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Services for the I11 and Dependent Elderly. 
Introduction: 

A Task Group to develop an action plan for the provision of community 
services for the I11 and Dependent Elderly was set up by the Programme Manager for 
Community Care in March 1995 The brief for the group was to describe current 
services and to plan for future services together with developing costings for the plan. 

The time scale given to'produce the action plan was short and therefore 
did not allow in depth analysis and detailed planning. However the plan produced will, 
it is hoped be the basis for interdisciplinary and intersectoral service provision. 

In 1989, following on the government publication of "The Years 
Ahead," A policy for the Elderly, the Eastern Health Board published a policy 
document "Services for the Elderly". This document was used as the basis for 
evaluating the progress made in provision of services for the elderly and the objectives 
stated in that document continue to underpin the plans for services for the I11 and 
Dependent Elderly. 

As the brief of the Task Group was the planning of Community Care 
services for the ill and dependent elderly such services were given precedence. 
However as the objectives include the provision of a "seamless" service to the patient 
it was inevitable that the group would make recommendations that impinge on all 
Health Board Programmes and other statutory and voluntary agencies. It is hoped that 
this will lead to useful discussion and co-operation with all Health Care Sectors to 
provide a firmly based structure for care of the ill and dependent elderly into the 21st 
century. 
Demoeraohic Backwound: 

I % of total E.H.B. Elderlv I 8.8% I 9.4% I 1.06% I 
I Population *Estimate* I 

It is clear that already there has been a striking rise in the numbers of 
those over 85 years in the Eastern Health Board region and also in the other age 
categories. Population projections available all agree that there will continue to be a 
substantial increase in the numbers of elderly particularly the "old o l d  well into the 
next century. The use of health services increases with increasing age and it is likely 
that this pattern of health service use will continue. 



Obiectives for the Provision of Services for the Elderly: 

The Eastern Health Boards objectives for the provision of services for 
the elderly continue to be: - 

1. To maintain people in dignity and independence in their own home. 

2. To restore those people who become ill or dependent to 
independence at home. 

3. To encourage and support the care of the elderly in their own 
community by family, neighbours and voluntary bodies in every way possible. 

4. To provide a high quality of hospital and residential care for elderly 
people when they can no longer be maintained in dignity and independence at home. 

5. To co-ordinate the existing services into a cohesive package 
unrestricted by programme or service agency boundaries with the sole objective of 
providing the best and most comprehensive range of care for the elderly. 

The Health Strategy, underpinned by equity, quality of service and 
accountability adds a further dimension to the list of underlying principles in the 
services for the elderly policy document which states that the services should be: - 

Planned,Comprehensive,Accessible,Responsive,Flexible,Co-ordinated, 
Integrated, Cost effective. 

Focus on Health Gain & Social Gain. 

The Health Strategy emphasises health gain and social gain, that is, that 
patients and clients of the health or personal social services should receive a clear 
benefit (or outcome) from their contact with the health care system. 

The Eastern Health Boards action plan for the elderly uses the basic 
requirements that a health gain or social gain must be present to justify prioritisation of 
particular objectives and targets for ill and dependant elderly. 

Health Gain: 

This is concerned with health status - adding years to life in terms of 
increased life expectancy and adding life to years in terms of improvements in the 
quality of life through care or alleviation of an illness or disability or any other 
improvement in the health of the individual or population at which the service is 
directed. 



Social Gain: 

This is concerned with broader quality of life issues and includes the 
provision of a safe and acceptable environment and provision of support services 
which aid patients and their carers. 

The evaluation of the effectiveness of services for ill and dependant 
elderly is an integral part of the management of services and use of specific measures 
of health and social gain should be an important aspect of the action plan for services 
for the elderly. 

Evaluation of Structures Proposed by the Sewices for the Elderlv Policy 
Document. 

The policy document suggest that the many services and facilities for 
the elderly should be organised into a cohesive service by implementing certain 
structures within the Boards area. 

However the execution of some of the plans for these structures 
encountered hindrances. It is now an opportunity, as the management structures 
within the Board are entering into a period of change, to assess the previous successes 
and difficulties encountered and to build on experience to provide suitable frameworks 
for strengthening and supporting the services. 

a) Advisory Committee on the Elderly. 

This committee was to consist of personnel including Programme 
Managers of the three Programmes, a board member of each Local Authority area, a 
Co-ordinator of Services for the Elderly, a Director of Community Care & Medical 
Officer of Health, a Consultant Geriatrician and Consultant Psychogeriatrician, a 
Superintendent Public Health Nurse, a representative from Community Welfare 
Services, an Irish College of General Practitioners representative, a representative from 
the Housing Department of the Local Authorities and a representative from the 
Voluntary Organisations. 

This committee was not put into place and therefore its roles as 
described in the policy document were taken on by other groups, in particular the co- 
ordinators of services for the elderly 

b) Care Teams. 

In the Government Policy Document "The Years Ahead it was 
suggested that services for the elderly should be organised in districts serving a 
population of 25,000 to 30,000 persons However it was felt in the Eastern Health 
Board that the existing Community Care areas should continue to form rhe basis for 
local service provision. 



Care Teams were set up in each Community Care Area, chaired by a 
co-ordinator of services for the elderly and including a Public Health Nurse, a Medical 
Officer and Matron from the local Hospital or homes for the elderly. a Community 
Psychiatric Nurse, a representative of the local branch of ICGP, a Community Welfare 
Officer, a voluntary organisation representative, a Local Authority Housing 
representative, a Consultant Geriatrician, a Consultant psychogeriatrician or Clinical 
Director and an Administrative Officer. 

Initially the care teams met and identified certain needs and priorities in 
regard to services. However it soon became obvious that the care team structure was 
too unweildy to hlfil a number of the tasks assigned to it in the document and 
therefore most of these tasks were taken on by the co-ordinators of services for the 
elderly. The care team did establish intersectoral links which have remained vital to the 
accomplishment of plans for the services for the elderly in the intervening years. It is 
probable that the new area management structures will allow further links to be 
developed based on hospital catchment areas and including the various sectors 
involved in care of the elderly. 

Communications: 

As the boards management structures are changing it is opportune to 
target the communications processes and structures which will allow development and 
implementation of policies for the provision of services for the elderly which reflect the 
general principles outlined in the objectives for such services Analysis of the care 
teams hnctioning since their implementation has shown that the basic structure has 
much to commend it. However there has been little opportunity for upward flow of 
the information to influence policy decisions. Similarly, without the senior managerial 
impetus to follow through on planning and implementation the services tend to 
develop in a piecemeal manner. The task group therefore suggest that new structures 
to replace the care teams and to fill the gap which is apparent at an inter departmental 
level because of failure to institute the advisory committee on the elderly should be 
devised. 

Recommendations: 

1. A policy group for the elderly at regional level should be set up. 
Members of the group should include the CEO or a nominated representative from the 
senior management team, the Director of Public Health or Specialist in Public Health 
with responsibility for the elderly, a senior administrator with responsibility for services 
for the elderly and a co-ordinator of services for the elderly. 

2. As the new area management structures are put in place the 
opportunity should be taken to develop area teams for the elderly comprising all heads 
of discipline within each area and including a geriatrician and psychiatrist of old age or  
psychiatric clinical director. The area team for the elderly should also include a local 
authority housing representative and where possible a representative of voluntary 
organisations. Other members can be co-opted onto the team if it is considered that 
they can contribute to the team. A co-ordinator of services for the elderly should act 
as chairperson of the team. 



3. The task of the policy group would be to develop medium and long 
term policy and strategy for services for the elderly. It is envisaged that upward and 
downward communications between the policy group and area teams would be 
facilitated by the presence of a co-ordinator of services for the elderly on the policy 
team. 

The area teams for the elderly would develop area profiles and guide 
and participate in area needs assessments. This information would then be conveyed to 
the policy group which would thus be enabled to base policy and strategic decisions on 
relevant information. 

4. It is recommended that the area team for the elderly should have 
responsibility for providing services within an agreed budget. 

5. It is recommended that every opportunity should be taken by all 
those involved in provision of services for the elderly to emphasise the need for liaison 
between departments at governmental level. It is recognised that government policies 
may impact on the elderly and it is recommended that the policy group and area teams 
should act as advocates for the elderly. Resources should be made available for impact 
studies to reassess the effect of changes on government policies on the elderly in the 
Eastern Health Board area. 

Co-ordinators of Services for the Elderlv. 

In line with "The Years Ahead" and the Eastern Health Board policy 
documents on services for the elderly, in 1990 the Directors of Community Care & 
Medical Officer of Health (DCCMOH) designated the role of co-ordinators of services 
for the elderly (CSE) to doctors working in Public Health Medicine The Co- 
ordinators role is a public health hnction so the task was give to experienced doctors 
with skills in epidemiology management and health economics. In Community Care 
Areas (CCA) 1 and 10 these were h l l  time posts, in the other areas the doctors carried 
out their co-ordination duties on a half time basis concluding the work with other 
duties. Replacement doctors were employed at Area Medical Oficer grade. 

From the outset needs assessment formed a major part of the work and 
both as individuals and as a group the co-ordinators developed profiles of the elderly at 
local and Health Board regional level. Area Care Teams were established, District 
Care Units were planned, monitored and evaluated. Collectively the co-ordinators 
undertook a number of projects and submitted reports and proposals to senior 
management for the continued development of the service. Links were formed with 
the acute hospital and special hospital programmes and other statutory and voluntary 
agencies at local national and international level. Every effort has been made to 
achieve the aims of the Eastern Health Board policy documents within the budget 
assigned to the services. 

The advent of the Health (Nursing Home) Act 1990 added greatly to 
the work of the co-ordinators. Due to this increased work load and other 
commitments a number of co-ordinators were unable to continue in the role so that 
only three of the original co-ordinators are now in post. These changes were 



unavoidable but have given rise to problems of continuity. In some areas replacements 
have been difficult to find. 

The post has developed considerably from what was originally 
envisaged. Because there was no accepted formal job description it has become a 
catch all for everything to do with the elderly population. The half time concept of the 
post has long gone and while the co-ordinators believe this is a worthwhile and 
satisfying job the constraints of time and managing limited resources mitigate against 
developing the role properly. 

Recommendation: 

1. The role of co-ordinator of services for the elderly should be 
reviewed and redefined. 

2. The post should be placed on a formal footing with a proper job 
description. 

3. The post should be pitched at Senior Area Medical Oficer level as 
recommended in "The Years Ahead" document. 

4. If the proposed administrative changes for the Eastern Health Board 
area are implemented the Co-ordinator post should be full time and broadened. It is 
envisaged that there should be one Co-ordinator of Services for the Elderly in each 
new geographical area 

Health Promotion: 

The Health Promotion approach is based on encouraging people to take 
responsibility for their health and or providing the environmental support necessary to 
achieve this. Therefore special encouragement must be given to elderly people whose 
motivation, lifestyles and quality of life could be improved by their own actions. It is 
hoped that the planned Health Promotion Strategy from the Department of Health will 
not only concentrate on those diseases which can be prevented by action in early life 
but also will bear in mind that disease and disability can be avoided or postponed by a 
healthy active lifestyle in the middle years and beyond. In addition it must be 
remembered that there are certain conditions and occurrences which lead to disabilities 
in later life which can be reduced by a health promotional approach. 

