
Medico-Social Research Board annual report 1983 (2.18 MB)

Item Type Report

Authors Medico-Social Research Board

Rights Medico-Social Research Board

Download date 25/05/2023 02:29:22

Link to Item http://hdl.handle.net/10147/45745

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/45745


THE MEDICO-SOCIAL RESEARCH 
BOARD 

An Bord Taighde Pobal-Liachta 

ANNUAL REPORT 1983 



THE MEDICO-SOCIAL RESEARCH BOARD 

Chairman 

BRENDAN HENSEY, D.Econ.Sc., DPA (NUI). 

Members 

GEOFFREY BOURKE, MD., MA., FRCPI., FFCM., FFCMI., 
DPH., DIH. (Dundee), DCH. Professor of Community 
Medicine and Epidemiology, University College, Dublin. 

ALAN D. H. BROWNE, MAO., MD., FRCPI., FRCOG., 
FRCSI. (Hon.), Professor of Obstetrics and Gynaecology, 
Royal College of Surgeons in Ireland. Consultant and 
Head of RCSI Department of ObstetricslGynaecology, 
Rotunda Hospital, Dublin. 

JOHN P. CORRIDAN, MD., DPH., FFCM., FFCMI., DlH. (St. 
And.), Professor of Social Medicine, University Collegc, 
Cork. 

RORY DOYLE. 
JOHN J. FENNELLY, MB., FRC.Psych., DPM. Chief Psychiatrist, 

St. Joseph's Hospital, Limerick. 
MICHAEL P. FLYNN, MD., FFCMI., DPH., B.Sc. (Public 

Health), LM. 
MRS. MARY HYNES. 
JAMES MCCORMICK, FRCPI., FRCGP., FFCM., FFCMI., Pro- 

fessor of Community Health, Trinity College, Dublin 2. 
RISTEARD MULCAHY, MD., FRCP., FRCPI., Director, Cardiac 

Department, St. Vincent's Hospital, Dublin 4. 
TIMOTHY V. O'DWYER, MB., FFCMI., DCH., LM., CPH., 

D.Obst. RCOG., Senior Medical Officer, Department of 
Health, Dublin 1. 

DONAL O'SHEA, BE., C.Eng., MIEI., Chief Executive Officer, 
North-Western Health Board, Manorhamilton, Co. 
Leitrim. 

BARBARA STOKES, BA., FRCPI., Medical Director, St. Michael's 
House, Dublin 14. 

SHAUN TRANT, BA., MIS., Head of Planning Unit, Department 
of Health, Dublin 1. 



THE STAFF OF THE MEDICO-SOCIAL RESEARCH BOARD ! 

Director 
Geoffrey Dean, MD., FRCP., FRCPI., FFCM., FFCMI 

Secretary 
John O'Gorman, ACE.  

Mental Health Studies 
D. Walsh. MB.. DPM., FFCM., FFCMI., FRC.Psych., FRCPI. 

Mental Handicap Studies 
M. Mulcahy, MB., FRCPI., MRC.Psych., DPH. 

Congenital Abnormalities Register (EUROCAT) and Sudden 
Infant Death 

A.  Radic. MB.. MFCMI. .- - 

Perinatal and Child Health Studies 
P. Kirke, MB., FFCM., MFCMI., M.Sc., DCH., D.Obst. 

Medical Research Assistants to the Director 
R. Hamill, MB., DCH., DPH. 

E. Shelley, MB., MRCPI., M.Sc. 
Sociologists 

A. O'Hare., M.Soc.Sc. (Senior Sociologist) 
A. O'Connor, B.Soc.Sc., A. Reynolds, B.Soc.Sc. 

Research and Administration 
D. Carey, BA., HDE., M. Hand, RGN., 

A. Kingston, B. McGrath, H. McLoughlin 
(Personal Assistant to the Director), 

G. O'Mahony (Assistant to the Secretary),/ 
A. Purcell (Supervisor, Hospital In-patient Enquiry Scheme). 

Secretarial 
B. Corrigan, J. Murtagh, J. McCann, M. O'Dwyer. 

Clerical 
L. Beirne, 0. Cairns, T. Carr, T. Cleary, Y. Dunne, 

N. Forde, H. Holden, C. Lennon, N. McConnell, 
M. McLoughlin, M. Moore, A. Morrissey, A. Naughton, 

C. O'Donohoe, R. Phelan, L. Shanahan, M. Shelly, 
M. Sullivan. C. Twomev. C. Tvrrell, A. Whelan, 

Housekeeping 
M. Hoey. 

Maintenance 
L. Johnson. 



ACTIVITIES OF THE MEDICO-SOCIAL RESEARCH 
BOARD 1983 

1. Introduction 

2. General Hospital Services: 
(i) Hospital In-patient Enquiry Scheme. 

(ii) Hospitalised morbidity in Ireland. 
(iii) Hospital admission for five common surgical 

procedures. 

3. Mental Health Studies: 
(i) National Psychiatric In-patient Reporting 

System. 
(ii) The 1981 Census of PsychiatricHospitals and 

Units. 
(iii) Three-County Psychiatric Case Register. 
(iv) Three-County Schizophrenia Study. 
(v) Outcome of severe mental disorders. 

(vi) Mental health services in pilot study areas. 
(vii) Alcohol-related problems. 

(viii) Studies of the elderly. i 
(ix) Studies on suicide and attempted suicide. , 

(x) Provision of hospital care for the mentally ill 
who are homeless. 

(xi) An Irish census-based social class scale. 
(xii) Social factors affecting first contact with 

psychiatric care. 

4. Mental Handicap Studies: 
(i) Census of the mentally handicapped. 

(ii) Survey of the adult mentally handicapped 
living at home in County Kildare. 

5 .  Perinatal Epidemiology and Child Health: 
(i) Dublin Neural Tube Defect Study. 

(ii) Serum folate and vitamin B,2 levels and 
neural tube defects. 

(iii) Accidents in childhood. 

6. A study of the characteristics of women who had an 
illegitimate birth in Ireland in 1983. 

Page 
7 



7. European Economic Community Studies: 
(i) Concerted action project on the registration 

of congenital abnormalities. 
(ii) Mortality in the countries of the EEC for six 

common cancers and for ischaemic heart 
disease. 

(iii) Hazards of radiation. 

8. The Use of Illicit Drugs: 
(i) The heroin epidemic. 
(ii) Studies of drug misuse by post-primary 

schoolchildren. 

9, A comparison of the incidence of cirrhosis of the 
liver on death certificates and at autopsy in Ireland. 

10. The effects of smoking on health in Ireland. 

11. A study of the consequences of the Stardust Disas- 
ter, Dublin 1981. 

12. Study on sudden infant death syndrome 

13. Friedreich's ataxia and other hereditary ataxiai. 

14. Cystic fibrosis. 

15. Conclusion. 

Acknowledgments. 

Appendix 1 

Publications. 

Financial allocaiion 

The total amount allocated by the Department of Health for 
the year ended 31st December, 1983 wasf800,OOO. 

6 



INTRODUCTION 

During 1983 the Board placed great emphasis on health 
service research and on the need to study the cost effectiveness 
of health care in Ireland. In order to do this, a major part of the 
Board's funds were spent on the Hospital In-Patient Enquiry 
Scheme which records various factors, such as the diagnosis, the 
length of stay and outcome and the area of residence of patients 
admitted to general hospitals, and on the Psychiatric Reporting 
System which analyses in a similar way patients discharged from 
the psychiatric hospitals and units. Expenditure on the Hospital 
In-Patient Enquiry Scheme, the Psychiatric Reporting System 
and studies on the care of the mentally handicapped accounted 
for 55% of the Board's funds and left only 45% for the many 
other research projects undertaken by the Board. 

Although cigarette smoking and the abuse of alcohol are still 
the majoidrug problems in fieland, during the last four years 
there has been a serious epidemic of heroin abuse in Qublin. 
The Board carried out a study on the use of heroin by .young 
people, aged 15-24 years, in a ward of north-central Dublin in 
1983. This study highlighted in a very dramatic way the epidemic 
of heroin use that has occurred in Dublin during the last four 
years1 and showed that 10% of young people had taken heroin 
by injection during the previous year and that many of them 
were taking heroin daily, sometimes as often as 10 times a day. 
As a result of this habit, which requires a large amount of 
money, there has been a great increase in crime, particularly 
theft. The seriousness of the problem was highlighted by the 
Government's appointment of a task force representing various 
Ministries of Government to ascertain how Ireland could best 
deal with this recent and pernicious epidemic. Public concern 
throughout Dublin was shown by the formation of many con- 
cerned parents' groups who have been most effective in inducing 
drug pushers to leave their area. It is clearly of the greatest 
importance that these groups should work in close collaboration 
with the Gardai and within the law. 

The Hospital In-Patient Enquiry Scheme (HIPE) is under the 



direction of Mr. John O'Gorman, Secretary of the Board. The 
total coverage of patients discharged from the general hospitals 
in Ireland approached 400,000 and the national coverage was 
83%. A higher percentage cover could have been achieved if it 
had been possible to obtain additional staff because the clerical 
staff available for this work in a number of hospitals are inade- 
quate. In the long term, the situation may be redressed by the 
introduction of computers at local level but, in the meantime, 
the Scheme suffers from the difficulty that the number of dis- 
charges is increasing but it has not been possible to increase 
staff. During the year 135 special studies, many of them health 
services research projects, were based on the Hospital In-Patient 
Enquiry Scheme. Dr. Rosemary Hamill undertook a special 
study of the pattern of illness treated in Irish hospitals in 
different age groups and on the pattern of discharges from 
hospital for five common surgical conditions to ascertain the 
variation in rates for these conditions between hospitals in 
various areas of the country and in Ireland, England, Wales 
and Scotland. Patients are treated for removal of tonsils and 
adenoids, for appendicectomy and for prostatectomy more fre- 
quently in Ireland than in Scotland and, on the other hand, 
hysterectomy and inguinal hernia repairs are more frequent in 
Scotland. It has long been realised that the number of operations 
undertaken in a community partly depends upon the nuntber of 
surgeons available, the more surgeons the more operations, and 
on the climate of opinion about the desirability of the operation. 
For instance, in thk United States 26% of women over the age 
of 50 have had a hysterectomy, more than twice as many as in 
the United Kingdom or Ireland.' 

The Mental Health Section of the Board, under the direction 
of Dr. Dermot Walsh, undertook a number of studies during 
the year based on the Psychiatric Reporting System and on the 
census of patients in psychiatric hospitals and units in 1981. The 
mental health studies include a Three-County Psychiatric Case 
Register, the only study of the kind in Ireland which covers 
psychiatric patients who are in the community as well as those 
in hospital. The Board's studies on schizophrenia continued and 
also a study on the eventual outcome of severe mental disorders. 
Other studies were on alcohol-related problems, on the elderly, 
on suicide and attempted suicide, comparing the situation in 
Ireland with that in the United Kingdom and Denmark, on the 
case of the mentally ill who are homeless and on the factors 
which affect first contact with psychiatric care. Special research 



was undertaken by Mrs. Aileen O'Hare, the Board's senior 
sociologist, to establish an Irish census-based social class scale. 
It is known that social class is a major factor associated with 
psychiatric breakdown requiring medical treatment. She also 
took part in a study on the characteristics of Irish women who 
had illegitimate births in Ireland in 1983. 

The Board would like to express appreciation for the research 
undertaken in mental handicap by Dr. Michael Mulcahy, who 
has now relinquished his involvement with the Board to continue 
his work as Superintendent of Stewart's Hospital, Palmerstown, 
Dublin. He will continue to assist the Board with his advice 
about further studies on mental handicap and their care at home 
and in hostels. The Mental Handicap Section undertook a 
census of the mentally handicapped and also studies on the adult 
mentally handicapped living at home in County Kildare. 

One of the most important projects of the Board, undertaken 
in collaboration with the Dublin maternity hospitals, is research 
by Dr. Peadar Kirke to ascertain if it is possible to prevent the 
recurrence of neural tube defects (spina bifida and anencephaly, 
in which the brain does not develop normally), by giving one 
of a variety of vitamins. Three different groups of vitamins are 
being given to women at high risk of giving birth to an infant 
with one of these defects. Included are those who had a previous 
neural tube defect baby, and it is hoped to ascertain whethkr it 
is possible to prevent the recurrence of these defects by giving 
one or a variety of vitamins. Another study is being undertaken 
by Dr. Kirke and Dr. J .  Scott of Trinity College on the amount 
of folate and vitamin Biz in the blood of mothers who have 
babies with neural tube defects to see whether there is an 
association between these vitamins and the risk of developing 
spina bifida and anencephaly. Dr. Kirke also undertook studies 
on accidents in children and found that between the ages of 1 
and 15 years, accident mortality has increased significantly in 
Ireland since 1950. The three main causes of accidental death 
are: accidents on the road, drowning and fires. The cost of 
providing acute hospital care for the approximately 5,000 Dublin 
children injured in accidents in a year is a sizeable sum. 

