 
Castletownbere 1 29 .0 21 5.0 

District Hospital, 
Clonakilty 2 24.0 6 7 .3 

St. Elizabeth 's 
Hospital , Dingle 4 19.2 55 5.1 

St. Patrick's Hospital 
Kanturk 8 13.4 32 12 .3 

District Hospital, 
Kenmare 1 37 .7 25 5 .5 

District Hospital , 
Killarney 4 52 .0 363 2 .1 

Sacred Heart Hospital , 
Kinsale 3 22 .8 62 4.0 

! 

St. Joseph's Hospital 
Millstreet 2 1 .1 2 4 .0 

Skibbereen Hospital 2 8 .1 9 6.6 
Youghal Hospital 6 5 .9 24 5.4 

Mid-Western area 
Regional Maternity 

Hospital , Limerick 31 114.1 969 13.3 
Regional Hospital , 

Limerick 82 116.4 4 ,061 8.6 
Barrington's Hospital, 

Limerick 3 86.4 123 7.7 
St. John's Hospital, 

Limerick 5 79.0 159 9.1 
County Hospital , Ennis 12 87.0 730 5.2 
County Hospital, Nenagh 20 48.1 808 4.4 
St. Mary's Hospital , 

Thurles 6 35.0 102 7.5 

Western Area 

Galway Regional Hospital 56 81.2 1,429 11.6 
Neonatal 9 116.8 506 7.6 , 
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No. of Average 
No. of Percentage Patients duration 

Hospital Beds Occupancy treated of stay 

County Hospital , 
Castlebar 18 73.9 1,367 3.6 

County Hospital , 
Roscommon 16 56.5 532 6.2 

Portiuncula Hospital , 
I 

Ballinasloe 26 64.8 623 9.9 

Ballina Hospital 10 38.5 115 12.3 

Belmullet Hospital 5 100.0 241 7.6 

North-Western area 
County Hospital , 

Letterkenny 10 162.4 906 6.6 

Manorhamilton Hospital 6 58.8 174 7.4 

Sligo General 
Hospital 25 114.5 1,264 8.3 

Sheil Hospital , 
I 

Ballyshannon 6 43.6 171 5.6 

District Hospital , 
Carndonagh 2 11.5 16 5.3 

District Hospital , 
Dungloe 6 26.1 162 3 .5 

District Hospital , Lifford 2 11 .1 20 4.1 

Source: Department of Health , Statistical Information, Relevant to th e Health Services, 1978. 
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APPENDIX B 
Consultant Paediatric Out-Patient Clinics 

Note - Information obtained directly from health boards. 

Eastern Area 

Adelaide Hospital 
Baggot Street Hospital 
National Maternity Hospital 
National Children 's Hospital 
St. Laurence 's Hospital 
St. Michael's Hospital 
Sir Patrick Dun 's 
County Hospital Naas 
Teach Ultain 

National Children's Hospital 

Our Lady's Hospital for Sick 
Children, Crumlin 

Type of Clinic 

General Paediatric 
General Paediatric 
Developmental 
General Paediatric 
General Paediatric 
General Paediatric 
General Paediatric 
General Paediatric 
General Medical 

Psychiatric 
Surgical Clinic 
Asthmatic 
Cardiac 
Child Guidance 
Convulsive Disorders 
Dermatology 
E.N.T. 
Gastroenterology 
General Medical 
Haematology 
Infants 
Neurology 

Orthopaedic 
Surgical 
Thoracic 

Diabetic 
E.N.T. 
Gastroenterology 
General Medical 
Ophthalmic 
Orthopaedic 
Plastic Surgery 
Skin clinic 

Frequency 

1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic monthly 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic daily 
(6 weekly) 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
2 clinics weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
5 clinics weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic weekly 
1 clinic monthly 
1 clinic weekly 
2 clinics weekly 
1 clinic monthly* 

1 clinic weekly 
4 clinics weekly 
1 clinic weekly 
7 clinics weekly 
4 clinics weekly 
3 cli,ncis weekly 
1 clinic weekly 
5 clincs weekly 

*Different Consultants. 
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Eastern Area 

The Children 's Hospital . 
Temple Street. 