Increasing the average number of years of life after the age of 65 that 
individuals live without disability or significant disease is a recognisable health gain. 
The achievement of such a delay in onset of disabling conditions will reduce demands 
placed on health care services and will allow redeployment of available resources. 

promo tin^ Healthier A z e i n s  

The Eastern Health Board has, in the past, supported initiatives 
working towards promoting healthier ageing by working with the National Council for 
the Elderly, and statutory and non-statutory agencies. And in response to the "The 
Years Ahead established: - 



(1) District Care Units 

(11) Appointment of a Dietician to develop a nutritional pack for the 
elderly. 

(111 Improved intersectoral linkages 

However it is the responsibility of health care providers to actively 
promote healthier ageing, not only by-working with agencies involved in the care of 
the elderly but by means of definite policy. 

This policy must acknowledge the role of primary health care in disease 
prevention and health promotion. The identified risk factors are well documented and 
realistic strategies are required to combat them. 

The factors which have to be considered are: - 

(1) Housing. 

(11) Income and Retirement 

(1 11) Social Network 

(iv) Life-style - e.g. exercise, nutrition 

(v) Safety. 

(vi) Carer's needs 

Many of these factors are being dealt with in other sections of this 
document. The issues relating to life-style will be discussed here. 

It was cited in "Health Promotion for the Elderly - A Literary Review 
and Data Source" that health problems among the elderly were commonly believed to 
be inevitable but that many of these problems can be prevented or treated. 

The Health policy published in 1986, Health - The Wider Dimensions 
states, "for the future, Primary Health Care will be regarded as the central component 
of the health care system supported by well organised and efficient secondary and 
continuing care sectors". It went on to clarify that primary care will "incorporate a 
comprehensive iterated, multi-disciplinary provision of care for individuals, families 
and communities. It is not confined to medical care and curing but also encompasses 
prevention, health promotion, rehabilitation and a ranse of personal social services". 
Thus old age may certainly be moving towards the W.H.O. priorities of ensuring equity 
in health, adding life to years, adding health to life, and adding years to life, and 
ensuring that old age need not imply ill health or dependency. 

Indeed the importance of tackling the issues of promoting healthier 
ageing is increasing as greater numbers of the population are reaching old age and very 
old age. Present demography gives clear indication of the geographic areas which will 
be hit by the "age explosion" for the next three years and strategies need to be adopted 



now to target these areas as well as looking beyond to the future trends. Services must 
be developed on a needs basis taking into consideration the accepted factors which 
may determine the "health of the elderly. 

Hynes et al state "preserving health, functional independence and 
is the goal of health promotion in the elderly and should be actively 
However in pursuing this we must consider all groups of the elderly: 

(a) Active elderly ' 

(b) Dependent elderly 

(c) The future elderly 

We must also consider the causal relationships which exists in the 
elderly between: 

Nutrition - 

Exercise - 

- 

- 

Falls & - 

accidents 

Visual andlor 

Hearing loss - 

Smoking - 

Disease - 

Chronic disease 

Osteoporosis 

MedicationiPolypharmacy 

Coronary Heart Disease 

Obesity 

Balance, Gait 

Balance & Gait 

Environment 

Poly Pharmacy~Medication 

Social isolation 

Safety 

Coronary Heart Disease 

Mobility 

The E.H.B. will require a co-ordinated, comprehensive, multi 
disciplinary approach to realistically tackle these issues. Many of the factors relating to 
life-style will require large scale education to attempt to change public attitude to 
health and empower people to be responsible for their own health and well being even 
in older age. 



The General Practitioner has also been identified as being a key figure 
in determining the extent to which domiciliary care for the aged will be feasible. "The 
Years Ahead" discussed the availability of primary medical services to all elderly 
through G.M.S. scheme and identifies the G.P. as being as the first professional called 
by the elderly person when ill. Hidher decisions are critical to the subsequent care of 
patients and the mobilisation of resources for their care". Consequently, a large 
proportion of referrals to other health professionals in community care could originate 
from the G.P. This document also cites the concept of "case finding" to be an essential 
tool in early detection of established disease and assessment of the physical, mental and 
social function of the patient. It went further to recommend that it be developed as 
part of the "normal" part of General Practitioner care for the elderly. It would be 
expected that elderly at risk would be identified to other health professionals as part of 
this anticipatory care, and intervention would take place as required. 

We therefore have to consider the services which are presently available 
to the elderly population -well and dependent. Serviceslcare provision must be 
considered in parallel with health promotion in order to fulfil principles of health and 
social gain. "Health Promotion stands little chance of success if basic health care 
provision is inadequate" (Hynes et al). 

Recommendations: 

1. That a forum for open consultation be established between health 
care professions facilitated by G.P. Units and that individual general practitioners 
should be facilitated and encouraged to attend case reviews and case conferences on 
elderly patients. 

2. A series of multi disciplinary seminars each year to educate and raise 
issues concerning the elderly should be planned and organised by co-ordinators of 
services for the elderly in association with other interest groups. 

3. Better use of media, in particular T.V. programmes aimed at the 
over 65's to disseminate information on diet, budgeting and food preparation with 
special reference to those who may have some degree of handicap. 

4. Development of dietary advice, leaflets for the elderly which provide 
information on food appropriate to the age group which easy to purchase and easy to 
prepare. The advice should also be easy to read. 

5. Dieticians with special interest in the elderly to serve the community 
accepting referrals from health professionals. 

6. Education of health professionals about the nutrition problems 
specific to the elderly, how to screen for these and possible treatment strategies. 



7. Development of food with high concentration of macro and 
micronutrients. The food should be acceptable to this age group, easy to cook and in 
an easy to open container. The food should be available widely and distributed in a 
similar way to baby food. 

8. Improved instruction regarding drug usage, their dose and reason 
for use. Labelling should be user friendly - large print and clear wording. 

Domiciliaw Care for the Elderly: 

In line with the policy documents increased resources have been 
provided to allow improvements in the provision of care for elderly people in their own 
homes. The roles of voluntary and private agencies providing domiciliary care are 
changing and expanding and must be integrated into a comprehensive package of care 
options for the elderly. The roles of various agencies are further developed later. 

District Care Units: 

Since the District Care Units (D.C.U.s) were set up at the end of 1990 
changes have been introduced in the various Community Care Areas in order to 
respond to the various needs uncovered by the provision of local services to the elderly 
community. 

For the first years of the operation of the D.C U s most areas confined 
admissions to patients who fell within the original criteria for admission i e. a multi- 
disciplinary team input for a fixed period of time (12 weeks) to patients with 
rehabilitation potential to live in the community with normal community supports. 
Over the first year, while at first admissions were confined to patients who had been 
seen by a Geriatrician, it rapidly became apparent that general practitioner access 
would greatly enhance the delivery of the service. After a brief pilot period in one 
Community Care Area where no major difficulties were encountered in allowing 
general practitioners to have access to the service, this was extended to other 
Community Care Areas. Subsequent to this, it was also found that other hospital 
consultants wished to refer to the District Care Units, and in most areas, this now 
happens. 

1. The Acute District Care Unit: 

This uses the original criteria, as outlined above, and requires the input 
of a multi-disciplinary team. The service is available in all Community Care Areas but 
not throughout all of each areas. A standard form is used to refer to the District Care 
Unit and referral sources are as outlined above - General Practitioners and Hospital 
Consultants. The General Practitioner retains clinical responsibility for the patient in 
the District Care Unit. In most areas, the General Practitioner is invited to attend an 
initial Case Conference about the referral. Alternatively, the Team Leader or the Co- 
ordinator of Services for the Elderly may liaise with the General Practitioner by 
telephone. When the patient is discharged from the District Care Unit practices vary 
between Community Care Areas. In some Community Care Areas, the General 
Practitioner is sent a discharge letter. In other areas, telephone contact only is made. 



Home Help participation in the District Care Unit varies. In one or two 
areas, the Home Help Organiser occasionally attends the District Care Unit meetings if 
it is felt to be appropriate. However, in most areas there is local liaison and telephone 
liaison with the Home Help Organisers where required by members of the team. 

Once a patient is admitted to the District Care Unit, the full Team is 
used as required to include Nurses, Care Attendants, Physiotherapists, Occupational 
Therapists and Speech Therapy if necessary. A Care Plan is usually drawn up at the 
commencement of the admission and the care is reviewed at meetings in each area. In 
some areas, accounts of these meetings are also sent to the General Practitioner who 
may be invited to attend if there is a problem with a patient. 

The average length of stay of patients varies throughout the Health 
Board from six weeks to approximately fifteen weeks The average number of patients 
accommodated by the District Care Unit in each area also varies. 

The District Care Unit model allows a form of case management to be 
provided which allows the development of individualised packages of care Such case 
management is based on the functional assessment of the individual rather than a more 
medically oriented attempt to diagnose and treat specific diseases. The medical 
diagnosis and appropriate treatment of illness in old age is just part of a much wider 
spectrum of care aimed at minimising health gain and social gain. It is important to 
emphasise that while the focus of service is the elderly individual, the services are 
targeted not only towards that individual but also towards their social support 
networks. The multidisciplinary approach of the District Care Unit has proven 
successful in supporting patients and carers within their own community and seems to 
be associated with a high level of satisfaction not only from patients and carer's but 
also from the staff involved in such team care Lack of social work services is 
noticeable. There is a consensus that social worker participation is vital. 

Enhanced Communitv Suvaort: 

It became apparent early in 1992 that certain patients who were in the 
District Care Units could not be handed back to ordinary community services but 
would require a degree of enhanced care in order to continue to be supported at home. 
It also became apparent that some patients required only care attendant support 
supervised by Public Health Nurses to facilitate early discharge from hospital or to 
prevent admission to hospital. Over time therefore the District Care Units provided a 
base from which other enhanced domiciliary support services developed. 

In one Community Care Area a Chronic Care Unit was developed based 
closely on the District Care Unit format. Referral to the Chronic Care Units is made 
either by Public Health Nurses or Genersl Practitioners The length of stay is limited. 
Patients receive Occupational Therapy and Physiotherapy service from the team which 
in fact uses the resources generally allocated for a second District Care Unit in the 
area. In most other Community Care areas an extended care facility is available on a 
less formal basis. An increased number of care attendants was trained and these 
attendants were allocated to Health Centres where they work under the direction of the 
Public Health Nurse. In addition registered general Nurses are used outside the 
District Care Unit to provide enhanced domiciliary care where resources allow 



However in general patients who require such enhanced care must wait to receive 
physiotherapy and occupational therapy on the ordinary community list and may not 
receive priority due to present resource difficulties While some patients receiving such 
enhanced nursing care may have already been through the District Care Unit and 
therefore have benefited from a multi disciplinary approach many others have not. The 
value of a team based assessment and regular review is clear in the District Care Unit 
and it is therefore suggested that a similar case management approach would be of 
benefit for the majority of patients who require enhanced domiciliary care. 

.+ Recommendations: 

1. Extension of District Care Unit facility throughout the Eastern 
Health Board area so that one unit is provided per 4,000 elderly In general this would 
mean that there should be three fully staffed care units per current community care 
area. 

Interim targets would be two District Care Units in each community 
care area within 18 months and increasing to three in each area within three years. 

2. That each District Care Unit should continue to be headed up by a 
Team Leader who would have responsibility for prioritising the District Care Unit 
service within a specific budgetary limit. 

3. Addition of social workers to District Care Team 

4. District Care unit to prioritise initial assessments of patients. 

5. That the Area Teams for the Elderly should oversee the 
implementation of the District Care Unit service within their own area ( Each head of 
discipline should also be accountable for the provision of area services within a specific 
budget for the elderly). 