The Director of the Board attended many meetings of the 
European Economic Community, both as Chairman of the 
Concerted Action Committee (COMAC) in Epidemiology and 
on special research groups such as the Panel on Social Medicine 
and Epidemiology. Comac Epidemiology is responsible for 
many European studies, including the registration of congenital 



abnormalities (EUROCAT) (Dr. Alycia Radic) studies on 
nutrition (EURONUT), studies on drug abuse, studies to 
upgrade epidemiology and also occupational health in the coun- 
tries of the Community, etc. The E.E.C. also supported studies 
comparing the risk of death in the countries of the Community 
from six common cancers and from ischaemic heart disease and 
also studies to monitor the ill effects of radiation. 

Dr. Emer Shelley, in collaboration with the Health Education 
Bureau, the Irish Cancer Society and the Department of Com- 
munity Health, Trinity College, Dublin, undertook a survey on 
the consumption of cigarettes, alcohol and drugs by pupils 
attending a random sample of post-primary schools. This 
included surveys of schools in Dublin city and county and 
outside of Dublin. When compared with the 1971 survey by the 
Board the increase in answering that an illicit drug had been 
taken was four-fold for girls and eight-fold for boys under 16 
years of age and there was a three-fold increase for boys and 
girls over 16 years. 

Although there has been some fall in alcohol consumption 
and in admissions to psychiatric hospitals for alcoholism and 
alcoholic psychosis since 1979, alcohol-related problems are still 
the greatest cause of psychiatric hospitalisation. In spite of 
Ireland's very high admission rates to psychiatric hospjtal for 
alcoholism, the incidence of cirrhosis as a certified cause of 
death in Ireland is low by international standards and during 
the year a study was undertaken by Dr. George Duffy, Mrs. 
Joan Simon and the Director, comparing the incidence of cir- 
rhosis of the liver on death certificates and at autopsy in Ireland 
compared with the previous study undertaken by the Board 10 
years ago. This study will be completed in 1984. 

A report "Smoking and Health - the Facts in Ireland" was 
i 

I 
f 

published as a special supplement by the Irish Medical Journal 
in 19833. This report details the statistics on deaths and illnesses i 
that result from smoking in Ireland and the recent Irish legis- i 
lative and other measures intended to control smoking and also 
a rbum6 of smoking cessation techniques. Special studies were 
undertaken on the ill-effects of smoking by women which con- 
cluded "that women who smoke like men, die like men". 

Other studies which are reported in this Annual Report are 
on the various factors which motivate Irish women to have their 
pregnancies terminated in England, studies on the consequences 
of the Stardust Disaster, Dublin 1981, which are being under- 
taken on behalf of the Eastern Health Board (Dr. E. Shelley), 





THE HOSPITAL IN-PATIENT ENQUIRY SCHEME 

In last year's annual report we referred to the difficulties 
under which the Hospital In-Patient Enquiry Scheme (H.I.P.E. 
Scheme) was operating. These difficulties continued throughout 
1983 and without wishing to be repetitive we must again draw 
attention to the fact that the level of clerical staffing available 
for this work in some of the major hospitals is inadequate and, 
as a result, reporting of discharges from hospital is going further 
into arrears. In the long-term the situation may be redressed by 
the introduction of computers at local level which will facilitatk 
the collection of H.I.P.E. data as a by-product of a computerised 
hospital medical record system. In the short term, however, 
there appears to be little scope for improving the situation as 
there is an embargo on the employment of additional staff. We 
hope to maintain the existing coverage of the Scheme but 
inevitably the interval between the events and the data becoming 
generally available for administration and research wifl be 
increased. 

A total of 387,500 hospital discharge summaries have been 
forwarded to the M.S.R.B. for 1982 and this gives national 
coverage of approximately 82.9% made up as follows: 

Coverage ofH.1.P.E. 1982 

Health Board Area % Coverage of H.I.P.E. Scheme 

North Western 95.1 
North Eastern 89.2 
Western 87.0 
Eastern 85.1 
South Eastern 79.8 
Mid-Western 76.5 
Southern 76.0 
Midland 65.3 

*District and Private Hospi* and maternity discharges are excluded. 

It is hoped that the same degree of coverage will be achieved in 
respect of 1983. 



During 1983, detailed diagnostic indices, and surgical indices 
where appropriate, were sent to each participating hospital and 
a range of administrative statistics was made available to the 
Chief Executive Officers of the Health Boards and to the Sec- 
retaryIManagers of the voluntary and private hospitals. The 
Department of Health was provided with national data relating 
to age, sex, average stay and area of residence of inpatients. 
One hundred and thirty-five special analyses were compiled 
during the year in response to requests received from:- 

Individual Doctors 47 
Hospital Administrators 13 
Health Boards 10 
Dept. of Health and Other Government 

Departments 10 
M.S.R.B. Research Staff 24 
Other Health Organisations 11 
Commercial Organisations 5 
Universities 3 
Miscellaneous 12 

Total 135 

A sample of 25 topics covered by these requests is given in 
Appendix 1. 

The H.I.P.E. data which has been accumulated since the, 
Scheme commenced in 1969 is now very extensive and among, 
its many uses it provides an information source from which cases 
meeting certain criteria can be identified for inclusion in research 
projects. In this context, M.S.R.B. research staff are utilising 
H.I.P.E. data, on projects such as Cystic Fibrosis, Friedreich's 
ataxia and Multiple Sclerosis. It is also providing valuable 
information for the operation of the Concerted Action Project 
on Congenital Malformations. Dr. R. Hamill is specialising in 
the examination of bed usage in hospitals and a report of her 
studies during the past year is contained in the following section 
of this report. 







TABLE 2 

H.I.P.E. 1980. Age adjusted and (in brackets) crude discharge rates p r  10,W 
population by health board area of residence of the patientr. Percentage (%) coverage 

by the H.I.P.E. in each health board area. 
% Coverage by the 

Health Board Area Males Females H.I.P.E. 

North-Eastern 1,229 (1,243) 1,116 (1,105) 86.0 
Mid-Western 1,203 (1,219) 1,195 (1,199) 78.8 
Eastern 1,130 (1,063) 1,018 ( 974) 84.8 
South-Eastern 1,112 (1120) 1,002 (1,003) 86.3 
Southern 1,063 (1,080) 1,063 (1,036) 75.5 
Western 1,035 (1,092) 1,126 (1,159) 88.2 
North-Western 976 (1,047) 1,125 (1,144) 94.1 
Midland 967 ( 988) 977 ( 972) 60.3 

Total 1,124 1,056 80.3 

FIGURE 1 
H.I.P.E. 1980. General Hospital In-patients. Discharge 

Rates by Age and Sex. 
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TABLE 3 

H.I.P.E. 1980. Principal diagnoses of all discharges grouped into 11 major disease 
categories. Number (Percentage) of diiharges and number of bed-days [Percentage) 

used by each category. 

Number of Number of bed-days 
Diagnoses discharges (%) (90) 

Accidents, poisonings and violence 50,909 (14%) 412,111 (11%) 
Diseases of the respiratory system 39,740 (11%) 453,031 (12%) 
Symptoms and ill-defined conditions 36,867 (10%) 283,728 ( 8%) 
Diseases of the digestive system 35,297 (10%) 326,222 ( 9%) 
Investigations, observations, prophy- 33,960 ( 9%) 189,761 ( 5%) 

laxis etc. 
Diseases of the cirmlatory system 33,814 ( 9%) 574,964 (15%) 
Diseases of the genito-urinary system 27,882 ( 8%) 208,296 ( 5%) 
Diseases of the nervous system, eye 20,502 ( 6%) 214,453 ( 6%) 

and ear 
Neoplasms 18,490 ( 5%) 292,263 ( 8%) 
Diseases of the musculo-skeletal and 15,134 ( 4%) 233,028 ( 6%) 

connective tissue 
Other diseases 54,509 (14%) 571,902 (15%) 

Total 367,104 (1W%) 3,759,759 (1W%) 

Figure 3. They are classified into 18 groups (Fig. 3). The first six 
groups (in descending order of frequency) account for 60% of 
all people discharged from hospital and these will be described 
in more detail below. The pattern of illness varies according to 
age and the types of illness which occur in different age groups, 
are shown in Figure 4. 

Accidents, Poisonings and Violence 
Most (72%) accidents occur in people under 45 years of age 

although people over 65 years are those who are more likely to 
be admitted to hospital. Almost two-thirds (63%) of accident 
victims are males. Age-specific discharge rates show that rates 
for accidents, poisonings and violence are slightly lower in 
Ireland than in Scotland in all age groups. The types of injuries 
incurred are shown in Table 4. 

TABLE 4 

H.I.P.E. 1980. Accidents, Poisonings and Violence. 

Nature of Injury No. % Bed-Days % 

Head injuries 13,665 27 54,284 13 
Fractures, (excluding skull) dislocations, 

swains 17.859 35 238.791 58 - r ~ ~ ~ - ~ -  
Lacerations, superficial injuries, burns, 

adverse reactions etc. 19,385 38 121,422 29 

AU Injuries 50,909 1 W  414,497 1 b  
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The majority (82%) of head injuries consist of minor non- 
fracture injuries with stays in hospital of less than four days 
More than half of the bed-days for this group were used by 
patients with fractures, dislocations and sprains. The most com- 
mon sites of fractures are: humerus, radius and ulna (25%) 
femur (23%), tibia, fibula and ankle (18%). 

Diseases of the Respiratory System 
Almost half (47)%) of these diseases occur in children under 

15 years of age which is the commonest type of disease affecting 
this age group. The majority of respiratory diseases consist of 
hypertrophy of tonsils and adenoids (21%), pneumonia (16%) 
acute respiratory infections (16%) and asthma (11%). Dis- 
charge rates for this group are considerably higher in Ireland 
than in Scotland and this is true for each of the conditions 
mentioned above. 

Symptoms and Ill-Defined Conditions ? 

The number of people with symptoms for which no definite 
diagnosis was made is similar in each age group. The bulk of 
this group consists of abdominal pain (33%) and symptoms 
referable to the urinary tract (11%). 

Diseases of the Digestive System 
Over the age of one year diseases of the digestive system are 

fairly common, accounting for approximately 10% of all diseases 
affecting each age group. klmosttwo-thirds of this group consist 
of a~~endic i t i s  (24%), hernia of abdominal cavity (16%), gall- 
bladder disease'(l3%) and peptic ulcer (10%). u p t o  45 years 
of age appendicitis is the most common condition and over this 
age herniae and gallbladder disease occur most frequently. 
Discharge rates for this group of diseases are lower in Ireland 
than in Scotland. 

Investigations, observations, prophylaxis and other minor 
procedures 

This group cannot really be classified as a group of diseases 
but is included with them because of the large percentage (10%) 
of people who are hospitalised for this purpose. The group can 
be sub-divided as shown in Table 5. 

The types of investigations carried out are shown in Figure 5. 
Investigation of the gastro-intestinal tract accounted for 50% 

of patients in this group. 



TABLE 5 

H.I,P,E, ,980. ~~vest i~st ions ,  Observations and other minor procedures. 

Number of 
Discharges ?k 

Investigations 7,123 21 
observations, rouline procedures etc. 26,837 79 

Total 33,960 100 

More than two-thirds (67%) of the remainder of the category 
consisted of follow-up examinations, fitting of prosthetic 
devices, removal of externaliinternal splinting devices and plas- 
tic surgery following injury or operation. 

Diseases of the Circulatory System 
Patients with diseases of the circulatory system accounted for 
the greatest proportion of bed-days although this was only the 
sixth most common group. The vast majority (85%) of circula- 
tory diseases occurred in people over 45 years of age with 41% 
occurring in people aged 65 years or more. More than three- 
quarters of the group consisted of the following categories 
combined: ischaemic heart disease (28%), "symptomatic" heart 
disease i.e. rhythm disorders, congestive heart failure, left ven- 
tricular failure (28%), cerebro-vascular disease (13%), hyper- 
tensive diseases (9%) and varices of the lower extremities (7%). 
Discharge rates for diseases of the circulatory system are higher 
in Scotland than in Ireland. 

Diseases of the Genito-Urinary System 
This group accounts for about 10% of all diseases in the 15-44 

age group but is much less common in other age groups. Diseases 
of the breast are included with genito-urinary diseases in the 
International Classification of Diseases (I.C.D.) and for this 
reason are included with them in this report. Almost half (47%) 
of the diseases of the genito-urinary system consists of diseases 
of the breast and female genital organs, most commonly disor- 
ders of menstruation and breast diseases (excluding neoplasm). 
The remainder of the group consists of urinary tract diseases 
(32%) and diseases of the male genital organs (21%), most 
commonly hyperplasia of the prostate and redundant prepuce 
and phimosis. 

Taking all disease groups together the ten most frequently 
occurring conditions account for approximately one-fifth of all 
people treated in general hospitals. These are listed in Table 6. 