Type of Clinic 

Cardiac 
Developmental 
E.N.T. 
Fracture 
General Medical 
Neurology 
Ophthalmic 
Orthopaedic 
Plastic 
Psychiatric 
Skin 
Surgical 
Urology 
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Frequency 

1 clinic weekly 
1 clinic weekly 
3 clinics weekly 
1 clinic weekly 
9 clinics weekly 
1 clinic weekly 
5 clinics weekly 
2 clinics weekly 
2 clinics weekly 
4 clinics weekly 
1 clinic weekly 
4 clinics weekly 
3 clinics weekly 



Area Location Frequency 

North-Eastern Dundalk Hospital 1 clinic monthly 
Lisdarn Hospital, Cavan 1 clinic weekly 
Monaghan Hospital 2 clinics monthly 
Navan Hospital 2 clinics monthly 

South-Eastern Ardkeen Hospital, Waterford 1 clinic weekly 
Clonmel Co. Clinic 2 clinics monthly 
Kilkenny Co. Clinic 2 clinics monthly 
St. Dympna's, Hospital , Carlow 2 clinics monthly 
Wexford Co. Clinic 2 clinics monthly 

Midland Athlone Hospital 1 clinic monthly 
Longford Hospital 1 clinic monthly 
Mullingar Hospital 1 clinic monthly 
Portlaoise Hospital 2 clinics monthly 
Tullamore Hospital 2 clinics monthly 

Southern Bantry Hospital 1 clinic on 
alternate months 

Cork Regional Hospital 4 clinics weekly 
Erinville Hospital 1 clinic weekly 

(neonatal) 
Mercy Hospital 2 clinics weekly 

1 asthmatic clinic 
weekly 

South Infirmary 1 clinic weekly 
Tralee Hospital 1 clinic monthly 

Mid-Western Ennis Hospital 4 clinics monthly 
Nenagh Hospital 6 clinics monthly 
Regional Hospital , Dooradoyle 3 clinics weekly 

Western Ballina Hospital 1 clinic monthly 
Castlebar Hospital 10 clinics monthly 
Portiuncula Hospital 5 clinics monthly 
Regional Hospital , Galway 3 clinics weekly 

2 clinics monthly 
(premature babies) 
2 clinics monthly 
(gastroenterology) 
1 clinic weekly 
(ophthalmic) 
2 clinics monthly 
(urology) 

Roscommon Hospital 2 clinics monthly 
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North-Western Carrick-on-Shannon Hospital 
Donegal District Hospital 
Letterkenny General Hospital 
Manorhamilton Hospital 
Sligo General Hospital 
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2 clinics monthly 
1 clinic weekly 
2 clinics weekly 
1 clinic monthly 
2 clinics weekly 



APPENDIX C 
Fever Hospital Statistics 1976 

No. of Percentage No of patients Average duration 
Hospital Beds Occupancy treated of stay 

Eastern Area 
Cherry Orchard 

Adults 572 19.8 
Children 2,601 23.6 
Total 256 77 .7 3 ,173 22 .9 

Vergemount 
Adults 269 16.9 
Children 1,223 19.4 
Total 90 86.2 1,492 19.0 

Mid-Western Area 
St. Nessan's 

Croom 25 24.4 295 7.6 

South Eastern 
Area 

New Ross 
Adults 12 30.3 115 11 .6 
Children 28 49.5 432 11 .7 
Total 40 43.8 547 11.7 

Southern Area 
Killarney 

Adults 36 65.1 378 22.7 
Children 8 70.3 210 9.8 

Total 44 66.2 588 18.1 
St. Finbarr's, Cork 68 68.3 1,001 16.9 

Western Area 
Galway 

Adults 330 13.0 
Children 303 10.7 
Total 34 60.6 633 11.9 

Swinford 
Adults 10 43 .5 80 19.9 
Children 8 37.5 109 10.1 
Total 18 40.9 189 14.2 

Total 575 70.2 7,918 18.6 

Source : Department of Health : Statistical Information Relevant to the Health Services 1978. 
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APPENDIX D 

Extract from the Second Report (1975) of the Joint Commit
tee on Higher Medical Training Relating to Paediatrics. 

"General Professional Training 

This should be primarily a training in the general medicine of children and adults 
and should normally occupy three years after completion of the pre-registration 
year. This training should largely be in approved posts giving broad experience of 
hospital medicine induding emergency work. It must include a resident post of at 
least six months duration in a children 's hospital or children 's department of a 
general hospital, and at least one further year of general and neonatal paediatrics. 

Experience gained during general professional training may not need to be 
repeated during higher specialist training. 

Higher Specialist Training 
(a) General Paediatrics : 

m Obligatory experience : In-patient and out-patient care of sick children. 
Care of normal and abnormal newborn infants (including " special care" ). 
Experience in a comprehensive assessment centre. Community care of 
normal and handicapped children. 

(i i) Recommended experience : Child psychiatry, communicable diseases. Ex
perience in one or more of the paediatric system specialties. Research ex
perience. 

(iii) Acceptable experience : General medicine of adults. General practice or 
social medicine. Full-time research. Overseas experience. 

(b) Paediatric Sub-specialties : Paediatric vacancies to be filled by paediatricians 
w ith special experience in the paediatric sub-specialties, are likely to increase. 

(c) For those intending to practise exclusively in a paediatric sub-siJeciality: (see 
under synopsis of relevant specialty) : 

Cardiology 
Endocrinology 
Gastroenterology 
Nephrology 
Neurology" . 
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