6. On going review of area needs uncovered by the District Care Unit 
should be undertaken by co-ordinators of services for the elderly together with other 
heads of discipline. 

7. Expansion of the District Care Units facility should occur in 
association with an improvement in general community and other services for the 
elderly. 

Reeister of Elderly at Risk: 

It was decided in the context of the policy documents that a 
computerised register of elderly at risk should be set up in the Eastern Health Board. 
While the development of this register has proved dificult a database does exist at 
present which contains details of a high proportion of elderly people receiving nursing 
care in the community. It has proved disappointing as a basis for planning as updating 
of the information and accuracy of the information has been problematic. 



In summary the following problems have been found: - 

Firstly, the purpose of the register has never been clearly agreed by 
board of management and area personnel. The current format of the register requires 
an immense amount of data collection in the main about normal elderly people who do 
not require services. The immensity of the task of computerising such a large volume 
of data on the total elderly population would require for more resources than currently 
available and the volume of such information gathering and recording is doubtful. The 
information gathered rapidly becomes out of date unless a further large allocation of 
resources is provided for updating of the register. The concept of 'at risk' is not 
clearly defined and even if it were more clearly defined a centrally computerised 
register does not serve the purpose of immediate protection of individuals. 

Recommendations: 

1. That a locally based elderly register based on Public Health Nurses 
assessment records should continue to provide the data required at a local level to 
make readily available vital information in the event of emergencies. 

2. A task group should be set up to review the risk register and the 
resources currently devoted to it. The objective of this task group should be to advise 
on how these resources should be redeployed to enhance existing computerised service 
data bases and to suggest ways in which existing and planned data bases should be 
inter linked or networked so as to allow the development of a generally accessible 
central data source. 

3. That for planning needs and epidemiological purposes co-ordinators 
of services for the elderly should use existing data bases where appropriate in 
association with other vrofessional arouvs. In addition short locallv based survevs - .  
have been found to be useful for specific information gathering purposes and such 
surveys should also continue to be facilitated and implemented by co-ordinators of 
services for the elderly. 

Community Nursing Services: 

The Public Health Nursing Service is a vital part of providing care for 
the elderly in the Community. The P.H.N. role has been frequently hampered, 
particularly in the care of the more heavily dependent, by the lack of resources at her 
disposal. 

In recent years, the service has developed through on-going 
introduction of R.G.N and Home Care Attendant grades, as part of the team. We 
would see this trend continuing, with the P.H.N. being the key worker in her 
geographical area. This network of care, working closely with an effective Home Help 
Service, augmented Occupational Therapy/Physiotherapy/Social Work Service and 
appropriate Day Centre facilities, provides for a comprehensive approach to 
Community Care. 



The P.H.N.'s role includes: - 

- Needs assessment of the elderly, including maintenance of up to date 
computerised records of vulnerable clients and over 70 year olds. 

- Liaison with G.P.1 Community Paramedical Services/HospitaVHome 
Help Service and Voluntary Organisations to ensure a co-ordinated plan of care for 
those who need it. 

- Targeting resources e.g. R.G.N./H.C.A. to ensure quality standards of 
care - this will include twilight and week-end services. 

-Support for carers, through on-going education/advice and counselling 
and targeting hands on care and respite services. 

- Promotion of Healthy Ageing, through one-to-one contact and group 
work. 

- Assisting in the collection of epidemiological and research data, 
relating to the elderly. 

Recommendations: 

I. Level of Public Health Nurses must be maintained i.e. one per 2,500 
general population 

2. Additional resources such as R.G.N.'s and H.C.A's complementing 
the role of the P.H.N. should be provided. This should be both within the expanded 
District Care Unit provision and based on local area needs assessment, H.c.A's and 
R.G.N's should be available to support other elderly people who do not require the 
high level of care provided by the District Care Unit 

Communitv Care Social Work Service: 

Social workers have a major contribution to make towards both health 
and social gains for ill and dependent elderly and their carers in the community. In 
Northern Ireland, Great Britain, North America and in some rural areas of Ireland 
outside the Eastern Health Board, Social Workers are employed to do this type of 
work. Social Workers are involved in the assessment of social and psychological 
needs of vulnerable elderly people and their carers. This obviously assists in the 
development and allocation of appropriate services which are sensitive and acceptable 
to all concerned. It may mean that people can go home to live or can stay at home 
(which is what most elderly people desire), it may also lead to longer life and certainly 
will improve quality of life. 

Social Work skills are particularly useful in work with dementia patients 
and their families. Social Workers can help to support carers to copehanage very 
difficult situations through practical interventions (giving advice and information about 
services, making referrals, etc.) and through counsellinghherapy to carers under strain. 



Social Work training is very relevant to the problem of "elder abuse" 
which is only beginning to be tackled at local level. Social Workers are trained to 
assess risk and to investigate cases of alleged abuse. They have the skills to deal with 
abusers and victims. and to take on this work would only be an extension of what they 
already do in community care. 

Short-term casework with individual elderly people and /or their carers 
is appropriate when there is a crisis e.g. when clients suffer a significant loss, become 
immobile, are facing a move to institutional care, etc. Social Work intervention may 
be especially important when a breakdown of caring arrangements may lead to the 
take-up of more expensive and often inappropriate medical services. 

Finally, Social Work skills (including recruitment, assessment, support 
and supervision skills) which are currently employed in the Eastern Health Board to 
develop foster care services for children, could be appropriately applied to the 
development of Boarding Out Schemes for the Elderly which have been developed 
quite successfully in other Health Boards in Ireland. By placing vulnerable elderly 
people with caring families, economic, health and social gains would result. Elderly 
people would be kept out of hospital except in cases of acute illness, informal carers 
would get the satisfaction of caring for others, the quality of life of older people would 
improve, and opportunities would be created for intergenerational solidarity i.e. 
improved relationships/communication between the generations. 

Recommendations: 

1. Social Workers should be added to each District Care Unit in the 
Eastern Health Board. 

2. Community Care Social Workers posts should be established to take 
referrals of elderly people who are not appropriate to the District Care Unit. 

3. Social Workers should be automatically involved in dementia cases 
where the patient is still living at home. 

4. Social Workers should become involved in the development of 
protocols for dealing with the problem of "elder abuse" in the community and in 
residential settings. 

5. Social Workers should be asked to explore the potential for the 
development of Boarding Out Schemes in the Eastern Health Board. 

Communitv Phvsiotheraov 

A community physiotherapist works as a syecialised resource within the 
primary health care service as a member of a multidisciplinary team. Using an holistic 
approach, the community physiotherapist works with the patient and carer towards 
optimum independence, health and well being. This is achieved following assessment 
and evaluation by manual techniques, education, training, health promotion and 
preventative measures for individuals and the community at large. The basic aim is to 



work towards improving and maintaining human functional potential and to 
compensate for functional disorders. 

The community physiotherapist is an integral member of the "team" 
providing care for the elderly at home by providing responses to those at risk regarding 
safety, those with acute illness e.g. chest infection or neurological disorders and those 
recently discharged from hospital and requiring continuing care. In addition they 
Provide continued rehabilitation following illness and endeavour to restore maximum 
independence following illness .They also provide advice and education to carers on 
manual handling, transfers, bed mobility for carers and can contribute towards 
improving and maintaining fitness, flexibility and health awareness through individual 
contact and group activities. 

However the current service is severely under resourced with the 
elderly being only one of the client groups served. 74% of referrals to the community 
physio service are in the 65 years age group. An apparent rise in the numbers of more 
dependent patients in this group is placing increased pressure on already over stretched 
resources. 

Recommendations: 

1. Adequate resource allocation to allow an integrated and co- 
ordinated package of care to be provided to the elderly following hospital discharge 
which would maximise rehabilitative potential and relinleegration and into the 
community. Expanded District Care Unit provision as previously recommended would 
provide care for a proportion of such patients. However others would not require this 
level of care but would benefit from increased physiotherapy service provision in the 
general community. 

2. The provision of satellite clinics based on assessed local area needs 
should be considered. It is anticipated that the current review group on physiotherapy 
services will recommend structures and staffing for general provision of physiotherapy 
services in the community which will take account of the special needs of the elderly. 

3. It is recommended that high support day centres should be 
adequately provided with physiotherapy services. 

4. It is recommended that in association with other health professionals 
physiotherapists should be encouraged to  undertake research projects about the effects 
of physiotherapy interventions. The Health Board should allocate specific funding for 
such research 

5. The role of the physiotherapist in Health Promotion should be 
recognised and developed. 



Occu~ational Theram: 

The specialist skills of the Occupational Therapist include: - 

1. Needs Assessment in Activities of Daily Living. Administration 
of a functional assessment aims to ascertain the nature and extent of problems the older 
person is experiencing. When this is analysed, a treatment programme may focus on 
teaching better techniques to make daily tasks easier/possible enhance energy 
conservation, and provide compensatory techniques. 

2. Advice and education for Carers. Occupational Therapists have an 
important role to play in facilitating the very dependent elderly to remain at home and 
delay or prevent hospitalisation. Regular review and reassessment is required to meet 
the changing needs of the client and carer. Carers themselves are often elderly and 
therefore acknowledgement of their own health status needs to be considered and 
appropriate support offered. 

3. Access in the Home and the Community. Adaptation of the 
environment to suit the physical needs of the client and interpretation of it to family 
and professionals. Liaison with local authorities regarding Disabled Persons Grant, 
and Eastern Community Works regarding home improvements. 

4. Specialised Knowledge of Equipment. Assess and recommend 
appliances which maximise independence and therefore reduce or defer 
hospitalisation. 

5. Lifting & Handling. Advice on prevention of injuries and back care 
for caters i.e. assessment and recommendation of lifting devices and instruction in - 
client handling skills. 

6. Safety Assessment and Advice. Slips and falls have been identified 
as the biggest causative factor of fatal and no fatal home accidents in those over 75 
years. These risks are contributed to by poor lighting and floor covering, defective 
wiring, outside toilets, no bathrooms and lack of safety features such as hand rails on 
the stairs and fireguards. Occupational Therapists may advise and contribute 
recommendations to correcting many of these hazards e.g. simple rearrangement of 
furniture installation of safety rails, liaison and recommendations to Eastern 
Community Works regarding simple conversions. Assessment of need for alarm 
systems. 

7. Involvement in Day Centres. An essential support to maintaining 
and offering social support to the elderly in the community and relief to carers is the 
facility of Day Centres. Occupational Therapists are constantly requested to service 
day centres particularly high support centres. They have an important role to play in 

1. Advising staff regarding individual needs and objectives of people 
attending the centre. 

2. Implementing exercises and activities aimed at improving and 
maintaining level of function. 



3 .  Using the centre to conduct group talks, and to monitor levels of 
functioning. 

Unfortunately it is impossible to respond to these requestes with present 
staffing structures. 

Persons over 65 years accounted for 67% of referrals to the 
Occupational Service in 1993. The majority of clients are seen on the general service 
rather than the District Care Unit andmust wait for 3 moths to 12 months before being 
seen. This results in the lack of a cohesive multi-disciplinary programme and 
confusion for the client. Those clients discharged from hospital who are not referred 
to the DCU are denied the philosophy of "Seamless Care" when waiting lists prevent 
the Occupational Therapy Service from responding. It may then be found that a longer 
input is required by the Occupational Therapist as the client has deteriorated in the 
waiting interval. 