Hospital Admission for Five Common Surgical Procedures I 

There is now firm evidence of systematic and persistent dif- 
ference in the standardised rates of use for common surgical 
procedures in the United States1 dnd the United K~ngdom' ' as 
well as variation in use in areas within these countries, eg., men 
in the United States (New England) are twice as likely to have 
aprostatectomy as men in the United Kingdom (West Midlands) 
and in one area of the United States [Maine) the hysterectomy 
rate was found to be about four times the rate in the lowest 
area. It has also been found that the procedures whose rates 
vary the most are the ones whose risks and benefits are least 
well established in the medical profession. Operations such as 
appendicectomy and inguinal herniorrhaphy have clearly 
defined indications and these have been shown to exhibit less 
variation between or within countries than operations for 
removal of tonsils and adenoids and hysterectomy where the 
indications are less clearcut. I 

A study, based on H.I.P.E. data has been undertaken to look 
at variations in hospital admission rates for five common oper- 
ations in the Republic of Ireland - removal of tonsils and 
adenoids, inguinal herniorrhaphy, appendicectomy, prostatec- 
tomy and hysterectomy. These operations are carried out in all 
surgical hospitals throughout the country and do not require 
elaborate equipment in special centres. Rates of discharge for 
the individual operations are compared by county of residence 
of the patient. County geographical areas were chosen rather 
than health board areas because most counties contain a general 
hospital. Therefore, in any particular county the attitude of the 
surgeon at that hospital would have a strong influence on the 
rate of a given procedure. Operations done on the residents of 
a county are counted towards the county's total whether the 
operation took place within the area or outside it. In addition, 
other factors such as day of the week and month of admission 
are also being looked at as patients having an emergency oper- 
ation; e.g. appendicectomy should have a more constant dis- 
charge rate throughout the week and year than elective proce- 



dures. This study will be ready for publication in 1984. 
Table 1 gives age-specific hospital discharge rates forth he five 

operations-in Ireland and Scotland for the age groups most 
commonly affected by these conditions. It shows substantial 
differences in the rates between the two countries for most of 
the operations excluding inguinal herniorrhaphy. The rates are 
higher in Scotland for hysterectomy and inguinal herniorrhaphy 
and higher in Ireland for removal of tonsils and adenoids (0-14 
years), appendicectomy and prostatectomy. 
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TABLE 1 

Ireland 

Scotland 

Ireland 

Scotland 

Ireland 

Scotland 

H.1.P.E 1980. Age-Specific hospital discharge rates per 10,OW population for five 
common surgical operations for Ireland (H.I.P.E. 1980) and Scolland (Scottish 

Haspital Indatient Statistics 1979). 

Operation: Inguinal Herniorrhaphy 
Age (Years) 0-14 15.24 254 45-64 65+ 

Number 1,044 166 527 899 749 
.~atei10,000 
population 10 3 7 15 21 

Number 1,327 188 945 2,222 1,761 
Rate/lO,MX) 
Population 11 2 7 19 25 

Operation: Hysterectomy 
Age (Years) 25-44 45-64 

Number 861 823 
Rate/10,000 
Population 22 27 

Number 2,169 1,379 
Ratel10.000 
Population 36 31 

Operation: Removal of Tonsils and Adenoids 
Age (Years) 0.14 15.24 

Number 7,085 1,066 
RateilO.000 
Population 70 18 

Number 6,938 1,555 
Ratel10,000 
Population 60 18 



TABLE 1--continued 

Operation: Appendicectomy 
Age (Years) 0-14 15-24 25-44 

Number 3.934 2.663 1.209 
Ireland Ratel10.000 

Population 

Number 2,300 2,654 1,361 
Scotland Rate/10,000 

Population 20 31 10 

Operation: Prostatedomy 
Age (Years) 45-64 65+ 

Number 505 1,586 
lreland RateI10,KKl 

Population 17 97 

Number 
ScoUand Rateil0,MX) 

Pooulation 





THE 1981 CENSUS OF PSYCHIATRIC HOSPITALS AND 
UNITS 

The results of the census of psychiatric hospitals carried out 
in 1981 were published during the year. The results of censuses 
held in 1963 and 1971 have been published previously. There 
were 13,984 patients resident in Irish psychiatric hospitals on 
census day, the 31st. March, 1981. In 1971 there had been 
16,661 and in 1963, 19,801 on census day indicating a decline of 
16% since 1971 and 29% since 1963. 

Even though the decline of almost one-third in resident 
patients in 18 years, from 1963 to 1981, was considerable, the 
number of patients resident in psychiatric hospitals relative to 
the population is still disquietingly high. This can be seen from 
a table of comparison of residence rates in neighbouring 
countries. 

Hospitalbation Rates per 100,000 population 

; England 171 (1978) 
France 228 (19781 
~ e n m x k  166 (1982j 
Ireland 415 (1981) 

Furthermore the rate of decline in psychiatric residents 
between 1963 and 1978 in Ireland, despite our very high starting 
point, was no greater than in England and Wales. 

Decline in Psychiatric Hospital Rates. 

England 
Year Ireland &Wales 

Rstes per 100,000 population 
1963 703 283 
1978 415 171' 
Percentage Change 4 1  0 -39 6 

'England only 

Schizophrenia accounted for more residents than any other 
condition - 6,182 patients or 44.2% of all residents. There was 
little change in the proportion of patients hospitalisedfor mental 
handicap. In 1963 this was 15.5% and in 1981 it was 16.1%. The 



great majority of these patients were long-stay; 75% of residents 
had been continuously in hospital for one year or more, almost 
60% had been continuously resident for five years or over and 
35% for 15 years or more. 

As in the two previous censuses the 1981 data confirm that 
from lower socio-economic groups are more likely to 

be in hospital than in the higher socio-economic group. The 
highest rate was for other agricultural workers whose hospital- 
isation rate was 18 times greater than that for employers and 
managers. 

Despite the contemporary policy of treating psychiatric illness 
in general hospital settings only 2.7 of all persons hospitalised 
on census day were in general hospital units. 



3 (iii) 

THE THREE COUNTY PSYCHIATRIC CASE REGISTER 

Case registers are essential parts of any national psychiatric 
information system and psychiatric case registers exist in many 
Western European countries. The Board was represented at a 
World Health Organisation meeting held in Mannheim in May 
1983 the purpose of which was the standardisation of procedures 
and practices to make register data comparable internationally. 

We hope shortly to publish the findings from the Three 
County Psychiatric Case Register together with those of the St. 
Loman's Psychiatric Case Register in Dublin for the years 1974, 
1978 and 1982. The psychiatric case registers continue to be 
utilised for a variety of administrative, epidemiological and 
research purposes. An example of the first of these uses is the 
utilisation of register data for projecting service usage in the 
future. Such register data is being utilised by the Study Group 
on the Future of the Psychiatric Services whose chairman is Mr. 
Shaun Trantlof our Board. The Three County Case Register is 
also being used as a data source for a family study of schizo- 
phrenia in Ireland. 





DETERMINANTS OF OUTCOME OF SEVERE MENTAL 
DISORDERS 

This is a study co-ordinated by the World Health Organisation 
which is taking place in 12 centres in five continents, including 
Ireland, where the Medico-Social Research Board is carrying 
out the research in County Westmeath and West Dublin city 
and county. The study utilises information from the Three 
County and St. Loman's psychiatric case registers as sources for 
patients included in the study. The study is designed to deter- 
mine the incidence of schizophrenia using standardised criteria, 
such as the Present State Examination, to ensure comparability 
between centres. This is the core study in which every centre is 
participating. In addition there are a number of sub-studies 
concerned with issues of current importance in schizophrenia 
research. The Board is also participating in what is called the 
"Disability" sub-study. This is concerned with monitoring the 
rate of deve opment of impairment and disability in newly 
diagnosed sc i$ ,~zophrenic patients and in studying certain social 
factors believed to influence the extent and progression of 
disability and impairment. 



3 (vi) 

MENTAL HEALTH SERVICES IN PILOT STUDY AREAS 

This study, the most extensive in the mental health field ever 
co-ordinated by the European Regional Office of the World 
Health Organisation, will be brought to a close with the pres- 
entation of the results at a Conference in Triests, Italy, in April, 
1984. The study, which is being conducted in 21 centres in 17 
European countries, deals with the organisation and function of 
mental health services in the designated pilot areas. In Ireland 
the function of the St. Loman's psychiatric service was examined 
through its psychiatric case register. The findings of the project, 
which has run continuously for nine years, are being presented 
in book form and the Medico-Social Research Board as the 
Irish participant has been asked to write one of the main 
chapters. 
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STUDIES ON SUICIDE AND ATTEMPTED SUICIDE 

The Board is engaged in a joint project on suicide in the 
Dublin area with the Dublin city and the County Dublin and 
County Kildare coroners. As well as looking at the incidence 
and characteristics of suicide in Dublin over a five year period 
the study is investigating recording procedures in an attempt to 
improve national statistical data on suicide. 

An earlier comparison of suicide and attempted suicide 
between Ireland, England and Wales and Denmark has now 
been completed and the results have been accepted for publi- 
cation.* Suicide is much commoner in Denmark than in Ireland 
and England and Wales. Whereas in the past suicide rates in 
England and Wales were at least twice those of Ireland the 
difference between the two countries has now lessened consid- 
erably although Irish rates are lower than those of England and 
Wales. Attempted suicide appears to be commoner in England 
and Wales than in Ireland but occurs at a later age in Denmark 
than in Ireland and England and Wales. 

*Walsh, D . ,  Mosbech, I., Adelstein, A ,  andDean G. Suicide andself- isoning 
in three countries - a stud from Ireland, England and Wales and l%nrnark. 
International Journal of ~pidiemiology (in press). 



PROVISION OF HOSPITAL CARE FOR THE MENTALLY 
ILL WHO ARE HOMELESS 

The Medico-Social Research Board has been collecting 
information on the characteristics of homeless persons admitted 
to or discharged from Irish psychiatric hospitals as part of the 
National Psychiatric Inpatient Reporting System (NPIRS) since 
1974. From 1974-1982 there has been a 46% decline in the 
number of admissions to hospital of homeless persons from 489 
in 1974 to 263 in 1980, in contrast to a 9% increase in the 
number of all admissions to psychiatric hospitals. A fall of 62% 
for homeless first admissions was noted compared with a 5% 
decrease in national first admissions for the same period.' 

There was a marked similarity in the pattern of admissions to 
psychiatric hospitals of those who were homeless for each of the 
seven years under review. Males exceeded females by approxi- 
mately 6 to 1, there was also a preponderance of single persons 
and those of lower spcial class. Schizophrenia was the most 
common diagnosis in four of the seven years and alcoholism and 
alcoholic psychosis in the remaining three years. 

Current thinking supports the view that the mentally ill who 
are homeless can be effectively helped by a policy of "out- 
reach" from the community psychiatric services which actively 
solicits and follows up persons in need of treatment.' This is not 
to suggest that adequate inpatient or hostel care is not important 
for some of the more chronically ill, who because of their illness 
have poor social skills and powers of communication. It has 
been,shown that such people can respond to re-socialisation 
programmes. 

References ' O'Hare, A. Provision of care for the mentally ill homeless in Ireland. Irish 
Journalof Psychiatr ,1983.4.1, 12-33. ' McGenms, A. !, 03Callaghan, J. ,  Tedders, l .  G,  et ol. Screening psychiatric 
admissions: 6monthsex eriencein the assessment centreof alargeurbanpsychiatric 
hospital. ~ r i sh  ~ e d i c a l  &urnal, 1980,73,9,351-56. 
' Baasher, T., Elhakim, A.S.E.D., ElFawal, K. elol. Onvagrancy andpsychosis. 

Community and Mental Health Journal (In press). 
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AN IRISH CENSUS-BASED SOCIAL CLASS SCALE 

In 1982, on the initiative of the Medico-Social Research 
Board, a working party was set up and developed an interim 
Irish social class scale of six mutually exclusive categories, based 
on combinations of the occupational units used by the Central 
Statistics Office, Dublin (CSO). Prior to this researchers in 
Ireland have commonly used the British Registrar General's 
Social Class Scale and the Hall Jones Prestige Scale, but these 
scales are unsuitable for epidemiological research in Ireland as 
they do not correspond with Irish demographic and occupational 
characteristics.' The CSO has agreed to make 1981 census 
information available for the six specified Irish social classes. 
Tables will be available on request from the CSO from Decem- 
ber 1984 for social class and: 

1. Sex, 

2. Age groups and sex, 
/ 

3. Highest attained educationallevel, i.e. primary, second- 
ary, vocational and third level, for persons who have 
completed their education for: 

(a) Ireland. 

(b) Health Board Areas. 

(c) Provinces. 

(d) County Boroughs. 

(e) Counties and 

(f) District Electoral Divisions. 
More specialised requests for social class information will be 

considered on their merit. A charge will probably be made for 
such information. Researchers using the Irish census-based 
social class scale can obtain a glossary of 1981 occupations with 
their accompanying social class codes from the Medico-Social 
Research Board. The availability of social class data from the 
1981 census has been well publicised. 



This scale is not confined to health research and can be used 
to advantage in the fields of education, agriculture, economics 
and religion. One of the main objectives of the working party 
is to improve the current social class scale and produce a 
definitive one for use in the 1986 census. In the development of 
this scale close collaboration with the CSO is maintained. 

The Working Party includes representatives from: 

An Foras Taluntais, 
The Coronary Care Unit, St. Vincent's Hospital, Elm Park, 
The Department of Health, 
The Department of Social Science, UCD, 
The Economic and Social Research Institute, 
The Health Education Bureau, 
The Medico-Social Research Board. 