In all documents related to the elderly it is stated that early and rapid 
access to services for older people with disability is important to ensure that fkction 
and independence do not deteriorate unnecessarily. 

Recommendations: 

1. Occupational service expansion to provide staffing for increased 
District Care Unit provision. 

2. Increased staffing to areas to address current general occupational 
therapy waiting lists. This increased staffing must be based on local area needs 
assessments. 

3. Review of staffing levels once waiting lists are reduced to ensure 
sufficient service provision to allow immediate responses to all referrals of ill and 
dependent elderly, especially those discharged from hospital for follow up 
rehabilitation treatment. 

4. Staffing levels should also allow review visits to over 85 year olds to 
monitor and maintain levels of functioning. 

5. Occupational Therapists should be based in local health centres 
together with nursing and allied professional services to allow greater access and co- 
ordination of services. 

6. Occupational Therapy resources should be provided for high 
support day centres. 

7. Health promotion should continue to be an integral part of the 
Occupational Therapists work with particular reference to avoidance of slips and falls 
by addressing safety aspects of lift at home and identifying hazard areas both in the 
home and the community. 



8. Occupational Therapists should be encouraged and facilitated to 
participate in research and at improving standards and quality of life for ill and 
dependent elderly. 

9. Occupational Therapists should have input at the planning stage of 
sheltered housing projects by local authorities and voluntary bodies. 

10. Occupational Therapists should have-a budget holding facility and 
should monitor the supply of medicat and surgical appliances. 

11. The last documented ratio of Occupational Therapists to the general 
population is 1 per 20,000. An Eastern Health Board committee is presently reviewing 
the Occupational Therapy Services and it is envisaged will provide updated ratio 
figures for the elderly population. 

Technical Aids and Aooliances: 

Technical aids and appliances have always facilitated or contributed 
towards independence for many elderly people in various aspects of daily living. They 
also make life easier for carers. With the continuing trend for the very dependent and 
ill elderly to remain in the community and recent Health and Safety at work Legislation 
the demand for home nursing and lifting appliances has grown rapidly. 

Many of these appliances are required immediately to facilitate hospital 
discharges, to prevent hospital admissions and to support carers. The high level of . . 

care required for the totally dependent person exacts a heavy physical, emotional and 
financial strain on the care given, particularly those caring for persons who have in 
addition, severe cognitive deficits. Following assessment by an Occupational Therapist 
appliances may be recommended to facilitate this care i.e. hoist, pressure releiving 
cushions, wheelchairs and specialised beds. 

However, the supply of these appliances is presently hampered by 
knding and staff resources to facilitate immediate response for requests for 
assessments. 

Recommendations: 

1. Increase in budget for technical aids and appliances to realistically 
respond to increased demand for care of the very dependent person in the community 
and to comply with present health and safety legislation. This area is likely to be 
addressed by the appliances committee of the Board. 

2. Increase in Occupational Therapy stafiing to facilitate immediate 
response for assessment of needs of client, carer and nursing staff. 

Soeech & Language Theraov Services: 

The role of the Speech & Language Therapist is to maximise the 
patients communication through assessment, diagnosis, treatment, management and 
prevention of disorder of communications. This includes provision of information 
support and counselling on the clients condition and communication needs to spouses, 



familiestor other disciplines involved in the management of the client. The Speech and 
Language Therapist in some areas are involved by request with District Care Unit 
patients. It is accepted that Therapists will in the future be resourced to allow 
increased involvement in care of adults and elderly with communication disorders. 

Recommendations: 

1. There is a need to establish a Community Speech & Language 
Therapy Services for adults in particular the elderly with communication disorder. As 
many of the elderly are housebound a domiciliary based service would be the service of 
choice. Therapists should also be involved in compiling communication based 
programmes for the elderly attending day care services. 

2. Training of s t a i n  day care services in relation to communication 
disabilities experienced by the elderly. 

3. Undergraduate training of all medical staff on the causes of impact 
of communication disorders on patients and their families. Provision of a community 
based speech and language therapy service for people presenting with dyspraxia. The 
importance of liaison with community physio on this issue must be addressed. 

Home H e l ~  Sewice: 

The Eastern Health Board was commended by the National Council for 
the Elderly in its report on the Home Help Service for its relatively progressive stance 
on implementing The Years Ahead recommendations regarding the service. Home 
Help Organisers in the Board are now receiving negotiated salaries. The Eastern 
Health Board is one of three Health Boards who have suooorted the idea of training . . - 
programmes for Home Help and Organisers and training programmes have been 
developed and oarticioation of some st& funded in recent vears. However, there are 
still many probiems which need to be addressed. 

Home Helps services are mainly provided on a voluntary service 
provision model in which Voluntary Committees are grant aided to provide the service. 
Home Help Organisers are hired by the Committees to recruit and hire Home Helps 
and to supervise the service. Means assessments and the collection of fees for services 
from clients varies from area to area. The average Home Help rate of pay is £2.50 - 
3.50/hour, depending on the nature of duties. 

In parts of rural Wicklow, where no Voluntary Committees exist, Home 
Help Service is provided through the Community Welfare Service which has a special 
allocation for such purposes. The rate of pay is £1.50/hour up to a maximum of 10 
hourslweek. In one area of Wicklow, a Home Care Service is run as an SES Scheme. 
Areas of Kildare with no Voluntary Committees uses the Community Welfare Oficer 
as the mechanism of payment. 

There are no common accepted criteria for eligibility for Home Help 
Service. This leads to unequal access to services between areas. There are differences 
between areas regarding priority given to carers needs versus the needs of elderly 
living alone. There is no policy regarding standards of service throughout the Board. 



There is no common, accepted policy regarding charges to consumers of the service. 
The difference between the work of Home Helps and Care Attendants has never been 
sufficiently clarified, and in some areas there is an overlap and ill feeling between the 
two. Funding to voluntary providers continues to be uncertain (although 
improvements have been reported). Late payment of hnds has caused major 
difficulties for voluntary providers. 

There are no standard contracts between-voluntary providers and the 
Eastern Health Board and little monitoring of services at area level or Board level 
(apart from rudimentary cost accounting exercises) 

Conclusion: 

There are considerable anomalies existing in regard to eligibility and 
access to Home Help Services both between and within areas. 

Recommendations: 

1. All areas within the Eastern Health Board region should have Home 
Services provided through similar organisational structures. It is suggested that 
current voluntary model of s e ~ c e s  should be considered as the basis for such 
arrangements. 

2. Provision of Home Help Services should be on a firm contract basis 
between Health Board and Home Help Services. Contracts should specify the type 
and quantity of services to be provided and some form of quality control should be an 
integral part of such contracts. Funding allocations should be agreed in advance of 
the budget year and paid on a timely basis as p art of the contractual agreement. 

3. A Task Group comprising Home Help Organisers and 
representatives of heads of discipline and administrative staff should be created to 
consider recommendations 1) and 2) Particular emphasis should be given to 
development of standards of service provision. Eligibility mechanism to ensure greater 
accountability between home help providers and the Health Board should be included. 

4. The task force should also consider the creation of a post of co- 
ordinator of Home Help Services in the Eastern Health Board to liaise with local 
Health Board area Home Help Committee (see 5). 

5. Area Home Help Committees are already in existence in most 
community care areas but frequency of meeting is variable. These committees should 
be re established (comprising area Home Help Organisers, Superintendent Public 
Health Nurse, Senior Social Worker, Superintendent Community Welfare Officer, local 
area Administrator etc.) to monitor local area services and to assess local area needs. 

6. Reporting relationships for Care Assistants and Home Helps 
working within community care areas should be devised/clarified to allow a team 
approach and quality care for the elderly client. This might best be accomplished 
through the Area Home Help Committees. 



7. Training of Home Helps and Home Help Organisers should be 
standardised and compulsory for all Home Help service providers. 

Meals on Wheels Service: 

The task group commends the meals on wheels services which have 
been developed on a voluntary basis in many areas. However in some local areas this 
service is not yet available. It is recognised that the meals provided for the elderly are 
often a vital component in allowing elderly to remain at home. 

The task group is aware that a nutritional advisor for the elderly is to be 
appointed in the Eastern Health Board area to provide a nutritional education service 
to all staffworking with the elderly and the elderly themselves. 

Recommendations: 

1. The Eastern Health Board should continue to support the meals on 
wheels organisations already providing services. 

2. In addition the Eastern Health Board should support and facilitate 
the setting up of meals on wheels organisations where none exist already and where 
such a service would be of benefit to the elderly. 

3. In certain areas it may be more cost effective to develop day centre 
based meal provision with transport. Where the elderly person does not or cannot 
leave their home and a meals on wheels service is not practicable it may be possible to 
use local food outlets with home delivery services to supply meals on a limited basis. 

4. The services of the nutritional advisor for the elderlv should be made 
available to the meals on wheels organisations to promote healthy eating guidelines and 
good nutritional values. (See Health Promotion Section). 

Alarm Svstems for the Elderly: 

As the numbers of vulnerable elderly people living alone increase the 
demand for alarm systems has increased. A number of different systems exist and the 
Occupational Therapy service is experienced in recommending appropriate systems for 
individual patients. However it is unlikely that the available resources can cope with 
the demand. Therefore alarm provision should be prioritised for medical card holders 
living alone. 

Recommendations: 

1. All Alarm system applications should be assessed by the 
Occupational ~ h e r a ~ ~  Service. 

2. Provision of alarms should be prioritised for medical card holders 
living alone. 

3. A specific area budget for provision of alarms should be made 
available based on Area Teams recommendations of area needs. 



Dav Centres: 

According to The Years Ahead day centres for the elderly serve four 
main purposes. They provide a service such as a mid day meal, a bath, physiotherapy, 
occupational therapy, chiropody, laundry, hairdressing etc. The Task Group found 
that a number of different types of day facility exists in the Eastern Health Board 
area.(see appendix 2) 

Luncheon Club/Dav Centre. 

A centre where older people may meet for a few hours and enjoy a hot 
mid day meal, social activities and the company of others. Transport may or may not 
be available. Staff is usually voluntary. 

Obiectives: 

Social integration, overcome loneliness and a break from the house. 

Hieh Suooort Dav Centre: 

A centre where older people with physical impairment andlor mild 
cognitive impairment may attend daily or for one or more days per week for a h l l  day. 
Facilities may include a mid day meal, bath or shower, nursing, occupational therapy 
and physiotherapy services, chiropody, laundry, hairdressing and a range of activities 
designed to improve or maintain levels of function. Transport facilities for those with 
physical disability is available. 

Obiectives: 

Same as luncheon club and maintenance therapy with individualised 
goals, relief to carers. 

Dav Hosoital: 

A centre usually attached to an acute hospital with the services of a 
consultant. Older people attend for a limited period. Facilities include monitoring of 
health status and drugs, nursing and paramedical services, bathingishowering, 
rehabilitation programme. Ambulance transport available. 

Obiectives: 

Rehabilitation and medical model 

Day Centres in general are mainly run by voluntary organisations and 
are hnded by Section 65 Grants from the Health Board, with additional hnds  secured 
by fund raising and fees charged to clients. Their growth has been ad hoc, as isolated 
voluntary groups identify a need to develop a service, Although day centres are 
recognised as cost effective and their growth is recommended both in 'The Years 
Ahead' document and the Eastern Health Board Services for the Elderly document, 
service development has been hampered by the lack of needs assessment on a Health 
Board wide basis, the absence of time limited, costed, development plans and ,by lack 



of a separate specific development fund. Day centres are distributed unevenly 
throughout the Eastern Health Board area, many are under resourced and hnding 
arrangements are idiosyncratic 

On the positive side the Alzheimer's Society of Ireland have developed 
three specialist day centres in the Eastern Health Board with little or no statutory 
funding and day centre places have been provided on a contract basis by agreement 
with private Nursing Home owners. A few voluntary day centres with Health Board 
support are employing care attendants to care for the needs of very dependent clients. 
In area 3 a new day centre has been developed with co-operation of the Local 
Authority and serves as one model of new development. 

The luncheon club type facility is the main type of day facility available 
in the Eastern Health Board area. Many of the luncheon day centres have no transport 
which prohibits the less mobile from attending. The need for high support day 
centres has been identified to provide a more comprehensive range of services for the 
more dependent elderly. Their aims, in accordance with the Years Ahead are to 
provide a suitable transport facility to enable clients avail of the service of a mid-day 
meal, bathlshower, Occupational Therapy, Physiotherapy, Chiropody, laundry and 
hairdressing. 

Multidisciplinary involvement to provide planned activity programmes 
with set objectives for each client to achieve goals is desirable. This structure 
facilitates the centres use as a continuation of programmes initiated in day hospitals 
and District Care Units. It would also facilitate social stimulation in a safe 
environment for elderly people with mild forms of Dementia. Health and social gain 
may be further enhanced by client involvement in programme organisation and peer 
leadership in specific activities. Relief of carers by providing day care as a means of 
respite may greatly add to a prolonged stay in the community and favourably diminish 
the drain on both acute and continuing services which are hospital based. 

There is an obvious need for the development of high support day 
centres alongside social day centres to cater for the different needs of the elderly. 

Present Situation: 

1. A considerable number of luncheonisocial clubs per community care 
area exist which provide meeting places and a hot midday meal. This is a very 
worthwhile service which must be encouraged particularly for the mobile elderly. 

2. There are 1 -2 day centres in each area which provide transport and 
some services i.e. showers, hairdressing, nursing a paramedical input. These could be 
upgraded to become high support day centres. 

3. A day centre facility has been developed in a nursing home. It may 
have a double objective in providing stimulation to residents and also providing a 
serviced centre for those attending from the community. 



4. Day care centres have been developed in 3 community hospitals in 
Wicklow, Rathdrum and Baltinglass. These centres are well serviced with transport 
facilities and professional services. Rathdrum has the added advantage of a ward 
attached which allows for 7 day care and respite facilities. 

Recommendations: 

1. An study of existing day centre services should be carried out 
immediately to identify gaps in the service and to identify voluntary services which, 
with additional funding and support, could be extended and developed to meet the 
needs of vulnerable elderly and their carers. This study should be undertaken by co- 
ordinators of services for the elderly with appropriate inter sectioral and inter 
disciplinary co-operation. 

2. In areas with no existing day centres and where there is an identified 
need for such centres the Health Board should take the initiative to facilitate the 
development of new services. Such services should have clearly defined objectives 
within an overall planned and co-ordinated regional service with priorities assigned to 
target groups (including carers) and specific geographic areas within the Board. 

3. A separate development fund for day centre development should be 
created based on the findings of the study which would allow for the provision of 
improved service to proceed on a firm financial base. 

Average staffing costs per each day centre are estimated as follows: 

2 Care Attendents per day x 5 days = 

2 R.GN for 2 hours per day x 5 days = 

P.H.N. for 1 hour per day x 5 days = 

Occupational Therapist for 3 hours per day x 5 days = 

Physiotherapist for 3 hours per day x 5 days = 

4. Voluntary day centres should be funded on a contract basis taking 
into account local needs. Grant levels should be allocated and increased on the basis of 
clearly stated criteria and should be paid on time. Grants should include transport 
costs for those who have been assessed as having priority needs. 

5. Eligibility for day centre services should be based on recognised 
guidelines drawn up in consultation between service providers and the Health Board, 

6. Eastern Health Board participation on management committees of 
voluntary day centres should emphasise service quality issues and service development 
as well as cost accounting. 



7. The Health Board should explore the development of more specialist 
day centres for people with dementia in association with the Alzheimer's Society who 
have built up considerable expertise in this areas. 

Aural. Oohthalmic and Chirooodv Services. 

All persons who are entitled to a General Medical Service (GMS) card 
and who do not have a Social Welfare entitlement are eligible for free ophthalmic 
services. Patients who need the services of an Ophthalmologist are referred through 
their General Practitioner, otherwise vision testing and spectacles are provided by 
opticians on contract with the Health Board. 

Low Visual Aids (LVA's) are also provided through the National 
Council for the Blind and paid for by the Health Board. Other visual aids such as 
Horizon Television Reader may be provided by the Health Board. 

Aural Services: 

General Medical Services Card recipients who have been assessed and 
deemed to require aural appliances receive an authorisation from the Health Board to 
attend the National Rehabilitation Board (NRB) where they are provided with the 
necessary appliance. The NRB is hlly hnded by the Department of Health so there is 
no cost to the Health Board for this service. 

Chirooodv Service: 

GMS card holders are referred to the Chiropody service by their 
General Practitioners. This service is provided at the chiropodists premises or at the 
patients home whichever is more appropriate. On overage patients receive four 
treatments in a year. 

In general there appear to be no great problems in the provision of 
these services within the Eastern Health Board catchment area. It is not know if all 
needs for these services are being met but the ratio of supply current demand appears 
to be satisfactory. 

Dental Services: 

The Dental Health Action Plan (Dept. of Health May, 1994) provides 
for the phased introduction of the Dental Treatment Service Scheme (DTSS) over the 
currency of the plan i.e. four years. This scheme provides for adult holders of medical 
cards to have their dental treatment provided by dentists in private practice. The cost 
of this treatment is to be re-imbursed by the Health Board. 

The first phase, introduced in November, 1994, provides for treatment 
of those aged 65 and over, and covers a wide range of restorative treatment. It is 
envisaged that most full denture prostheses will be provided through the Boards 
clinics. Where complex treatments, not covered on the scheme are envisaged, the 
Board is expected to make this available through its clinics. 



Recommendations: 

1. The provisions of the Dental Action Plan in respect of the Elderly 
should be implemented as soon as possible. 

Boarding Out: 

This is a care modality which has not yet-been implemented in the 
Eastern Health Board. The Nursing Home Act has provided a legislative basis for 
boarding out. In addition it would be necessary to provide a social worker service to 
assess families who wish to provide this service and also to provide ongoing support 
for both client and family. 

Recommendations: 

1. Provision of a social work service for the elderly in all areas whose 
job description would include involvement in implementing boarding out arrangements 
where necessary. 

Suooort for Carers: 

There are three major partners in the care of dependent elderly people - 
their families, members of voluntary organisations and professionals workiny for 
statutory agencies. 

The number of elderly people living in the community is rapidly 
increasing due to an increase in life expectancy as a result of better social medical, 
economic conditions. Thus the burden on carers is ever increasing. As a result of the 
increase in the number of carers many organisations are now working to help and 
support the carer including the Carers Association, Crosscare, Volunteer Stroke 
Association. Alzheimer's Association are to name but a few. The statutory help 
available to carers includes the Public Health Nursing Service, G.P. Service, District 
Care Units, Community Physiotherapy, Community Occupational Service. 
Unfortunately there are no Social Workers available for the elderly. The Home Help 
Service provides a very valuable service to the elderly. Respite care is available 
throughout the Eastern Health Board Area but is limited. In all areas there are high 
support day centres but once again this service is limited. The increase in the number 
of consultants in geriatric medicine has greatly enhanced the service leading to easier 
referral, special units for assessments and good back up for the family and the 
community care staff, 

Carers need the following: 

Carers themselves have emphasised the following as their particular 
needs:- 

1. Sitting type service within the home. 

2. Home Nursing Service to provide hands on care 



3. Carers to be involved in decision making process regarding their 
elderly relative and their wishes respected and addressed. 

4. Home Help Service. 

5. Respite Care both access to emergency respite care when ever they 
need it and Regular respite. 

6. Counselling services for the carers to deal with a) anger, b) 
empowering the carer, c) abuse in elderly, d) depression. 

7. Carers allowance specifically for the carer. Eligibility should be 
extended to all full time carers regardless of husbands income. 

8. Transport that is easily accessible for the elderly to bring them to 
day centres, hospital appointments, and respite care, 

Recommendations: 

1. A policy throughout the Eastern Health Board area that carers 
should be actively involved in the decision making process regarding care of their 
elderly dependants. 

2. A support group for carers should be available and accessible to all 
carers at local level. A named worker as a resource person/specialist in the care of 
carer support and counselling should be provided also in each geographical care area. 

3. The Eastern Health Board should actively pursue legislative change 
to allow registration or licensing and inspection of all agencies providing a personal 
care support service for carers and dependent elderly. 

4. Based on area needs assessment the following services should be 
provided 

a) Adequate R.G.N. and Care Attendant support supervised by local 
Public Health Nurses to allow carers to continue to participate in the care of their 
dependent family members. 

b) respite beds and emergency respite facilities to be made available. 
The Years Ahead recommends 10 beds for extended care per 1000 elderly population. 
In some areas this already has been attained but in others provision is inadequate. 

c) Home Help Services resourcing to allow inclusion of carers needs as 
priority as well as the current prioritisation of elderly living alone. In some areas such 
prioritisation already occurs but this should be available throughout the Boards area. 

d) Provision of transport in each Community Care Area to bring 
patients to and from centrally based facilities is vital (see Transport Section). 



5. Boarding out respite facility to relieve carers. The same criteria that 
apply to fostering should apply to Boarding Out. (see Social Worker Section). 

The provision of transport has been identified as a major factor in the 
successiid maintenance of the elderly in their own community. Transport must be 
available to allow the ill and dependent elderly to access services outside their own 
home. The provision of transport should be an integral part of the infrastructural 
service provision within the Boards area. 

Recommendations: 

1. That the cost of transport should be included in the initial costings of 
all new services for the elderly. 

2. That existing services should be reviewed to ascertain if providing 
transport at a changed level or de nov would enhance the efficiency and effectiveness 
of such services. 

Cost guidelines (for each vehicle provided) 

Vehicle cost £20.000 

Insurance cost E 2,500 

Drivers salary - variable depending on whether social employment 
schemes can be used. 

Voluntaw Organisations: 

The role of voluntary organisations has expanded in recent years. They 
play a vital role in providing essential services to the ill and dependent elderly in the 
community. However the voluntary organisations often tend to work in an un co- 
ordinated and fragmented manner. While not wishing to impinge on the essential 
autonomy of such organisations the Board should endeavour to facilitate greater co- 
ordination and co-operation between v o l u n t q  agencies. The provision of local 
community development workers with the task of laising between organisations should 
be considered. Such workers would develop communications between voluntary 
agencies and between the Board with a view to increasing effectiveness and efficiency 
of the organisations in the area. 

Recommendations: 

1. That the Board in association with voluntary organisations should 
fund a local development worker on a pilot basis in at least two Community Care 
Areas (one urban and one rural). with a brief as above. 



Housing: 

The Eastern Health Board has co-operated both with local housing 
authorities and voluntary agencies in the provision of sheltered housing for dependent 
elderly people. 

This co-operation should continue with Co-ordinators of services for 
the elderly facilitating assessment of local area sheltered.housing needs and also 
negotiation with the Board for support services such as equipment provision and 
staffing where appropriate. The Occupational Therapy service should be consulted at 
the planning stage of all proposed housing developments for the elderly. 