Reference 
O'Hare, A. A note on a proposed census-based social class scale for epiderniol. 

ogical health research. Economlc and Social Review, 1982,13,3,205-216. 
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SOCIAL FACTORS AFFECTING FIRST CONTACT WITH 
PSYCHIATRIC CARE 

The objectives of the study are to identify a group of psychotic 
oatients immediately after their first contact with the osvchiatric 
services in a given iatchment area and to interview 'thkir close 
relatives in order to examine the social context within which the 
decision to look for psychiatric treatment was taken. 

It has been decided, on the basis of a pilot study, to focus on 
the immediate family of the affected person. Using semi-stmc- 
tured intensive interviewing with one or more family members, 
their perceptions of the early manifestations of psychiatric dis- 
turbance are explored, how they conceptualised and understood 
these disturbances and the conditions under which they decided 
that the problem required the intervention of the pscyhiatric 
services. The results of the pilot study indicate that this decision 
is far more complex than is readily believed and that the possi- 
bility of mental illnesp is often used only as a last resort when all 
other possible explanations have been tried and have failed. 

This study is being carried out by Aideen O'Connor, in 
fulfillment of the requirements for a thesis for a Master of Social 
Science Degree. 



CENSUS OF THE MENTALLY HANDICAPPED 

A National Census of Mentally Handicapped Persons in the 
Republic of Ireland was carried out in 1981, under the direction 
of Dr. Michael Mulcahy of the Board's Mental Handicap 
Section. In 1974 the Board had conducted the first such census'." 
and, since, a census of population was being undertaken in 
1981, it was considered an appropriate time to update the earlier 
findings. 

In the latest census all known cases of handicap in residential 
care and living in the community, in the period May-August 
1981, including cases of borderlinelmild handicap receiving a 
mental handicap service, were recorded. The objective was to 
obtain a true prevalence of moderate, severe and profound 
mental handicap and an administrative prevalence for mild and 
borderline handicap. While no special effort was made to locate 
all mildly handicapped persons, the 1981 census was broader in 
scope than that of 1974, which ascertained the mildly handi- 
capped in residential care only. 

The methodology employed in collecting the census data 
centred on the establishment of a record system based in each 
of the 36 Community Care Areas, which has been described in 
the Annual Reports of previous years.' The definition of mental 
handicap used was that given by the Commission of Inquiry on 
Mental Handicap - "those who, by reason of arrested or 
incomplete development of mind, have a marked lack of intel- 
ligence and, either temporarily or permanently, inadequate 
adaptation to their environment". The classification of mental 
handicap which was used is that contained in the 9th Revision 
of the World Health Organisation's International Classification 
of Diseases. Where possible, categorisation was to be made 
according to psychological assessment using standard intelli- 
gence andor  social maturity tests. Where this formal assessment 
was unavailable the level of intelligence was estimated by nurs- 
ing and medical personnel. 

Following computer analysis of the data during 1982, some of 
the main findings of the census were published in article form at 



the beginning of 1983.' A detailed report of the findings is in 
preparation and will be published. Also, as part of the objective 
of providing information to aid service delivery and planning, 
the individual findings for each of the 36 community care areas 
were analysed and compiled separately, and each Director of 
Community Care was provided with detailed data pertaining to 
hislher area. Dr. M. Mulcahy and Ms. A. Reynolds were 
members of a sub-committee-of the Eastern ~ e a l t h  Board 
Mental Handicap Committee set up during 1983 to update 
earlier projections on the future needs of the Region in the 
areas of residential care placements and workshop facilities. 
The projections were updated on the basis of the 1981 census 
findings coupled with those of the Survey on the Adult Mentally 
Handicapped Living at H ~ m e . ~  These were reported to the 
Eastern Health Board and accepted by the Mental Handicap 
Committee as the basis for future planning. 

The 1981 census findings highlight the size of the problem of 
mental handicap both from the medical viewpoint and in terms 
of the social and economic burden placed on the nation in caring 
for the persons affected. There were 22,979 persons returned in 
the census, all identified by reason of being in receipt of a mental 
handicap service whether residential, educational or financial. 
It is shown in Figure 1 that six in every ten of these persons are 
under 25 years with a significant over-representation of adoles- 
cents between the agesof 10-19 years. Mental handicap is often 
not firmly diagnosed in early childhood. These persons, having 
survived the critical years of childhood can be expected to live 
well into middle age. Clearly, there is a great need for training 
and employment services in the post-school period for teenagers 
and young adults. The demand for such services for men espe- 
cially will be great, since, the ratio of males to females recorded 
was 1.16:l and, as is shown in Figure 2, the excess prevalence 
for males occurs in all age-groups under 30 years. 

Just over half (12,304) of those identified in the census were 
classified as moderately, severely, profoundly handicapped rep- 
resenting a prevalence rate of 3.6 per 1,000 population com- 
pared to the rate of 3.8 recorded in 1974. Though the cmde 
prevalence rate has not altered greatly, a comparison of the age 
standardised rates for both periods (Figure 3) shows a clear 
reduction in prevalence in the younger age-groups. This suggests 
a falling incidence of more severe handicap andlor a diminishing 
survival rate after birth and in early childhood. Owing to a 
substantial increase in the number of "moderately" handi- 



capped from 5,936 in 1974 to 8,100 in 1981 the overall number 
of those more severely handicapped (I.Q. <50) has increased 
by 10% since 1974 but, within this group, the number "severely" 
handicapped has fallen by 10% while that of "profoundly" 
handicapped is half of what it was in 1974. Differences in 
classification may account for some of this change. Wide geo- 
graphical variations in the prevalence of more severe mental 
handicap, particularly between the eastern and western parts of 
the country, are evident. The pattern has not changed greatly 
since 1974 (Figure 4). The prevalence rates for the Eastern, 
Southern and Mid-Western Health Boards show little change 
with the Eastern Health Board continuing to have the lowest 
rate of all regions. The most striking feature in Figure 4 is the 
change in the rate for the Midland Health Board which in 1974 
was the highest recorded. However, evidence already available6 
indicates that the change can be explained by an over-estimation 
in 1974 as a result of the inclusion then of some mildly handi- 
capped in the moderate category. In the 1981 census the highest 
recorded prevalence is in the Western Health Board and the 
second highest rate in the Mid-Western Region. 

The census findings show some significant trends in residential 
care patterns. A tendency towards keeping persons resident in 
the community is apparent. Altogether, two-thirds (14,658) of 
those returned were living in the community. Of the more 
severely handicapped, severe and profound, 50% compared 
with 44% in 1974 were returned as resident in the community. 
However, as might be expected, whether a mentally handi- 
capped person lives in the community is dependent on age and 
degree of handicap. Thus, 80% of children under 15 years were 
residing at home compared with 60% of those 15-35 years. 
Three-quarters of those returned with bordedinelmild handicap 
compared with six in ten of the moderately handicapped and 
three in ten of the severelylprofoundly handicapped were living 
in the community. Altogether there were 8,322 persons returned 
as being in residential care, 330 fewer than recorded in 1974. 
There is a slightly greater percentage of females in residential 
care - 38.8% of all females as against 34% of males. This is 
not surprising given the positive relationship mentioned 
between residential placement and age and the fact, already 
depicted in Figure 2, that there is a higher prevalence of mental 
handicap among females in the over 30 year age-groups. 

Perhaps the most noteworthy finding of the census is the 
changing pattern of residential placement which is depicted in 



Figure 5. Special residential centres for the mentally handi- 
capped now cater for 63% of persons in care as against 53% in 
1974. The proportion of persons in all other types of centres has 
fallen and, in particular the proportion in psychiatrtic hospitals 
is down from 33.7% in 1974 to 28.6% in 1981. Despite these 
changes, however, there are still over 2,000 mentally handi- 
capped persons in psychiatric hospitals, only half of whom were 
returned as psychiatrically disturbed in addition to their mental 
handicap. The census findings show an excess of males and of 
persons in the upper age-groups. 

The census findings emphasize once again the importance of 
Down's syndrome in the prevalence of mental handicap. Thus, 
there were 3,559 cases recorded accounting for a quarter of all 
those returned as moderately, severely and profoundly handi- 
capped. This represents an 18.9% increase on the figure 
reported in 1974 though the prevalence rate still approximates 
one per 1,000 population. The findings show a sizeable reduction 
in numbers in the younger age-groups coupled with an increase 
in the number of adolescents and adults which would seem to 
indicate falling incidence andlor diminishing survival among 
children coupled with increased life expectancy for those sur- 
viving childhood. 
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FIGURE 2 

Census of Mental Handicap. Ireland 1981. Prevalence of 
Mental Handicap in the Male and Female Population 
Respectively. in Five-Year Age-Groups. Prevalence Ratea 

per 1,000 Population. 
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FIGURE4 

census of p,qen~l lreland 1974 & 1981. Geographical Distribution. Prevalence Rates Per 1-000 
Population by Health Board of Origin. 
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FIGURE 5 

Census of Mental Handicap. Ireland 1974 & 1981. Pattern 
of Residential Placement. Percentages. 
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SURVEY OF THE ADULT MENTALLY HANDICAPPED 
LIVING AT HOME IN COUNTY KILDARE 

To compare the findings of a study conducted by the Board 
in 1979-1980 on adult mentally handicapped persons living at 
home in two urban community care areas of the Eastern Health 
B ~ a r d ' , ~ , ~  it was decided to replicate the study in a rural area of 
the region. Thus, in the latter half of 1982, a study of mentally 
handicapped persons aged 15-64 years living at home in County 
Kildare was commenced. An initial period was spent identifying 
the survey population. Lists of persons receiving the Disabled 
Persons Maintenance Allowance were analysed and cross ref- 
erenced with persons registered on the Mental Handicap Record 
System. These two sources provided the main source of the 
survey population. Service bodies within the community care 
area were contacted and asked to supply lists of persons who 
were attending their services. Some persons were identified by 
community care personnel, in particular, public health nurses, 
and by other local contacts during the interviewing period. A 
total study population of 355 persons was identified. Personal 
interviews were conducted with the primary caring person or 
with the mentally handicapped person if helshe was living inde- 
pendently. A structured interview schedule adapted from the 
original study was used. Interviewing began in November 1982 
and was completed by March 1983. In all 293 interviews were 
obtained representing a response rate of over 90%. However, 
82 of these were subsequently excluded from the study on 
grounds that mental handicap was either questionable or not 
the primary handicapping condition. The decision to exclude 
these cases was made following a preview of some of the data 
collected, in particular, the item responses on three scales 
incorporated in the interview schedule to measure the level of 
functioning of the persons studied. The final study population, 
therefore, consists of 212 persons which represents a prevalence 
of 3.7 per 1,000 of the total adult population of the County. 
This is comparable to the prevalence rate (3.9 per 1,000) 
recorded in the earlier study where complete coverage was also 
undertaken. The 212 questionnaires have been coded and re- 
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checked in preparation for computer analysis of the data. It is 
expected that preliminary findings from the study will be avail- 
able in the first half of 1984. Meanwhile, we express sincere 
thanks to those who helped to make the study possible - Dr. 
L. Murphy, Director of Community Care and her staff in Kildare 
Community Care Area, especially Dr. M. O'Donnell, together 
with the specialized service bodies in the region. We acknowl- 
edge the work of Ms. Catherine Duffy who designed and exe- 
cuted the survey and that of Ms. Noeleen Ryan who assisted 
with the interviewing. Finally, our special thanks to all those 
interviewed for their kindness and willing co-operation. 
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DUBLIN NEURAL TUBE DEFECT STUDY 

Following the publication in 1980 of the paper by Professor 
Smithells and his colleagues' suggesting that vitamin supple- 
mentation around the time of conception might reduce the risk 
of recurrence of neural tube defects (mainly anencephalus and 
spina bifida) among high risk mothers, the Masters of the three 
Dublin maternity hospitals and the Senior Obstetrician in St. 
James's Hospital suggested that further work on this problem 
should be undertaken and they established the Dublin Neural 
Tube Defect Study Group. The members of the study group 
are: Dr. I. Dalrymple, Rotunda Hospital; Dr. N. Duignan, 
Coombe Hospital; Professor H. Elwood, Queen's University, 
Belfast; Professor E. Guiney (Chairman), Children's Research 
Centre, Crumlin; Dr. T. Hanratty; St. James's Hospital; Dr. P. 
Kirke [Director), Medico-Social Research Board; Dr. D. Mac- 
Donald, National Maternity Hospital. Professor J.  Scott, Trinity 
College, Dublin and Dr. L. Daly, University College, Dublin 
are scientific advisers to the group. 

As reported in previous Annual Reports, the study group 
initiated a randomized clinical trial to test the efficacy of sup- 
plementation with multivitamins and folic acid around the time 
of conception in reducing the risk of recurrence of neural tube 
defects in mothers with a previous history of an affected baby. 
Recruitment to the study commenced at the beginning of 1982 
and to date 185 women have been randomized to receive treat- 
ment. A further 130 women have indicated their intention of 
taking part in the study at a later date. The date of completion 
of the study depends on a number of factors notably the rate of 
recruitment of women to the trial. In this study the women are 
divided in a random manner into three groups and each group 
takes a different combination of vitamins. 