Communitv Care Units for the Elderly & Communitv Hosoitals: 

The task group is aware that the Board has allocated resources to 
develop community units for the elderly. The group commends the anticipated 
provision of increased long stay facilities. In addition the provision of increased respite 
care, rehabilitation intermittent care and day care as part of the spectrum of options 
available to develop individualised packages of care is welcomed. However the 
increased care provided by such units must be tailored to the needs of the 
communities which they serve. 

Community Hospitals continue to develop services which are essential 
to their local communities. There is already excellent communication between staff 
within the hospitals and their community colleagues such as General Practitioners and 
Public Health Nurses. General Practitioners have access to beds in community 
hospitals and in association with medical consultant colleagues who visit the hospitals 
provide a caring and friendly service to the elderly in their own community. Respite 
care continues to develop and the combination of improved clinical care with a 
comprehensive range of services in the community hospitals has very much enhanced 
the services available to the elderly and allows them to be maintained in their own 
community for as long as possible. It is however vital to maintain and expand these 
services so that the projected increase in the elderly population can be provided for. 

Recommendations: 

1. That the area teams for the elderly should liaise with management of 
the units and hospitals on a formal basis. It is suggested that admission committees 
which include representatives of the area team would facilitate such an arrangement. 

2. That co-ordinators of services for the elderly should monitor the 
functioning of the units and hospitals and guide and participate in research projects 
aimed at developing optimal models of care. 

Welfare Homes: 

The Welfare Homes provided by the Board continue to make a valuable 
contribution to care for the frail elderly. However increasingly the dependency of 
those in the homes is increasing. The safety of such increasingly dependent people, the 



extra work load on staff, and the difficulties of providing high quality care to 
increasingly dependent people must be evaluated. 

Recommendations: 

It is recommended that co-ordinators of services for the elderly in 
association with Public Health Nurses survey the welfare homes to assess those living 
in them in terms of dependency. Also to assess if those people who are most dependent 
should continue to reside in welfare homes, and accordingly to make recommendations 
on staffing levels and skill mixes of staff in welfare homes. 

Institutional Care: 

While it is not the brief of this task group to make specific 
recommendations in regard to institutional care, however institutional care is vital as 
part of the comprehensive package of care for ill and dependent elderly. 

The Following issues require consideration: - 

a) Liaison between hospitals and community care for admission and 
discharge of elderly patients. While liaison nurses have improved communication at a 
local level there remain some problems. These have been addressed by 
hospitaVcommunity care liasion committees in some areas but it should be Board 
policy that such committees meet on a regular basis in all hospitals catering for the 
elderly within the Boards area. 

b) Long Term CareExtended Care - There continues to be a shortage 
of extended care beds in some areas. The provision of community units should help to 
address this problem. 

c) Nursing Home Care - The private nursing homes provide an essential 
element of a comprehensive care package for the elderly. However although the 
provision of subventions has been regularised since the implementation of the Nursing 
Home Act, there remain difficulties in meeting the needs of people who require 
subvention from the Board for long term care. At present there is a disincentive to 
promote rehabilitation and independence for patients because the system of subvention 
which is based on higher subventions for more dependent patients. 

d) The inspection of nursing homes is a vital safe guard for the ill and 
dependent elderly who live in these homes. It is important that inspections would be 
consistent and supportive to both patients and nursing owners in all areas of the Board. 

Recommendation: 

1. That the Board should apply for additional funding for the provision 
of subventions to elderly people who are assessed as needing nursing home care. 

2. That there should be greater emphasis on rehabilitation for patients 
in long term care institutions. The system of assessment for subventions should 
include a moiety to reward improvements in independence. 



- 3. On going training for inspection teams should be provided in the 
Eastern Health Board Area. 

- Financial Benefits available to the Elderlv. 

The elderly are entitled to a number of special concessions and benefits 

- A list of the current benefits is available in Appendix 3, 



Aopendix 1 

Prioritv Conditions: 

There are certain conditions which affect older people and which the 
task group suggests are specifically targeted to provide a health gain and or social gain 
for ill and dependant elderly. It is known that the prevalence and severity of physical 
and sensory disability increases with age. In addition the likelihood of more than one 
disability being present increases with age. There is also an increased chance that 
physical or mental illness will add to the problems of disability with increasing age. 
The task group suggests that the following most common disabilities and diseases are 
specifically targeted in the Boards area. The foregoing discussion on appropriate, 
effective and efficient structures is used as the basis for developing specific suggestions 
for prevention, early diagnosis, and appropriate treatment of common diseases and 
disabilities causing illness and dependency in the elderly. 

1. Locomotor Disabilitv: 

Locomotor disability is the most common disability. The main causes 
are musculoskeletal conditions, principally arthritis, foot problems, and also 
amputations, which are more common in older people. Such conditions impair 
activities of daily living. 

Health Gain & Social Gain Targets. 

Iniurv Prevention: 

(1) General health promotion measures aimed at, for instance, 
improved road safety, reduce industrial accidents etc. will impinge on the elderly. 
However specific injury prevention measures should include a policy that all elderly 
people who are seen by a Community Occupational Therapist should be assessed for 
safety precautions and preventive measures in the home. 

(2) Measures to reduce Vascular Disease will also aid in prevention of 
locomotor disability (see Stroke). 

(3) Control of diabetes. The setting up of outreach clinics with 
personnel trained in management of diabetes should be considered. The availability of 
such expertise at a local area level, together with measures to improve multisectoral 
co-operation is necessary to provide an equitable service for the management of 
diabetes. 



(4) Osteoarthritis. 

This is the most common cause of locomotor disability. It is often 
assumed that the loss of mobility and pain associated with osteoarthritis is 'the natural 
result of ageing' whereas if the condition is diagnosed and actively managed much 
health and social gain may be achieved. 

Education to promote awareness of osteoarthritis among, professionals 
should be implemented. This will assist in early diagnosis. Multidisciplilnary 
assessment is of value. Provision of appropriate aids, physiotherapy and modification 
of the environment as necessary will all aid the affected people and their carers to have 
a good quality of life. 

Recommendations: 

1. The District Care Unit model of case management with 
multidisciplinary assessment and treatment should be available throughout the Eastern 
Health Board area as it provides a suitable modality of enhanced domiciliary care 
which can address many of the aspects of prevention, diagnosis, treatment and ongoing 
support required by people with locomotor disability in the community. 

2. Liaison between Community Services and Hospital Services in order 
to expedite referral for surgery must be co-ordinated through hospital liaison 
committees. 

Cardiovascular Accidents (C.V.A.'s, Strokesk 

There is at present no routinely available data in the incidence of CVA's 
in the over 65 year olds in Ireland. However the literature suggests that the mortality 
fiom strokes among those aged 85 years and over is about twice that in the under 75 
year olds. With increasing age people with strokes are less likely to achieve overall 
fbnctional recovery. 

Few conditions are so dependent on the combined resources of so many 
disciplines. The stage of the stroke disorder will determine which professionals have 
key roles. The co-ordination of the many professionals and smooth hand over from 
one to another is of prime importance for adequate management of patients. 

Health Gain & Social Gain Targets: 

It is imperative that appropriate prevention programmes are 
implemented to reduce the incidence and severity of cardiovascular accidents. General 
measures include for instance, public education on control of obesity More specific 
targets such as reduction of high blood pressure, appropriate anticoagulation for 
patients with atrial fibrillation and valvular heart disease are recognised as effective in 
reducing CVA's. The use of aspirin as a secondary preventive agent is also 
established. 

It is necessary that care for people with stroke should be available in the 
community and that hospitalisation is available as part of a continuum of care. In 



common with many other diseases with long term sequelae the co-ordination of 
discharge arrangements is imperative. As recovery from the effects of stroke may take 
some time it is appropriate that multidisciplinary care should be provided in the 
community where possible. 

Locally produced stoke policies for referral, diagnosis, treatment and 
care are helpfbl in providing clear guidance for staff, patients and carers. It is 
imperative that such policies address care and follow up-in the Community. In order to 
formulate effective policies liaison between community and hospital services is 
necessary. In addition patients and carers must be involved in the drawing up and 
monitoring of such policies. It is noted that speech therapy services are not generally 
available to adults in the community. 

Recommendations: 

1. As before it is recommended that the District Care Unit model of 
case management should be made available throughout the Eastern Health Board area. 

2. Co-ordinators of Services for the Elderly should undertake to 
produce locally based stroke policies to include hospital and community based 
professionals, stoke patients and carers, and voluntary organisations who provide 
support services. 

3. Speech Therapists should be part of the resources available within 
each District Care Unit. 

Incontinence: 

Incontinence of urine and, less commonly, faeces affects people of all 
ages but prevalence increases with age. It is a major factor in admission to long stay 
geriatric institutions and elderly people with incontinence have been found to be less 
likely to be discharged back into the community from hospital. Incontinence is 
stigmatising and causes great distress to both patients and carers but with appropriate 
measures such distress can often be reduced. 

Health Gain & Social Gain Targets: 

General education about prevention and treatment of incontinence 
should be available to professionals and the general public. Many of the measures 
mentioned in the stoke prevention areas will also help prevent incontinence, often one 
of the distressing sequelae of stroke. Incontinence is more common in women, due to 
changes to the perineal tissues from childbirth. Pelvic floor exercises should be 
emphasised for women. 

Once incontinence occurs it is important that a medical assessment 
should take place to determine the cause. There should be readily available access to 
such assessment Destigmatization of incontinence would encourage people to 
present for such assessment. Treatment of underlying problems such as infection 
should be available as should specialised treatment by geriatricians urologists and 



gynaecologists. In line with the patients charter there should be no undue delay in 
accessing such services. 

The provision of Nurses trained in the management of incontinence 
throughout the Eastern Health Board has very much improved the way in which 
incontinence in patients in the community is dealt with. It is noted however that many 
elderly people with incontinence may have difficulties with adequately laundering 
clothes and bed linen. This difficulty adds to the stigmatising effects of incontinence. 

Recommendations: 

1. Provision of Public Health Nurses with specific training in - 
management of incontinence. In addition refresher courses and updating on new aids 
for incontinence suffers should be provided for all Public Health Nurses at regular 
intervals. There is a role for in management of incontinence. 

2. The provision of laundry services should be considered by the 
Board. These are already provided by some Home Help Services and the Board 
should consider making the provision of such services a condition of continued and/or 
increased funding for the Home Help Services and this could be included in contract 
with Home Help Organisations 

Cancers: 

Approximately 60% of all cancers occur in older people. Certain 
cancers are relatively more common in this group - for instance, cancer of prostate, 
colon, rectum and skin. Changes in age structure of the population will lead to an 
increase in the number of older people with cancer. 

Health Gain & Social Gain Targets: 

Preventive programmes and Health Promotional Programmes aimed at 
avoidance of risks associated with cancer and early identification of disease will be of 
use in both the younger and older age groups. Ageism in the implementation of 
preventive programmes should be avoided and all possible efforts should be made to . - 
include older people in preventive programmes whenever appropriate. 

Access to early diagnostic and treatment facilities are a right of people 
of all ages and no one should be denied curative or beneficial palliative care for their 
cancer on the ground of age alone. However patients should not undergo procedures 
with which they and their carers cannot cope. Support systems for older people in the 
community will be more limited than for younger people because they may live alone 
with family at some distance away. It is recognised that transport to and from hospital 
appointments may be more difficult, especially if the patient has an associated 
disability. 

The various options for treatment and continuing care should be made 
clear and discussed with patients and their carers in a kind and caring manner A CO- 

ordinated approach between professionals, voluntary and statutory agencies, all of 
which play important parts in provision of care for cancer patients, is vital. The task 



group notes that palliative care services have been developed in many parts of the 
Boards area in association with voluntary agencies. The palliative care nurses are 
central to the provision of care in the community. The role of the carer and provision 
of appropriate supports must also be recognised. 

Recommendations: 

1. That palliative care nurses should be available throughout the 
Boards area. 

2. That extension of the District Care Unit model throughout the 
Boards together with extended general community support should improve care and 
support for terminally ill elderly patients. 

Dementia: 

Dementia denotes a group of progressive diseases of the brain that 
slowly affect all hnctions of the mind. Alzheimer's disease accounts for about half of 
all dementia cases. The prevalence of dementia rises with age from about 2% of those 
aged 65-70 to more than 30% of those aged 90 and over. As the number of elderly 
people in the population increases, so will the number of those with dementia. The 
care and management of people with dementia poses a huge challenge. Although the 
majority of carers do the work willingly, more support services are needed to allow 
carers to continue caring for their loved ones at home, thus maintaining the quality of 
life and dignity of the patient. 

Diagnosis of dementia must be made on the basis of a full medical 
assessment. Once diagnosed it is important that patients and carers are put in touch 
with agencies and services as required. Therefore collaboration between agencies is 
critical and it is also important that services should be able to respond in a flexible 
manner to patients and carers needs. 

At present, dementia services are patchy and unevenly distributed. 
There is a serious lack of support services at community level, especially day care 
services, social work services and respite care. There are few long-term beds for the 
terminally ill dementia patients and unequal access to those that do exist. 

Recent developments in the Eastern Health Board include, the 
appointment of two psychiatrists of Old Age with a third due to be appointed this year, 
the introduction of domiciliary assessments, the development of a liaison consultant 
service with the hospital in some areas, the allocation of respite beds in some areas, a 
new in-patient unit (St. Vincent's Fairview) which includes the psychiatric treatment of 
dementia patients where appropriate, the allocation of beds in St. Brigid's long term 
unit for dementia patients. Care Teams for the elderly have facilitated communication 
between health professionals involved with dementia patients and District Care Units 
are now taking on some long-term, frail elderly people with dementia. 

A few voluntary day centres are getting extra financial support to take 
on very dependent elderly including dementia patients and this is to be welcomed. The 
use of private nursing homes to provide day care to Eastern Health Board medical card 



patients, including (and sometimes especially targeted for) dementia patients has been 
implemented in some areas. 

Health Gain & Social Gain Tareets: 

Increasing knowledge is available about Alzheimer's Disease. The 
Alzheimer's Society is to be commended for its programme of increasing public and 
professional awareness of the disease. General preventive measures are not yet 
available. However the second most common cause of dementia cardiovascular 
disease is amenable to preventive measures (see cardiovascular accidents). 

Diagnosis of dementia must be made only on the basis of a full medical 
assessment. Once diagnosed it is important that patient and carers are put in touch 
with agencies and services as required. Therefore there must be close collaboration 
between all such agencies. It is importmt that services should respond in a flexible 
manner to the patients and carers needs. 

Patients with dementia, particularly in the early and middle stages may 
tend to wander and many day care, respite and long stay facilities are not geared to 
cope with such patients. 

Recommendations: 

1. The District Care Unit model should be extended to provide a 
community based assessment and support facility to patients with dementia. In some 
areas this is already happening and this development should be formalised and 
evaluated. 

2. The community units being developed on the North side and South 
side of Dublin should provide care specifically geared to patients with dementia. 

3. A social work service for patients with dementia and their carers 
should be developed at community level to support domicilary caring arrangements, 
The most obvious way to accomplish this is by the addition of social workers to the 
District Care Units. (see social work services). 

4. The Alzheimer's Society of Ireland should be supported to improve 
and extend the existing information and advice service to dementia suffers and their 
carers now operating out of AS1 headquarters in Stillorgan. Financial support (on a 
contract basis) should also be given to assist the AS1 Develop (in co-operation with the 
Health Board) more day centre and respite services. The AS1 would allocate places to 
Eastern Health Board referrals in return for Health Board funding. Health Board 
representatives could be directly involved in the planning and monitoring of services. 

5. The Eastern Health Board should support voluntary providers, 
including Home Help committees, to develop and provide laundry services, night 
sitting and week-end domiciliary support services for dementia patients and carers. 

Soecial Groups of Elderly: 



As well as those categories of elderly already mention in this report it is 
noted that at various times other special groups may be brought to the attention of the 
Eastern Health Board for assessment of their particular needs Such groups include for 
instance elderly residing in Hostels or "Eccentric Elderly". See Appendix 4 for current 
estimates of numbers of elderly living in Hostels. 

- / 
1' Recommendations: 

1. It is recommended that Co-ordinators of Services for the Elderly in 
association with other health professionals and both statutory and voluntary agencies 
should use their epidemiological expertise to facilitate and implement research projects 
aimed at increasing health and social gain of special groups of elderly 



A~aendix 2 High Sumort Day Centres. 

Area 1 Area 2 Area 3 

Lepordstown Carman Railto 
Hospital Day Centre 
Centre Leopardstown 

Day Hospital 

Crinkeen Leopardstown 

per day to 
include 

Brookfield 
Day Centre 
Shower & 
Physio 
Session 

4rea 4 

Lorcan 
3'Toole Day 
Zentre 
Vursing Input 

4rea 5 Area6 

Santa 
-espite in Maria 

Cabra 

El0 per 
ia 2 -3 

~ r e a 7  1 Area t 

Lourdes St 
Day Gabrielles 
Centre 

Area 9 

Newbridge 
Day Centre 

Kildare Day 
Centre 

Teach 
Emmanual 
Athy 

Naas Day 
Centre 

Area 10 

Wicklow 
Hospital 
Day 
Centre 

Baltinglass 
Hospital 
Day 
Centre 

Rathdrum 
Hospital 
Day 
Centre 

Kylemore 
Day 
Centre 



FINANCIAL BE? 

Benefit 

Retirement Pension 

Old Age Pension 
(Contributory) 

Old Age Pension (non 
Contributory) 

Living Alone Allowance 

Over 80 Allowance 

Free Travel 

Free Electricity 

Free Bottled Gas 

Free Nautral Gas 

:FITS AVAILABLE TO ' 

Eligibility Conditions 

65 years or over - retired 
from full tim work. 
Satisfy PRSI conditions 

66 years or over. Satisfy 
PRSI conditions 

66 years or over. Satisfy a 
means test 

66 years or over. In 
receipt of any Irish Social 
Welfare Pension 

80 years or over. In 
receipt of Irish Social 
Welfare Pension 

66 years or over 

66 years or over. Irish 
Social Welfare Pension or 
pension or a social 
security pension from 
another Member State. 
Living alone or with 
dependents or with 
qualified person 

Entitled to Free 
Electricity unable to avail 
of same 

As for Free Electricity 
Allowance. Only 
Electricity =Gas 
Allowance may be 
received 

HE ELDERLY 

Maximum Amount 

Sin le Married 

£97.60 

Amount of Benefit 

Free Travel within 
restricted times 

300 units per 2 months 
October - March 

200 Units per 2 months 
April to Speptember 

Equivalen to Free 
Electricity Allowance 

Equivalent to Free 
Electricity Allowance 



Benefit 

Free T.V. Licence 

Free Telephone 

Fuel Allowance 

Smokeless Fuel 
Allowance 

Butter Subsidy 

Supplementary Welfare 
Allowance 

Death Grant 

Mobility Allowance 

House Repairs Scheme 

Eligibility Conditions 

In receipt of Free 
Electricity or Free 
Natural Gas Allowance 
or unable to avail of . 
same 

As for Free Electricity 
except that applicant 
must be living entirely 
alone or with an 
incapicitated person or 
child(ren) under 15 

In receipt of Social 
Welfare pension or 
Social Security payment 
from another Member 
State. Satisfy a means 
test. 

In receipt of Fuel 
Allowance. Living in 
"Smokeless Fuel" area 

In receipt ofN.C.0.A.P. 

Need established Means 
Test 

P.R.S.I. Conditions 

Medical Assessment 
Means test 

65 years or over. Need 
for repair. Means Test 

Amount of Benefit 

Cost of Black & White 
T.V. Licence 

Full Telephone Rental 

55.00 per week during 
26 week October - April 

f 3 .OO per week during 
26 weeks October - April 

2 vouchers per month 
(value changes) 

Various payments - 
ongoing assistance with 
rent, diet and heating 
costs. Periodic assistance 
with clothing, household 
goods, minor repairs, 
hneral costs. 



In addition to the above which apply directly to the elderly person there is also a 
Carers Allowance payable to a carer who lives with an is providing full time care and 
attention to a qualifying pensioner. The Pensioner must be so incapacitated as to 
require full time care attention, must be over 66 years and receiving a Social Welfare 
payment from the Deparatment of Social Welfare, or from an E.C. Country. This is a 
means test. 



ELDERLY RESIDING IN HOSTELS 

Hostel 

1 I Morning Star Hostel 

No. of Places 

2 

No. of Elderly 
I 

I I I 
80 

3 

I 
15 

York House, York 
Street, Dublin 2. 

4 

Back Lane Hostel 
Dublin 2 

5 

90 

Iveagh Hostel, Bride 
Road, Dublin 2 

6 

7 

8 

20 

80 

Model Hostel, Benburb 
Street, Dublin 7 

15 

130 

Emergency Shelter, 
Grangegoman, Dublin 7 

Regina Coeli Hostal, 
Dublin 7 

Simon Community 
Hostel, Ushers Island, 
Dublin 8 

50 

80 10 

3 5 

90 

30 

2 

50 

20 



Action Plan for Communitv Care for I11 and Dependent Elderly. 

Time Scale and Cost Im~lications. 

It is recognised that within the Eastern Health Board appreciable 
progress has been made in regard to services for the elderly based on the 
recommendations of The Years Ahead and the Eastern Health Board policy document 
Services for the Elderly. However it is opportune to revl-ew the progress made and 
implement certain changes to provide optimal care for the elderly based on the 
principles emphasised in the Health Strategy. 

The recommendations made in this document aim to increase health and 
social gain for ill and dependent elderly and their carers. The following are the main 
recommendations but these should be considered in the context of all the 
recommendations in the main body of the document. 

The needs of the elderly including those who are already ill and 
dependent vary from area to area. The levels and mix of services and staffing required 
to maintain the elderly in dignity and independence in their own community will also 
vary according to demography and the services and structures already available. It is 
therefore difficult to make predictions of staffing levels for the whole of the Eastern 
Health Board region. It is therefore recommended that priority should be given to 
local area needs assessment with particular emphasis on intersectoral and 
interdisciplinary service provision and skill mixes. In addition the needs assessments 
must take into account demographic projections for local areas as far as possible. 

Bearing in mind the above the following are the main short term 
recommendations of the report. Reference should be made to the main report where 
these recommendations are further developed. 

Short Term 

0 -2 years. 

1. A policy group for the elderly at regional level to be set up to 
develop medium and long term policy strategy (composition outlined in main 
document. 

Cost implication - Nil 

2. Area teams for the elderly (a restructuring of existing care teams) to 
be set up with composition and tasks as outlined in the document. 