As Director of the Dublin Trial Dr. Kirke was one of 14 
persons invited to participate in a workshop on the prevention 
of neural tube defects held in England in October 1982. A book 
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based on this workshop was recently published2 and contains 
several contributions by Dr. Kirke. 

' Smithells, R. W., Sheppard S.! Schorah, C. I:, Seller, M. I., Nevin, N. C., 
Harris, R. ,  Read, A.  P, and Fleldmg D.  W. Posslble prevention of neural-tube 
defects b periconceptiond vi!amin supplementation. Lancet 1980; i: 339.40, 

~ o b & n g ,  I. ed. Prevention of splna bifida and other neural tube defects. 
London: Academic Press, 1983. 





The data have been analysed and a paper describing the 
findings is in preparation. In summary no differences were found 
between the cases and controls in serum folk acid or serum 
vitamin B12 levels as measured by median values and frequency 
distributions. 

This study is particularly important in that it is based on the 
largest series of NTD affected pregnancies reported to date in 
the literature and a non-selected group of controls. Although 
the findings must be interpreted with caution, they do not 
support the hypothesis that folk acid or vitamin B12 are involved 
in the aetiology of NTD. 
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5 (iii) 

ACCIDENTS IN CHILDHOOD 

Accidents pose the single greatest threat to the health of Irish 
children today. The epidemiological features of childhood acci- 
dents in Ireland were presented in a paper published in 1980.' 
Further research on this topic during the past 18 months has 
focussed on trends over time in accident mortality and hospi- 
talized morbidity in Ireland and international comparisons of 
childhood accident mortality. A paper reporting the main find- 
ings of this work is being prepared for publication. 

Accidents are responsible for almost two-fifths of all deaths 
in the 1-14 year age group. An examination of temporal trends 
in childhood accident mortality over the past 30 years shows 
how accidents have grown in importance to become the most 
important public health problem of childhood. In the 1-14 year 
age-group the accident mortality rates were stable at about 15 
per 100,000 population from 1950 until 1968 (Figure 1). The 
death rates then increased and have remained at a relatively 
high level during the past 15 years. The highest mortality rate 
to date, 21.7 per 100,000, was recorded in 1972. The rate then 
fell to an average annual figure of 15.3 during the next six years, 
rose to 17.6 in 1979 and peaked at 18.5 in 1980; the rates have 
been lower in 1981 and 1982 (Figure 1). 

The trends in accident mortality and mortality from all other 
causes (Figure 1) present a striking contrast. Between 1950 and 
1979 there was almost a fivefold reduction in the mortality rates 
from all causes except accidents for the 1-4 and 5-14 year age- 
groups while accident mortality actually increased by 12% and 
22% resoectivelv. Accidents have increased greatlv as a cause - , -  
of death in children during this relatively short period; accidents 
accounted for 12% of all childhood deaths in 1950, 34% in 1970 
and 47% in 1980. 

Mortality during the period 1950-1978 varied considerably 
within the 1-14 year age-group. Between 1950-1953 and 1975- 
1978 accident mortality fell by 10% in 1-4 year olds and by 3% 
in 5-9 year olds but increased by 65% in the 10-14 year age- 
group. 
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The three main causes of accidental death are transport 
accidents, drowning and fires which account for 54%, 13% and 
10% respectively of all childhood accidental death in this coun- 
try. Transport accident mortality increased by 61% between 
1950-1953 and 1975-1978 while the rate from all other causes of 
accidents fell by 25%; mortality from all causes of death except 
accidents in this age-group fell by 72% during the period. The 
rise in transport accidents was dramatic in the 10-14 year age- 
group where the rate increased by 115% between 1950-1953 and 
1975-1978 compared with increases of 41% and 48% in the 1-4 
and 5-9 year age-groups respectively. Death rates from drown- 
ing were higher during 1960-1963 and 1970-1973 than in the 
early 1950's but fell by one-third between 1970-1973 and 1975- 
1978. The niortality rate due to fires was the same in 1975-1978 
as in 1950-1953. 

Hospital In-patient Enquiry statistics for the whole country 
show a steady increase in the proportion of all admissions due 
to accidents in the 1-14 year age-group during the period 1977- 
1981 suggesting that there has been a real rise in the hospital 
admission rate for accidents. 

In Dublin where all of the general paediatric hospitals par- 
ticipate in the H.I.P.E. and where accurate estimates of com- 
pleteness of reporting are available, the hospital admission rates 
following accidents for children aged 1-14 years resident in 
Dublin city and county were as follows: 14.2 per 1,000 in 1977, 
14.3 in 1979 and 16.1 in 1981. Adjusting these figures to take 
account of the small year to year differences in completeness of 
reporting, the rates became 16.1 per 1,000in 1977,15.7 in 1979 
and 17.5 in 1981. Thus, the hospital admission rate due to 
accidents among Dublin children has increased by 9% over this 
period. The average length of stay in hospital during 1981 for 
these children was 4.7 days. With the average weekly cost of 
treating a paediatric patient in the Dublin hospitals in 1981 
being approximately £643,2, the cost of providing acute hospital 
care for the 4,764 (adjusted estimate) Dublin children injured 
in accidents in 1981 and admitted to hospital can be estimated 
at around £2.1 million at 1981 prices. 

In examining the basic epidemiology of many conditions 
international comparisons can provide useful information and 
this is particularly so in the case of childhood accidents. Secular 
trends in accident mortality in Ireland were compared with 
trends in Sweden, Denmark and England & Wales. These 
countries were studied because of their success relative to many 



other countries in the prevention of childhood accidents. 
An important finding of the study was the difference in the 

trend between Ireland and the other countries in accident mar- 
tality rates since the early 1970's and particularly since 1976. 
The rise in the Irish mortality rates in both the 1-4 and 5-14 
year age-groups between 1976and 1980 are a cause for concern 
when viewed against the background of the continuing decline 
in mortality during this period in the other countries studied. 

Average mortality rates during the period 1974-1978 for 
selected causes of childhood accidents for Ireland, England & 
Wales and Sweden are shown in Table 1. While the mortality 
rate from all accidents is about 35% higher for Ireland than the 
other countries, the rate due to transport accidents is approxi- 
mately 50% higher; the rate for drowning, although similar to 
that for Sweden, is well above the figure for England & Wales; 
the rate attributable to fires is considerably higher than the rate 
for England & Wales and almost three times as high as the 
Swedish rate. 

We have much to learn from countries such as Sweden, 
Denmark and England & Wales. These nations have shown a 
concern for the problem of childhood accidents, have taken 
various steps to reduce the risks of accidents to children and, 
perhaps most importantly, they have been effective in doing so. 
The fact that such differences in accident mortality exist between 
Ireland and these countries (Table 1) is evidence-of what can be 
achieved by prevention. 

It is hoped that the Board's research on this topic will prove 
to be an important step towards developing a strategy for 
prevention of this major cause of childhood death and suffering. 
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FIGURE 1 

Death n t e r  (per 100,OM) population1 for accidents, poisoning and 
violance and all other causes  of death in childran (1-14 y e a n )  in 

Iraland, 1 9 5 0 1 9 8 1 .  

4 Accidents .  \ 
poisoning and 
v io lence  

TABLE 1 

Selected causes of death from accidents in children (1-14 years) io Ireland, England 
& Wales nnd Sweden, 1974.1978. Average mortality ratw per 180,000 population, 

aged 1-14 years. 

Enelnnd 
External causes - Ireland &wales Sweden 

Motor vehicle accidents un 'i? s 7 
Drowning 
Fires .." "." 
All other causes 2 6 





7 (0 

EUROCAT 

CONCERTED ACTION PROJECT ON REGISTRATION OF 
CONGENITAL ABNORMALITIES 

TWO goals of the Dublin EUROCAT register of congenital 
malformations have been achieved. The first of these was to 
establish a population based registration of congenital malfor- 
mations. The second goal was to provide a baseline of incidence 
of different congenital malformations in a defined population, 
Table 1. Averaging the incidence of malformations in the first 
four years of collection of data should give a reliable baseline 
for monitoring the future trends in the incidence of congenital 
malformations. 

Table 1 shows a steady decline in the incidence of anomalies 
of the central nervous system. This decline seems to be real as 
these malformations are readily discovered at birth. Some mal- 
formations, such as congenital heart disease, are confirmed 
some time after birth and total incidence for a particular year of 
birth may not be manifest until some years later. 

Table 2 shows the association of the incidence of Down's 
syndrome with the mother's age. The risk increases from one in 
1,695 births below the age of 20 to one in 19 over the age of 45. 
These statistics are good reasons for women to complete their 
families in their twenties and early thirties. 

TABLE 1 

Incidence per l0,OM) births of selected eonpnltsl malformations in the Eastern 
Health Board area by year of birth and the system involved (numbers in brackets). 

Malformations 
involving: 

Central neNOUs system 62.2 (52) 57.5 (151) 49.3 (125) 41.6 (1M) 
Cardiovascular svstems 43.1 136) 37 O 1971 41 4 I100 14 7 I R 9  - ... 
Cleft lip and Pal& 21.5 fi8j 14.9 i39j i9:3 i49j' 12.6 iiij 
Chromosomal anomalies 20.3 (17) 22.5(59) 21.7 (55) 18.4 (45) 
Metabolic disorders 12.0 (9) 10.3 (27) 10.3 (26) 10.6 (26) 

'Period covered - 1st September to 31st December 1979. 



TABLE 2 

D m ' s  Syndrome and Mother's Age. Residents Eastern Health Board, 1979.1982 

Total I Total I 

Mother's Age 1979. 
<19 n 

No. Of 
births - 

5093 
20219 
27612 
20062 
9043 

40-44 

Unknown 324 

Rate1 17.9 17.9 17.0 14.3 
10,000 births 

'Period covered 1st September to 31st December 1979. 

Rate - 
5.9 
6.4 
9.4 

11.5 
39.8 

149.6 
534.4 

Risk -- 
1 in 16% 
1 in 1563 
1 in 1064 
1 in 870 
1 in 251 
1 in 67 



MORTALITY IN THE COUNTRIES OF THE EEC FOR SIX 
COMMON CANCERS AND FOR ISCHAEMIC HEART 

DISEASE 

In 1979 a group of epidemiologists and clinicians from eight 
EEC member countries, with a steering committee consisting 
of Professor Walter Holland of St. Thomas's Hospital, London 
(Chairman); Professor Renb Pariente of Paris and the Director 
of the Board, initiated studies to compare mortality data from 
the EEC countries which could be used in examining possible 
hazards related to occupation and the environment. The group 
has already undertaken studies to compare the way deaths from 
respiratory diseases were certified in the community and the 
differences in the mortality patterns in agricultural and rural 
workers compared with other groups'". In 1983 the mortality in 
the countries of the EEC, based on death certification, for six 
common cancers and for ischaemic heart disease3 was examined. 

The standardised mortality ratios (SMR) for each disease 
category in each country for the period 1969 to 1978 are shown 
in Table I for males and females separately. Irish men and 
women had the highest risk of death, or SMR, for colon cancer 
deaths and Danish men and women the highest SMR for rectal 
cancer deaths. In Ireland the SMR for cancer of the colon and 
rectum was higher in semi-skilled male workers than in skilled 
workers. 

When cancer of the cervix and "cancer of the uterus" are 
combined, the lowest risk of death was in Ireland followed by 
Belgium. Denmark and Germany had the highest risk. 

In women the highest risk of death from ischaemic heart 
disease was in Ireland, 2.3 times the average for all EEC 
countries combined, the next highest was in women in England 
and Wales and the lowest was in France. In men, ischaemic 
heart disease was highest in England and Wales and in Ireland. 
There was a higher risk of death in Ireland from heart attacks 
among semi-skilled than among skilled manual workers. 

There is good evidence that most cancers result from the 
environment, which includes occupation, diet and personal 



behaviour patternsb. The high risk of death from cancer o f t  
colon may perhaps be due to the Irish diet, which is high 
animal fat and protein and relatively low in fibre5. Death fro 
rectal cancer is highest in Denmark and it is interesting that m 
Guinness workers in Dublin and in a recent studv in Hawaii , - --. 
rectal cancer was related to a high consumption of beer, 
although brewery workers in Denmark had the same high risk 
of rectal cancer as the general p o p ~ l a t i o n ~ . ~ . ~ .  

When cancer of the cervix and uterus are combined the lowest 
risk of death is in Ireland, followed by Belgium. It would appear 
likely that this is because cancer of the cervix of the uterus is 
less frequent in Ireland than in other countries in the European 
Community. The risk of developing cancer of the cervix is 
related to age at first sexual intercourse and to the number of 
sexual partners. Ireland has perhaps the strictest ethical code 
with regard to sexual mores and also has the highest proportion 
of unmarried women; marriage occurred later, on average, in 
Ireland than in the other countries of the Community. These 
three factors may explain the lower death risk from cancer of 
the uterus, that occurs in Ireland. 