Cost implication - Nil 

3. The role of Co-ordinators of Services for the Elderly to be reviewed 
and identified. It is envisaged that as new Health Authority structures are implemented 
in each geographical area one senior level h l l  time post should be provided. 



Cost implication - 

5 whole time Senior Area Medical Officer posts. However as already 
there is provision for 6 full time equivalent Area Medical Otficer posts as Co- 
ordinators of Services for the Elderly i.e. one full time in areas 1 and 10 and half time 
in areas 2 to 9 this has little cost implication. 

4. A forum for open consultation between all health professions caring 
to the elderly to be facilitated by GP Units. 

Cost implication - Nil 

5. Multidisciplinary seminars to educate and raise awareness of issues 
concerning the elderly. 

Cost implications - to be established. 

6. Dieticians with special interest in the elderly to be available at 
community level and accepting referrals from other health professionals. A dietician 
post recently been advertised for the Eastern Health Board. Further general 
recommendations in regard to Health Promotion in the elderly are in the main 
document. . 
X Cost implication - Nil. 

7. Extension of the District Care Unit facility throughout the Eastern 
Health Board area with an eventual provision of one per 4000 - 5000 elderly people. 2 
years target. Two units per Community Care Area (there are two units in areas 1,2,6 
and 7 already). Cost implication of 6 District Care Units each with an initial 
complement of. 

1 Team Leader Public Health Nurse salary = Approx 219,593 

3 WTE (whole time equiva1ents)RGN's = £47,109 (3 X £15,703) 

6 WTE Care Attendants = 24.74 X 40 X 6 + S14.16 (travel) X 6 
£113760 + £84.96 = S1222,56 

Half WTE time Occupational Therapist = S8,284* 

Half WTE Physiotherapist ( 5 sessions) = E8. 196 

*This does not take account of any capital costs and additional travel 
costs. 

8. In addition the addition of a Social Worker for the elderly in each 
current Communitv Care Area is recommended to work with the District Care Unit 
staff as required and in addition to be available for provision of social work services for 
the elderly outside the District Care Unit and to be involved in setting up of Boarding 
Out facilities. 



10 Social Workers - Cost Implication = £181,340 (10 X £18,134) 

9. Multidisciplinary assessment of patients to be a priority for the 
District Care Units. 

Cost implication - Nil except that of expansion of District Care 
Unit service as above. 

10. A locally based register for the elderly based on Public Health 
Nurses assessment records to continue to provide data to make available vital 
information on individual patients. 

Cost implication - Nil 

11. A Task Group to be set up to review the current risk register and to 
advise on redeployment of these resources to enhance existing computerised data bases 
and to suggest ways in which existing and planned data bases should be or 
networked. 

Cost implication of Task Group - Nil 

Cost implication of changes - to be estimated as part of brief of 
Task Group. 

12. Co-ordinators of Services for the Elderly together with other 
professionals groups to use short locally based surveys for local need assessments of 
other specific information requirements. 

Cost implication - Minimal in general but dependent on size and 
complexity of particular studies. 

13. Maintenance of level of Public Health Nursing Services at one per 
2,500 of the general population. 

Cost implication - part of normal budgetary allocation. 

14. Additional RGN's and Home Care Attendants (HCA's) 
complementing the role of Public Health Nurses to be provided both within the 
expanded District Care Unit provision (previously costed) and in addition based on 
local area needs assessment to support elderly who do not require the high level of 
care provided by the District Care Units. 

Cost implication - to be estimated based on local area needs 
assessment. 

15. As well as the increased physiotherapy resources previously listed 
for the District Care Unit expansion it is recommended that additional physiotherapy 
resources should be made available for ill and dependent elderly in the community who 
do not require the high level of services provided in the District Care Unit. In addition 



such physiotherapists should be involved in high support day centres, in research and 
health oromotion for the elderlv. It is anticioated that the current review arouo on - .  
physiotherapy will recommend structures and staffing for the general provision of 
physiotherapy in the community which will take account of the special needs of the 
elderly. 

Cost implication -yet  to be established. 

16. In addition to the increased occupational therapy resources costed 
for the expanded District Care Unit facilities it is recommended that additional 
occupational therapy resources should be made available to address waiting lists and 
also to provide ongoing timely services to ill and dependent elderly people who do not 
require the high Level of service of the District Care Unit. Such additional staffing 
should be based on local area needs assessment in the long term but as an interim 
target it is recommended that an additional half time equivalent occupational therapist 
should be made available in each existing Community Care Area to provide services 
for the elderly. 

Cost implication - 5 WTE Occupational Therapists. 

17. The increased occupational therapy resources would also allow 
provision of an occupational therapy service to high support day centres, and to be 
involved in health promotion and research. 

Cost implication - Nil in addition to above increased statling levels 
recommended for District Care Units and general Community Care Areas. 

18. An increase in budget is recommended for the provision of technical 
aids and appliances for the elderly, and to comply with present health and safety 
legislation. It is recommended that this area should be addressed by the Appliance 
Committee of the Board. 

Cost implication -yet  to be determined. 

19. Community Speech & Language Therapy Services for adults to be 
established to include a domicilia~y service for housebound elderly. This should be 
included as part of the revised staffing levels recommended in the recent report on 
Speech & Language Therapy Services produced in the Eastern Health Board. 

Cost implication - yet to be determined. 

20. Liaison between all community services of physiotherapy, speech 
and language therapy and occupational therapy to be facilitated by implementing team 
meetings at Community Care Area level. 

Cost implication - Nil 



21. Home Help services to be provided on a firm contract basis. The 
type and quantity of services to be supplied, quality control, and timely payment of the 
Boards financial allocation to Home Help should be part of the contracts. 

Cost implication - Nil 

22. It is recommended that all areas within the Eastern Health Board 
should have Home Help Services provided through similar organisational structures. 

23. A Task Group comprising Home Help Organisers, representatives 
of heads of discipline and administrative stafishould be set up to consider the setting 
up of contracts and the best organisational structure for home help services and the 
possibility of creation of a post of co-ordinator of home help services within the 
Eastern Health Board area. 

Cost implication of Task Group - Nil 

24. Area Home H e l ~  Committees should be re-established to monitor 
local areas services and to address local area needs and to consider reporting 
relationships for care attendants and home helps working in Community Care, 

Cost implication - Nil 

25. Training of home helps and home help organisers should be 
standardised and compulsory for all home help service providers. 

Cost implication -yet  to be established. 

26. Based on local area needs assessment the Eastern Health Board 
should encourage and fkcilitate the setting up of Meals on Wheels Organisations or 
other more ways in which nutritional support for the elderly can be implemented. 

Cost implication - yet to be determined. 

27. Alarm system applications for elderly people should be assessed by 
the occupational therapy service and provision of such alarms by the Board prioritised 
for medical card holders living alone. Based on local area needs assessment a specific 
budget for provision of alarms should be made available. 

Cost implication - yet to be determined. 

Note: The cost of alarms varies according to the type required which 
may range from very simple £30 - £75 to centrally monitored £250 - £350 (estimated). 

28. A study of day centre services should be carried out to identify 
service gaps and to identify voluntary services which with funding and support could 
be extended to meet local area needs including those of people with dementia. A 
separate development fund for day centre development should be created based on the 
findings of the study, 



Average staffing costs per day centre are estimated as follows: - 

2 Care Attendants per day x 5 days =(SO hours X 54 74 per hour = 

5379.2) 

2 RGN's for 2 hours per day x 5 days = £150 per week. 

PHN for one hour per day = E12.00 per day 

O.T. for 3 hours per day x 5 days = (7.92 per hour X 3 = 

Physiotherapist for 3 hours per day x 5 days = 

29. It is recommended that day care funding should be on a contract 
basis and that costs should include transport costs for those who have priority needs. 

Cost implication - yet to be determined. 

30. Eligibility for day centre services should be based on recognised 
guidelines drawn up between service providers and Health Boards. 

Cost implications - Nil 

31. Eastern Health Board participation on management committees of 
voluntary day centres should emphasise quality issues and service development as well 
as cost accounting. 

Cost implications - Nil 

32. There should be a policy throughout the Eastern Health Board area 
that carers are actively involved in the decision making process for care of their elderly 
dependants. 

Cost implications - Nil 

33. A support group for carers should be available and accessible to all 
carers at local level. A named worker as resource personispecialist in the area of carer 
support and counselling should be available in each Community Care area. It is 
anticipated that with the increased staffing levels to general community care of the 
elderly and the District Care Units a Health Nurse or allied health care professional 
with a special interest in carer support would as part of their normal work load, 
undertake to be the named worker. 

Cost implications - Nil 

34. Based on local area needs assessment the following services should 
be provided to enhance support for carers and allow carers to continue to participate in 
care of elderly dependants. Respite beds and emergency respite facilities to be made 
available. Home help services resourcing to allow inclusion of carers needs as priority 



as well as the current prioritisation of elderly living alone. Provision of transport in 
each Community Care Area to bring patients to and From centrally based facilities. A 
Boarding Out facility to be provided on a respite basis. 

Cost implications of all the above to be determined based on local 
area needs assessment. 

35. Transport provision should be included in the initial costing of all 
new services for the elderly and existing services should be reviewed to ascertain if 
providing transport at a charged level or de Nov, would enhance efficiency and 
effectiveness. 

Cost guidelines for each vehicle provided 

Vehicle cost - £20.000 

Insurance cost - £2,500 

Drivers salary - variable depending on hours required and whether or 
not social employment schemes are used. 

36. The Eastern Health Board in association with voluntary 
organisations should find a local development worker on a pilot basis in one rural and 
one urban community care area. 

Cost implication (salary of two development workers) = £34,510 
(Project Workers E l  7,255 X 2) 

37. The Eastern Health Board should continue to co-operate with both 
voluntary and statutory providers of sheltered housing for the elderly. Co-operation 
should include facilitation of assessment of local area needs and involvement of 
occupational therapy services at the planning stage of all developments. 

Cost implication - Nil 

38. Area Teams for the elderly should liaise with management of 
community care centres for the elderly and cbmmunity hospitals on a formal basis. Co- 
ordinators of Services for the Elderly should be involved in monitoring the finctioning 
of care units and hospitals and guide-and participate in research projects aimed at 
developing optimal models of care. 

Cost implications - Nil 

39. Co-ordinators of Services for the Elderly in association with Public 
Health Nurses should survey welfare homes to assess those living in them in terms of 
dependency and to make recommendations on staEng levels and skill mixes of welfare 
home staff. 

40. It is recommended that the place of institutional care as part of 
spectrum of care available for the ill and dependent elderly must be emphasised. 
Liaison between those providing all levels of care for the elderly must be facilitated. 



The above is not a comprehensive list of the recommendations 
contained in the document but is a list of those which the group considers should be 
targeted and immediately prioritised to ensure development of a high standard of 
services for the ill and dependent elderly in the Eastern Health Board Area. 

Sources: 

1. Services for the Elderly, A Policy Document Eastern Health Board 
1989. 

2. Shaping a Healthier Future. A Strategy for Effective Healthcare in 
the 1990's. Department ofHealth, 1994. 

3. The Years Ahead, A Policy for the Elderly. The Stationery Office 
1988. 

4. Health and Social Gain for Older Peoplpe. Welsh Planning Forum 
1993. 

5. Health Promotion in the Elderly, A Literature Review and Data 
Source. Hynes et a1 1993. 