The high death risk from ischaemic heart disease in Irish 
women and men may be due to the known factors associated 
with heart disease:- cigarette smoking, the consumption of 
cigarettes is now higher in Ireland than in England and Wales 
and a diet rich in animal fats and protein. Ireland has the highest 
consumption of animal fats of the countries of the European 
Community. Further research is required to ascertain why the 
Irish, particularly Irish women, have such a high risk of death 
from heart attacks. A dietary nutrition survey and the monitor- 
ing of various risk factors for ischaemic heart disease is to be 
undertaken by the Board. 
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TABLE 1 

Slandardised Mortality Ratio for the period 1969 to 1978 
(Reference population, all EEC, 1969 to 1978 = 100) 

- -- 

MALES 
410- 

ICD Code' 153 154 172 185 1B 414 
Colon RectumMelanoma Prostate Thyroid IlID 

Belgium 101 98 81 114 71 106 
Denmark 96 131 222 111 89 122 
France 101 87 56 107 101 47 
Germany 103 115 141 114 116 101 
Ireland 127 107 67 112 63 160 
Italy 90 79 76 80 127 69 
N'lands 92 78 136 93 102 117 
E & W  105 115 100 94 67 162 

FEMALES 
Cervix 

4 1 s  180) 
ICD Code* 153 154 172 180 182 193 414 Uterus 

182) 
Colon Rectum Melanoma Cervix Uterus Thyroid IHD combined 

Belgium 108 99 75 75 95 82 111 86 
Denmark 113 137 223 227 39 90 139 128 
France 83 72 56 61 127 86 42 95 
Germany 107 124 125 137 88 116 93 111 
Ireland 154 101 115 xh h? 1 %  ??n 74 -" -- --" , , 
Italy 84 83 54 27 171 122 73 103 
N'lands 100 81 121 113 51 86 106 80 
E & W  114 110 133 142 50 80 170 93 

* ICD WHO, 8th Revision. 







THE HEROIN EPIDEMIC 

Drugs have been used illicitly in Ireland, as elsewhere, by a 
small number of young people for many years. This problem 
was studied among post-primary schoolchildren in Dublin and 
outside of Dublin by the Board in 1970171'~2 and at that time the 
problem was quite a small one and the drug that was most 
commonly used was marijuana. During the 1970s there was 
sudden increase in the use of barbituates, ('downers'), and of 
amphetamines,, ('uppers'), particularly in Dublin and a number 
of dispensaries were burgled in order to obtain these drugs. 
There was, however, no significant problem with regard to 
heroin or opiates. Amphetamines disappeared from the streets 
almost overnight following the decision of Mr. Erskine Childers, 
Minister for Health at the time, to ban the prescription of these 
drugs which action had the support of the organised medical 
profession. 

Since 1979, there has been a rapid increase in the amount of 
heroin available on the streets. The increase was apparent from 
the patients treated at kmi s  Street Drug treatment Centre and 
from information available from the Gardai Drug Squad. There 
was also a great increase in the misuse of synthetic opiates, in 
particular Diconal and Palfium, much of which was obtained on 
prescription from a small number of doctors in Dublin and 
Cork. 

The heroin problem appeared to be at its most serious in 
north-central and south-central Dublin and a number of com- 
mittees had been formed in these areas by concerned members 
of the public and the local clergy. A preliminary investigation 
in July 1982 in a north central Dublin area revealed that a local 
committee was aware of about 9% of young people aged 15-24 
years who were abusing heroin. 

An attempt was made in the autumn of 1982 and in 1983 to 
definitely assess the prevalence of heroin abuse in the area.'The 
assessment was based on people who were known to have used 
heroin during the previous year. An effort was also made to 
build up a profile of the average heroin abuser and to make a 



preliminary assessment of drug abuse in a number of other 
areas, in particular Cork and Sligo. All those who were known 
by two or more members of the committee to be taking heroin 
were interviewed, most of the interviews were undertaken by 
F ~ .  Paul Lavelle who had been the local priest and knew the 
people very well. A random sample was interviewed by the 
Director of the Medico-Social Research Board and senior 
members of the staff of the Board, including Dr. Michael 
Mulcahy and Mrs. Aileen O'Hare. A high proportion of the 
heroin users had been in prison or received treatment at Jervis 
Street Drug Treatment Centre. Throughout the study the strict- 
est confidentiality was kept. 

The 1982-83 prevalence of heroin abuse among those aged 
15-24 years in the area of north-central Dublin studied was 
found to be 10% but in those aged 15-19 years it was 12% and 
among females 15-19 years it was 13%. These prevalence figures 
are in some respects slightly better, in other respects worse, 
than equivalent 1970 figures for a New York black ghetto area. 
In particular, the figure for females aged 15-19 years was mark- 
edly worse. 

The epidemic of heroin and synthetic opiate abuse used in 
Dublin has been responsible for a great increase in drug related 
crime. As much as f 100 per day may be required once the habit 
is well established. This amount of money can only he obtained 
by pushing drcgs, persuading others to use them or by theft. 

The study in north-central Dublin was only possible because 
Fr. Lavelle and members of the committee knew the drug takers 
intimately, usually by first name. 

Most of the heroin users were heavy cigarette smokers but 
relatively few drank alcohol, although a third of them came 
from homes where the parents were heavy drinkers. Most of 
the heroin users were also taking other drugs, in particular the 
opiate drugs Diconal and Palfium which were selling on the 
street for £6.50 a tablet much of which was obtained on pre- 
scription from a small number of Dublin doctors. Three-fifths 
of the heroin abusers had been arrested, often more than once, 
for a range of offences such as theft, assault and drug-pushing; 
the offence occurring both in connection with heroin abuse and 
separately from it. 

In the provincial cities there was very litle heroin abuse 
although in Cork there was some abuse of synthetic opiate drugs 
obtained from a small number of doctors on prescription, and 
there is abuse of a variety of other drugs, particularly marijuana, 







STUDIES OF DRUG MISUSE BY POST-PRIMARY 
SCHOOL STUDENTS 

The Medico-Social Research Board in collaboration with the 
Health Education Bureau, The Irish Cancer Society and the 
Department of Community Health, Trinity College, Dublin 
carried out surveys on the consumption of cigarettes, alcohol 
and drugs by students attending a random sample of post- 
primary schools throughout the country. Dr. Aengus O'Rourke, 
senior lecturer at the Department of Community Health, Trinity 
College, Dublin was in charge of the research. The data was 
processed by Mr. Keith Wilson-Davis. The Medico-Social 
Research Board was responsible, in collaboration with them, 
for reporting on the section of the survey on the misuse of drugs. 

The survey was designed to cover a representative sample of 
post-primary school pupils. A self-completed questionnaire was 
used to obtain the data. School attenders were assured of the 

I confidentiality of their responses and there was no means of 
identifying an individual respondent or school from the 
questionnaire. 

The findings of the survey of post-primary school pupils in 
Dublin City and County were published in 1982.' During 1983 
analysis of the survey of schools outside Dublin was completed 
and the report was prepared for publication.' 

Schools outside Dublin 
A total of 5,408 students were surveyed in 16 schools - 10 

secondary, 5 vocational and 1 community school. 
Since a previous survey was done in 1970-71) eleven per cent 

of the students in the 1981 survey said they had been offered 
what they thought was an addictive drug, 13% answered that 
their friends used drugs and 12% that they had been to a party 
where drugs had been taken. 

The students were asked if they had ever taken drugs other 
than those prescribed by a doctor. Five per ccnt of the sample 
(265 students) replied that they had. More detailed analyses of 
those who were offered and those who took drugs arc presented 



in Tables 1 and 2 respectively. When compared with the 1970- 
71 survey the increase in answering that a drug had been taken 
was four-fold for girls and eight-fold for boys under 16 years of 
age. There was a three-fold increase for boys and girls aged 16 
years or more. Students who said they had taken a drug occurred 
with one-third to one-half the frequency of the Dublin survey. 

The most frequently used drug was cannabis - 188 students 
(3.5%). The next most commonly used drug was heroin - 24 
students (0.4%). The majority who had taken a drug said they 
had got it from a friend with a dealer being the next most 
frequent source. 

Drug users were significantly more likely to be boys, to be 
aged 16 years or more and to describe themselves as regular 
smokers or regular drinkers. The more pocket money received 
by a student the more likely he or she was to have taken a drug, 
though this diference was not significant for boys who were aged 
16 years or more. 

No significant difference was found between the social classes 
in the percentage of students who said they had taken a drug. 
The exception to this was among girls aged 16 years and over 
where those whose fathers were unemployed, retired, sick or 
deceased were more likely to have taken a drug than those in 
other social classes. 

For the questions relating to the knowledge of drugs, the 
percentages of correct answers were lower in those outside 
Dublin when compared with those in Dublin city and county. 
The survey showed a need to improve the existing education on 
drugs which is available in schools. 

TABLE 1 

Percentage or boys and girls aged less than 16 years and aged 16 years and aver, who 
skated they had been offered what they thought was an addictive drug, with compa- 

rable percentages from the 1971 study and from the Dublin 1981 study*. 
- 

Under 16 years 16 years and over 

Outside Dublin Dublin Outside Dublin Dublin 
1981 1971 1981 1981 1971 1981 

% % % % % % 
Boys 9.7 3.0 23.1 25.7 11.4 38.7 
Girls 5.3 1.9 11.0 13.5 5.2 26.1 

- ~~p 

Total 7.6 2.5 18.5 18.8 7.9 32.8 

'71 (1.3%) respondents did not answer this question. 



TABLE 2 

Respondents who had ever taken drugs other than those prescribed by a doctar.* 

Under 16yean 16 w a n  and over 

Outside Dublin Dublin Outside Dublin Dublin 
1981 1971 1981 1981 1971 1981 

7" % % D/n 4" % .. .. 
Boys 4.0 0.5 11.7 13.3 3.; 2<2 
Girls 1.7 0.4 4.6 6.5 2.2 15.1 

Total 2.9 0.5 9.0 9.4 2.9 20.0 

'Tbis question was not answered by 110 respondents (2.0%) 
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A COMPARISON OF THE INCIDENCE OF CIRRHOSIS OF 
THE LIVER ON DEATH CERTIFICATES AND AT 

AUTOPSY IN IRELAND 

Twelve years ago the Medico-Social Research Board made a 
study of the reliability of death certification of cirrhosis of the 
liver in Ireland.' It was considered then that the number of 
deaths registered as due to cirrhosis was lower than would he 
expected, when based on national alcohol consumption, com- 
pared with the published statistics from other western countries. 
The social and psychiatric implications of alcohol abuse in 
Ireland are well documented and widely acknowledged, but the 
low death rate attributed to cirhosis of the liver was surprising 
in view of the high admission rate to psychiatric hospitals for 
alcoholic psychosis and alcoholism. 

Comparison between Irish and British data implied that the 
true death rate from cirrhosis at the time of the above study was 
approximately twice the certified incidence in Ifeland. Even this 
derived incidence was considered low by international stand- 
ards. Alcohol consumption in EEC countries in 1979 shows that 
while Ireland still has a relatively low per capita consumption of 
a l c o h ~ l , ~  a disproportionately small number of deaths are cer- 
tified as due to cirrhosis of the liver. This is true for both males 
and females in all age groups. Tables 1 and 2.' The low per 
capita consumption is partly due to the higher proportion of the 
population who are under 15 years of age who are total abstai- 
ners. The Irish spend a higher proportion of net expenditure on 
alcohol than other nations, 12% to 13%, evidence of the impor- 
tance of alcohol in the Irish ~ u l t u r e . ~  

Increasing affluence in Ireland since the 1960s has resulted in 
a steady increase in alcohol consumption. (Figure Tub- 
ridy6 has recently stated that, of a population of approximately 
three and a half million people, more than one and a half million 
are drinkers. He estimated that of these, 75,000 could he classed 
as alcoholics, but this must be a very rough estimate because of 
the difficulty in defining an a lcoh~l ic .~  The number of licensed 
extensions to bar opening hours rose from 6,000 in 1967 to 



42,000 in 1979. Drinking and driving offences rose by 8 
10 years. (Figure 2). There was a rapid increase in the 
of patients admitted to psychiatric hospitals for alcoholis 
alcoholic psychosis yearly until 1979. (Figure 3). 

Because of the changes in alcohol consumption which 
taken place since 1970, a survey was undertaken in 1983 corn 
paring death certification and autopsy data on cirrhosis in t 
Republic of Ireland over the previous 12 years. There has h 
a slight fall in deaths recorded as due to cirrhosis of the 1 
after 1979. There has also been a fall in total alcohol consumo- 
tion, for prosecutions for driving while drunk and in admissiois 
to psychiatric hospitals for alcoholism. (Figures 2,3,4).  

The annual death certification incidence of cirrhosis per 
100,000 population was calculated for the years 1971 to 1982 
inclusive, classified by sex, in the age groups IS+ years, 15-44 
years and 65+ years. Those under 15 years of age were ignored 
since cirrhosis due to alcohol is rarely seen in this age group. 

In order that autopsy data might be directly comparable with 
the information collected for the 1971 study of cirrhosis in 
Ireland, the same hospital groups were again asked to collabo- 
rate. These were St. Vincent's Hospital, Dublin, the Mater 
Misericordiae Hospital, Dublin, the Federated Dublin Volun- 
tary Hospitals, the Regional Hospital, Galway, the Regional 
Hospital, Cork and the Regional Hospitdl, Limerick. The 
pathologists in these hospitals co-operated by reviewing all the 
autopsies performed in their hospitals since 1971. Cases under 
15 years of age were again disregarded for the purposes of this 
study as were those whose age or sex were not recorded at 
autopsy. A full report on this study which has been undertaken 
by Mrs. Joan Simon and Dr. George Duffy of the Department 
of Nuclear Medicine, St. Vincent's Hospital, Dublin, and the 
Director of the Board, will be completed in 1984. 
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TABLE 1 

 it^^^ of alcohol consumed and death certified incidence of cirrhosis of the liver per 
l,WOdeaths, 1979. 

Countries of the European Economic Community 
- 

Litres of 100% alcohol Death certificate 
Countw consumed per head of incidence of cirrhosis 

population per 1,000 deaths 

Belgium 10.5 (9.3). 11.6(1977) 
Denmark 9.6 (7.7) 10.5 (1980) 
France 13.7 (16.7) 30.0 (1978) 
Greece 6.9 14.1 (1979) 
Irelarld 7.0 (6.0) 1.9 (1981) 
Italy 10.9 (13.6) 34.9 (1977) 
Luxembourg 18.0 (H.5) 21.0 (1980) 
Netherlands 8.8 (6.4) 5.8 (1980) 
united Kingdom 6.8 (6.9) 4.1 (1980) 
west Germany 12.5 (11.0) 23.7 (1979) 

'Figures in brackets refer to 1972.' 

TABLE 2 

Annual death certificate incidence of eirrohosis per 1 W , W  population in EEC 
countries 

(actual numbers in hrackeb) / 

Belgium 1977 

Sex All ages 0.14 15-44 45-64 65+ 

Denmark 1980 

Sex All ages 0-14 15-44 45-64 65+ 

France 1978 

Sex All ages 0-14 15-44 45-64 65+ 



Greece 1919 

Sex All ages 0-14 15-44 45-64 

M 17.5 (804) 0 1.8 (35) 27.9 (284) 90.5 (485) 
F 7.5(356) 0 0.6(12) 7.7 (86) 38.6 (258) 

Ireland 1981 
- - -- - 

Sex All ages 0-14 15-44 45-64 65+ 

Sex All ages 0-14 15-44 45-64 65 + 

M 49.0 (13489) 0.3 (19) 9.4(1099) 101.0 (6076) 213.3(6295) 
F 19.5 (5617) 0.2 (13) 3.4 (399) 29.2 (1919) 79.9 (3286) 

Luxembourg 1980 
--- 

Sex All ages 0-14 15-44 45-64 65 + 

Netherlands 1980 
- 

Sex Allages 0-14 15-44 45-64 65 + 

M 5 9 (410) 0 1 7 (55) 14 0 (190) 25 0 (165) 
F 3 6 (252) 0 0 7 (22) 6.3 (90) 14.9 (140) 

England and Wales 1981 

Sex All ages 0.14 15-44 45-64 65+ 

Scotland 1980 

Sex All ages 0.14 15-44 45-64 65+ 

M 9.7 (241) 0.2 (1) 2.6 (28) 25.0 (135) 28.3 (77) 
F 6.2 (165) 0.2 (1) 2.8 (30) 14.5 (87) 10.5 (47) 
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West Germany 1979 

Sex AII ages 0-14 15-44 45-64 65+ 

FIGURE 1 

Ireland 1965-1981. Litres Alcohol per Capita 15+. 
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FIGURE 2 

Prosecutions for Driving or Attempting to 
Drivewhile Drunk (1961-1981) 
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"Smoking and Health - The Facts in Ireland" was published 
in 1983'. This report details available statistics on deaths and 
illnesses which result from smoking in Ireland. The booklet also 
describes recent Irish smoking habits, legislative and other 
measures intended to control smoking and a r6sum6 of smoking 
cessation techniques. 

In November, the Joint committee on Smoking and Health, 
of which the Director is a member, organised a seminar on 
Smoking and Health in the Community, in conjunction with the 
South-Eastern Health Board in Kilkenny. Dr. Emer Shelley 
presented a talk entitled "Smoking - the Risks for Women". 

Health education has led to public awareness of the many 
damaging effects of smoking on the smoker's health and also on 
those who share his environment. Many of the studies which 
showed the connection between smoking and ilj-health were 
done on male subjects. However there is no doub! that women 
who have smoking characteristics similar to men'have overall 
mortality (death) rates similar to men. Or to put it another way 
"Women who smoke like men - Die like men". 

As in other countries, the increase in cigarette consumption 
during this century occurred first in men. In 1961 the average 
yearly cigarette consumption for adult women in Ireland was 
approximately one-third that of men. By 1975, women's average 
annual consumption had doubled to 2,800 cigarettes per year. 

In recent years there has been a decline in the prevalence of 
smoking among Irish women from 37% in 1973 to 31% in 1979. 
The decline has however, been less consistent among men. The 
fall off in smoking has been greater in the upper than in the 
lower socio-economic groups. There is evidence that more 
young women are starting to smoke than in the past. The 
prevalence of smoking in young women is now equal to and at 
some ages greater than that of young men. It can therefore be 
expected that the mortality and morbidity as a result of smoking 
will continue to increase among Irish women in future decades. 

Cardiovascular diseases account for more than half the excess 



deaths which occur in smokers when compared with non-smok- 
ers, coronary heart disease causes approximately 500 deaths 
per annum in women under the age of 65 years in Ireland. It is 
responsible for 20% of all deaths among women aged 45-64 
years and is the largest single causeof. death in such women. 

The smoking-related cancers include not only lung cancer but 
also cancer of the mouth, pharynx, oesophagus and pancreas; 
and cancer of the bladder. Table I shows the number of deaths 
from all tumours among Irish women at all ages in 1961 and 
1979. During that time the smoking-related cancers increased 
in terms of actual numbers of deaths and as a percentage of all 
tumour deaths. Much of this increase was due to cancer of the 
trachea, bronchus and lung, which increased from 5% of all 
cancer deaths in women in 1961 to 12% of all cancer deaths in 
1979. 

It is expected that lung cancer death rates among women in 
the United States will equal those of men before the end of the 
century. Because Irish women did not start to smoke in large 
numbers until relatively recently, we can expect lung cancer 
death rates to continue to increase until the 21st century when 
the female death rates for lung cancer may equal the male rate. 
Increases in mortality in women can also be expected for the 
other smoking-related cancers. 

Cigarette smoking is an important and increasing cause of 
ill-health in Irish women. In addition to enc0uraging:pregnant 
women not to smoke, greater efforts must be directed towards 
preventing young girls from starting to smoke. 

References ' Cleary A. ,  Shelley E. (Bourke G . ,  Graham I . ,  eds.) Smoking and Health- the 
factsin Ireland. Irish Medical Journal, 1983.76, 12 (Suppl.) 1-29. 

TABLE I 

Number of deaths from all tumours among Irish women at all ages in 1961 and 1979 

~ ~ ~ k i ~ ~ ~ ~ ~ ~ ~ ~ ~  Cancers Cancer of trachea bronchus 
Tumours and lung 

Percentage d percentage of 
Number of Number of all tumour Number of all Tumour 

FEMALES Deaths Deaths Deaths Deaths Deaths 
1961 2164 354 16.4 108 
1979 

5.0 
28M1 627 22.7 341 11.9 



A STUDY OF THE CONSEQUENCES OF THE STARDUST 
DISASTER DUBLIN 1981 

A fire broke out during a function in the Stardust Disco, 
Artane, Dublin in the early morning of February 14th, 1981. A 
Tribunal of Inquiry was established to investigate and report on 
the disaster. The Inquiry dealt with the physical attributes of 
the building, events leading up to the fire, the fire itself and the 
functioning of the fire prevention and other emergency services. 
As a result of the fire, 48 young people died, 128 received 
hospital in-patient treatment and 86 others were treated that 
night in hospital accident and emergency departments. The 
Tribunal was presented with details of the cause of death of the 
fatalities and of the nature of the injuries sustained by those 
who survived. 

After the disaster it was considered that analysis of the cause 
of death and research into the physical, psychological and soci- 
ological sequelae of the disaster on the survivors/ would be 
valuable. It was hoped that knowledge of the use of3the health 
and social services by those involved would enable planners to 
improve the effectiveness of such services in any future disaster. 
A research steering committee, which included the Director and 
Dr. Dermot Walsh of the Board, was established to co-ordinate 
the research. The Board was asked to undertake a study of the 
physical consequences of the Disaster. Dr. Emer Shelley carried 
out the study which was intended to outline the background to 
the Stardust Disaster and to describe from official records the 
physical consequences for the people involved. 

There were 846 people admitted to the Stardust disco on the 
night of the fire. The majority came from the 16 wards of Dublin 
City North which surrounded the entertainment complex. The 
total population of these wards was 86,360 at the 1979 Census 
of Population which was 16% of the population of Dublin 
County Borough. In many of the wards, people aged 15-24 form 
a higher proportion of the population than they do in the rest of 
the country. In 1979, the population estimate for those aged 
15-24 living in these wards was 17,037 and this represented more 



than 20% of the population in 10 of the wards. Those in this age 
group increased by 80% between 1971 and 1979. 

The most recent data on housing, household composition and 
socio-economic characteristics for the wards is that from the 
1971 Census of Population. The Central Statistics Office has 
agreed to make available, prior to publication, provisional esti- 
mates from the 1981 Census of Population. These will be used 
to build up a "ward profile". While a single variable may suggest 
socio-economic well-being or deprivation, the clustering of sim- 
ilar types of variables in a particular ward strengthens the 
evidence. 

The study of the physical consequences of the Stardust Dis- 
aster included an examination of the post-mortem reports from 
the inquest files and of copies of the death certificates which 
were issued by the Coroner for the City of Dublin, following 
inquests heard early in March 1982. For those who were injured 
and admitted to hospital, each of the consultants who was 
responsible for the care of the patient(s) was contacted. Per- 
mission was sought and obtained to  gain access to the patients' 
hospital charts in order to extract specific items of information. 
Guarantees were given that all information collected would be 
treated as strictly confidential and that only a statistical analysis 
based on the whole group of patients would be derived.pames 
and addresses were also obtained for those who were assessed 
or treated in hospital accident or emergency departments. 

Of those admitted to the disco the majority were in the age- 
group 18-25. The age distribution of those at the disco was 
reflected in the ages of those who died (average age 19.6 years). 

Analysis showed that almost 50% of those who died and 45% 
of the whole group of dead and injured lived in three wards, 
Artane G, Artane A and Coolock B. The housing in these areas 
was modern, the population grew rapidly since 1966 and there 
was a large increase in the 15-24 age group between 1971 and 
1979. 

The most frequent cause of death was multiple burns and 
smoke inhalation, including poisoning by carbon monoxide and 
cyanide gases which were released by furnishings etc. during the 
fire. 

The most common diagnosis in the group admitted to hospital 
was related to the effects of smoke inhalation on the respiratory 
tract or burn injury, or a combination of these injuries. Fifty 
per cent of those admitted to hospital were discharged within 
four days. Twenty patients were hospitalised for ten days or 



more and 16 were being followed up in the hospital out.pa 
department for one year or longer after the fire. T~~ pa 
had one operation under general anaesthetic, three patient 
two and three had more than two operations. 

After the fire the most frequent impairment was scarri 
following burn injury, which occurred in 39% of those admitte 
Twenty per cent of those admitted had scarring at multiple sit 
and 15% had scarring of the hand(s). Following discharge from 
hospital 24% of patients were considered to have an anuietw . & - . I 
state or depression. 

For all of those who were injured and who were consequently 
impaired physically andlor psychologically, it must be remem- 
bered that the individual's ability to compensate with other 
skills and his social support will determine the long-term out- 
come. Those injured were young and most were not yet estab- 
lished in their careers. At least 21% for whom employment 
status was known were unemployed. In this social context even 
seemingly minor physical andlor psychological impairments fol- 
lowing injuries sustained in the Stardust fire may increase 
significantly the social disadvantage of an already vulnerable 
group. 





FRIEDREICH'S ATAXIA AND OTHER HEREDITARY 
ATAXIAS 

The Medico-Social Research Board of Ireland is carrying 
out research into the hereditary ataxias supported by the 
Friedreich's Ataxia Society (Chairman, Mr. Tim Creedon). 
Ataxia is the inability to co-ordinate voluntary movements. The 
Board is also assisting the Society to find sufferers from 
Friedreich's ataxia and other hereditary ataxias in Ireland who 
may not be aware of the work of the Society. This is being done 
with the help of the data from the Hospital In-patient Enquiry 
Scheme. Because this information is confidential the patient 
cannot be approached directly but the patient's hospital con- 
sultant and then the home doctor, will be asked if they would 
be willing to inform the patients or their families about the 
Society and the services that it offers for Friedreich's ataxia 
patients. In this way, many more families who have members 
suffering from Friedreich's ataxia and similar hereditary ataxias, 
will be kept informed of the services offered for suffereis by the 
Society and of the progress of research and treatment. More 
than half of such patients admitted to hospital are unknown to 
the Society. 

The second research project on the hereditary ataxias is to 
draw up family trees for each family which is collaborating with 
the study. Several disorders are included under the general 
umbrella of the Friedreich's Ataxia Society and sufferers from 
a number of other hereditary ataxias have joined the Society. 
Friedreich's ataxia, the most frequent form of hereditary ataxia, 
is inherited as a Mendelian recessive character; that is the gene 
is held by both parents of the patient but the parents do not 
have symptoms of the disorder. In a significant number of the 
families so far studied the illness is not Friedreich's ataxia but 
one of a number of similar hereditary disorders where the 
inheritance may occur as a Mendelian dominant and not as a 
recessive characteristic, that is, inheritance through one side of 
the family only. The importance of understanding the type of 
inheritance involved in serious inherited disorders, such as the 
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CYSTIC FIBROSIS 

Cystic fibrosis is the most common disorder to be inherited as 
a recessive characteristic, that is the gene is inherited from both i 

parents who do not have the symptoms of the disorder. Before ! 

1960 most children with cystic fibrosis died as a result of chronic ! 

suppurative lung disease in early childhood. In recent years 
there has been a marked improvement in survival rates. In 1972 
the Board undertook a study comparing the prevalence of cystic 
fibrosis, and also of coeliac disease, in Ireland, Scotland and 
England and Wales.' This study showed that cystic fibrosis was 
somewhat more common at that time in Ireland than in Scotland 
and England and Wales and it was more common in the Mid- 
Western Health Board area than in the other health board areas 
in the Republic. In a recent study in Northern Ireland, it has 
been shown that the prevalence of cystic fibrosis there was 1 in 
1857 births and that there was a low prevalence rate in Cdunties 
Derry and Armagh and a high prevalence rate in the dounty 
borough of Belfast2 

The Cystic Fibrosis Association of Ireland (Chairman, Mr. 
A. C. Patrick) is supporting the Board in a study to ascertain 
the prevalence and distribution of cystic fibrosis in the Republic 
of Ireland and also to ascertain the outcome of treatment and 
extent of survival. 

The study has commenced by the collection of the names of 
doctors of cystic fibrosis patients from the Hospital In-patient 
Enquiry Scheme. Other sources of information are the patients 
who are members of the Cystic Fibrosis Association, those in 
the congenital abnormalities registers in the Eastrern and Mid- 
Western Health Board areas and the 500 patients diagnosed as 
cystic fibrosis included in the Long-term Illness Scheme. 

It is proposed that the doctors of patients with cystic fibrosis 
will be told about the work undertaken by the Cystic Fibrosis 
Association. They will be asked to pass on information to the 
patients' families about the help available from the Association. 
The Association produces excellent pamphlets which are of help 
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in guiding patients about their diet and the avoidance and 
treatment of respiratory infections. 

Because cystic fibrosis is inherited as a recessive characteristic, 
it is of the grcatest importance that non-affected siblings and 
relatives should be advised of the wisdom of not marrying a 
;elative who might also be carrying the gene for the disorder: 
~t present very little genetic counselling of this nature is taking 
place in Ireland. For each patient suffering from cystic fibrosis 
there will be, on average, two other members of the famijly who 
carry the gene. That is, they have inherited the gene from one 
parent only. (See diagram). 
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A Mendelian Recessive Disorder 

Each person receives a gene, either a normal gene (N) or the 
gene for cystic fibrosis (CF) from each parent. 

Example: Two carriers N X CF marry, the possibilities for 
their children are: I 

N.N. N.CF CF.N CF.CF 
I Carriers 1 lcystic fibrosis 1 
heterozygote homozygote 

On average: One-quarter of the children do not carry the 
gene, i.e. N.N. 
One-half of the children are heterzygote, or 
carriers, i.e. N.CF. 
One-quarter of the children have the cystic 
fibrosis gene from both parents and are 
homozygote and have the disorder, i.e. CF.CF. 



CONCLUSION 

In the past the relationship between doctor and patient was 
on a one-to-one basis and the contract between physician and 
patient was a private affair and no one else's business. This 
arrangement served both patients, physicians and society well 
until recently when the costs of medical care have increased 
dramatically and health care has begun to compete with other 
social needs such as housing, transportation, education, heating, 
recreation and so forth. Available resources are, indeed, limited 
and difficult decisions must be made and priorities set. Decisions 
by physicians determine the greatest part of medical expenditure 
and physicians are, therefore, the key persons in the setting of 
priorities but nothing in their training gives them any great 
expertise to act wisely in making these hard choices although 
very often society is paying the bill, not the patient. It is on this 
account that cost benefit studies have become more and mpre 
essential. It is necessary to assess most carefully new techno?o- 
gies and procedures and therapies so that the benefits and costs 
are known and to educate the profession and the public to 
accept that medical decisions are based on probabilities of 
success or failure and that, therefore, it is necessary to stop 
gambling expensive and scarce resources on long shots. There 
is, therefore, a strong argument for the allocation of more 
support nationally for medical and health service research and 
for the further development of preventive medicine into clinical 
practice. There is very good evidence that many illnesses that 
affect us to-day, heart attacks, strokes and cancers are, in the 
main, preventable. 

The commonest cause of death in Ireland is ischaemic heart 
disease, or heart attacks. In women, the risk of dying from a 
heart attack, according to the national statistics, is 2.3 times 
higher than the mean for all of the countries of the E E C  taken 
together and is five and a half times the risk of dying of a heart 
attack in France. For men, Ireland matches the United Kingdom 
in having the highest heart attack rates in the EEC.' There is 
very good evidence that heart attacks and strokes are mainly 



associated with cigarette smoking, diet and lack of exercise. The 
control of high blood pressure and diabetes mellitus is also 
important. The Board continues to monitor the extent of ciga- 
rettc smoking in Ireland and proposes in 1984 to undertake an 
ongoing national nutritional survey. The usual diet in Ireland is 
very high in animal fat, for instance milk products and "fries". 
Change in national diet will mean changes in farming practice 
and in the food distribution trade. Nevertheless, this is a likely 
change which must be faced. 

During 1983, unemployment in Ireland increased still further 
and its consequences are particularly serious in the central city 
area of Dublin. The lack of job opportunities for young people 
may result in an attempt to escape from reality by the use of 
illicit drugs. The epidemic of heroin usage which has occurred 
during the last 4 years is particularly disturbing. 

The heroin problem is serious in north-central Dublin where 
a Board study showed that 10% of young people aged 15-24 
years had taken heroin during the previous year.2 Towards the 
end of 1983. the Special Government Task Force on Drug 
Abuse asked the Board to undertake four further studies on 
illicit drug usage which are now being carried out. In addition, 
the Board has analysed the characteristics of patients treated at 
Jervis Street Hospital and of those charged by the Gardai Drug 
Squad by sex, age group and area of residence. The analysis 
shows that no area of Dublin is free from the problem of illicit 
drug use. 

The drug problem in Ireland is p a t  of a world wide problem. 
It has been raised as a major issue by the Irish delegates at the 
European Parliament. There is great need for a central inform- 
ation source that will have available information about the drug 
problem. 

The Board is continuing its studies on the factors that decide 
women resident in Ireland to go to England to have their 
pregnancy terminated. The majority of these women are unmar- 
ried. The Board has been receiving a form for each termination 
from agencies in England which contains confidential inform- 
ation but no names or addresses are given. This study provides 
basic data about the factors associated with the termination of 
pregnancy, for instance age, occupation, area of residence in 
Ireland, how many weeks pregnant, the number of previous 
pregnancies, if any, the use or non-use of contraception and, 
where relevant, the type of contraception used. The Board is 
also studying the characteristics of unmarried mothers who 



decide to continue with their pregnancy. It will be possible 
compare and contrast the factors that influence the unmarrie 
woman to decide to go to England and have her pregnant 
terminated or to continue with the pregnancy. 

Other studies that will take place in 1984 include research 
based on the very successful register of congenital abnormalities, 
EUROCAT; further studies on the care of the mentally handi- 
capped and, m particular, whether they should be cared for at 
h&e or in s p e c h  hostels and the cost effectiveness of such care 
in both financial and human terms. Studies are also under 
consideration on the effects, social, physical and psychological 
of unemployment. 

The Board notes that the future of the health services is under 
review at present and that a Green Paper on this is due to be 
published. Two recent reports - "Health Services - The 
Implications of Demographic Change", published by the 
National Economic and Social Council, and "Proposals for Plan, 
1984-87" published by the National Planning Board, give con- 
trasting outlooks to the future. The first, having examined the 
services in the light of expected population changes, shows that, 
at constant prices, health expenditure for 1991 will need to be 
11% to 13% higher than in 1979 if the same consumption 
batterns are to be maintained. The National Planning Board 
Report on the other hand recommends that expenditure in real 
terms be reduced in 1985 by 3%, in 1986 by a further 4.5% and 
in 1987 by 4.5%, indicating that "economies in health expend- 
iture should as far as posslble be achieved by reducing the inputs 
to the health services (beds, drugs, payments to doctors, nurses, 
hospital buildings, administrators, etc.) rather than by reducing 
the quantity or quality of beneficial and necessary care delivered 
to the public". 

The Medico-Social Research Board has doubts about the 
realism of the recommendation of the National Planning Board. 
However, it is recognised that the general economic outlook is 
such that the efficiency and effectiveness of all parts of the 
health service must continue to be studied intensively. The 
Board will welcome the opportunity to take part in such studies. 
The inter-relationships between economic development and 
health planning has not received enough detailed attention in 
the past. There is plenty of evidence to show that the high 
consumption of cigarettes and alcohol and the generally rich 
diet of the Irish people are not only major causes of illhealth but 



also contribute to the greater recourse to health care facilities 
experienced in recent years. 

its future programme, the Board would hope to carry out 
more studies with the aim of giving to the Minister for Health 
more specific information on the consequences for health of 
economic development programmes and of advising on the 
effectiveness and efficiency of particular health care pro- 
grammes. If we follow the same trend that has already appeared 
in the United States and greatly reduce cigarette smoking, 
change the pattern of diet, increase the amount of exercise and 
control blood pressure, there is every reason to expect that both 
heart attacks and strokes will diminish in frequency. These 
changes, we hope, will be hastened by a proposed Karelia type 
project that the Board will undertake with the Irish Heart 
Foundation and the South-Eastern Health Board in Co. 
Kilkenny. This will combine health education with the monitor- 
ing of risk factors. We can also greatly reduce the morbidity 
and mortality from cancer of the lung and some other cancers 
by stopping smoking. Changes in diet could reduce the risk of 
developing the gastrointestinal cancers, for instance by being 
moderate in alcohol consumption and by eating more fibre in 
the diet and less animal fat. The most effective way of reducing 
the amount of ill-health in the community is by a change in 
lifgtyle and this more than any other measure will greatly 
reduce the cost of ill-health. 

There is great need for a move away from care in hospital 
beds towards treatment in day hospitals and in the community. 
It is no longer necessary to follow the old adage that "we must 
keep the hospital bed warm". All these changes in services 
require monitoring and assessment and come within the orbit of 
the Board's work. 

Most illnesses result from the interaction of genetic and 
environmental factors, which includes the general environment 
and the person's lifestyle. Very little advice is given in Ireland 
about the important genetic factors in ill health. This is shown 
in the studies reported here on Friedrich's ataxia and cystic 
fibrosis. 

There may have been a failure in our education of young 
people for life, for example, in their approach to smoking and 
illicit drugs and in relationships between the sexes and with their 
peers. There has been and no doubt will continue to be a change 
in attitude in Ireland from an authoritarian approach to that of 
autonomous thinking. It will continue to be difficult to persuade 



young people that they should not take illicit drugs when the 
older generation so frequently takes an excessive amount of 
alcohol and continues to smoke. Disillusionment among the 
young is aggravated by unemployment particularly among 
school leavers, by the older generation's failure to resolve the 
political situation in the North of Ireland and, in the inter- 
national field, by the ever present threat of a nuclear war. 

There are a number of other areas in which the Board would 
like to undertake research in the future, for example on the 
perhaps excessive consumption of often unnecessarily expensive 
prescribed drugs, on whether the weaker members of the com- 
munity have the access to medical services that are theoretically 
being provided for them, that is whether "those who need most 
get most", on the effect the increased level of personal and 
social services has had on the general state of health in the 
community, particularly for those who are socially deprived or 
handicapped. In Ireland, as in the United Kingdom3 and other 
countries, both morbidity and mortality is higher among the 
poor or lower socio-economic group. 

At the entrance hall of the Medico-Social Research Board is 
a quotation by Professor Major Greenwood which is also at the 
entrance of the Department of Social Medicine, Queen's Uni- 
versity, Belfast: 

"Do not forget that there is a Research Laboratory greater 
even than the Cavendish; the streets, the homes, the fac- 
tories in which common people pass their lives. . . . There 
is the Laboratory of him who adds to our knowledge of 
Social Medicine". 

We hope that this report will show that we have lived up to this 
ideal. 
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