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SUMMARY OF THE MAIN CONCLUSIONS AND RECOMMENDATIONS OF THE 

COMMITTEE 

INTRODUCTION 

At the beginning of this century the average expectation of life at birth was about 
50 years. Now it is about 70 years. In the intervening period the proportion of the 
popUlation aged 65 years and over has increased from 1 in 15 to 1 in 9. The in
crease in the number of the aged is most marked among the very old, e.g. in the 
15 years from the census of 1951 to that of 1966 the number of those aged 85 years 
and over increased by 53%-from 13,285 to 20,297-an average increase of over 
450 persons per year. Old age is not necessarily a time of ill-health and disability 
and most of the aged manage to lead independent, or largely independent, lives. There 
are now, however, more than 300,000 persons aged 65 years and over and the total 
number is so great that the provision of services for the proportion in need of help 
still presents the community with an enormous and a growing problem to which 
there is no ready or simple solution. It is sometimes said that the young people of 
to-day do not want to look after their aged relatives. Undoubtedly this is true in 
some cases, but the fact remains that the vast majority of the aged live in the com
munity and that many families make great sacrifices to look after their aged relatives. 
Even with such sacrifices it is beyond the power of the family, in most cases, to 
provide for all the needs of the aged-these needs can be met only by a partnership 
between the family and public and voluntary organisations. The needs vary to a great 
extent, they can be related to any facet of living, and it requires a multiplicity ,of 
measures to meet them. The different measures tend to be complementary and 
failure to provide one may tesult in increased pressure on another, e.g. failure to 
provide financial aid or special housing may result in increased demand for more 
costly institutional care. Ultimately it may cost less, therefore, to provide some 
services than to try to do without them. The need for various forms of help may 
not be so great for the aged who are in the middle and higher income groups as it 
is for those in the lower income group, but a degree of need still exists. The Com
mittee considers, therefore, that services in the future should cater, to some"extent 
at least, for all classes. . 

The Committee's recommendations, regaid~ng the services which should be pro- . 
vided, are based on the belief that it is better:' and probably much cheaper, to help 
the aged to live in the community than to provid!! for them in hospitals or other 
institutions. These recommendations are summarised in the following paragraphs-- -
details regarding them and the considerations which l~ to them , are set ouf in the 
Report. " '\, , , 

\ . 
, \ 

;-
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, RECOMMENDATIONS 

Income Mait'tenance - (Chapter 4) 

1: In addition to the l'!lyme1}.ts under the general schemes of Social Welfare pensions, 
benefits and assistance, supplements should be paid to meet the exceptional 
difficulties experiencect,by certain poor aged persons in providing the basic needs 
of housing, heating, lighting and cooking (Paragraph 4.1). 

2. Where an aged person is living alone, or is one of a married couple living 
together, or otherwise has the responsibility as head of a household of providing 
a home at some cost and is sufferin g hardship, he should be paid a housing 

~ 

supplement related to his actual outgoings in respect of rent, rates and other 
expenses (Paragraph 4.2). . 

3. Aged persons in need should be paid a supplement to meet the costs of heat
ing, lighting and cooking (Paragraph 4.3). 

4. The cost of supplementary payments should be borne in full by the Exchequer 
and, where possible, they should be associated with whatever other form of 
benefit or pension is in payment by the Department of Social Welfare (Para
graph 4.4). 

5. Special arrangements should be made in respect of persons in the age group from 
65 to 70 who are not in receipt of any Social Welfare payments (Paragraph 4.5). 

6. To meet the need for some flexible form of urgent assistance to cover temporary 
or exceptional needs the Home Assistance Scheme should be overhauled, par
ticularly in regard to its application in the case of aged persons, so as to provide 
an adequate service for those who must avail of it (Paragraph 4.6). 

Housing (Chapter 5) 

7. Housing authorities should include a special survey of the housing needs of 
elderly persons in every general five-yearly assessment of housing needs which 
they are obliged to carry out under the Housing Act, 1966 (paragraph 5.2). 

8. Where old people wish to remain in their own homes, these homes, where 
practicable, should be adapted, repaired or reconstructed to meet their needs 
(Paragraph 5.4). 

9. Where re-housing is necessary new dwellings should be provided as near as 
possible to the existing homes and neighbours of the old people for whom they 
are intended (Paragraph 5.5). 

10. A specific percentage of all new local authority dwellings should be allocated to 
aged persons. Initially, the aim should be to allocate a minimum of ten per cent 
(Paragraph 5.6). 

11. Housing authorities should arrange to provide "sheltered housing" (Paragraph 5.7). 

12. Voluntary bodies should be encouraged to provide housing for elderly persons 
with the aid of State and local authority grants (Paragraph 5.8). 

13. By use of demountable dwellings and mobile caravan-type homes eldeHy persons 
living in dangerously unfit dwellings in rural areas should be rehoused without 
delay (Paragraph 5.9). 

14 



14. Housing authorities should, as a matter of urgency, establish a renting struc
ture realistically related to the limited means of many old people (Paragraph 5.10). 

Other Community Services (Chapter 6) 

15. Health authorities, who have not already done so, should arrange for the pro
vision of a domiciliary nursing service in all areas (Paragraph 6.2). 

16. The essential place of general practitioners in the care of the aged in the com
munity should be recognised; their co-operation in preventing unnecessary 
institutional care should be sought; they should be advised of the possibility of 
obtaining help from various community services and, where they are paid by 
health authorities, and the system of payment permits of it, they should be given 
a higher rate of remuneration in respect of the aged than of younger persons 
(Paragraph 6.3). 

17. Specialist advice should be readily available at the request of the family doctor 
on an out-patient basis, or in suitable cases on a domiciliary basis. Special clinics 
should be established for the aged in areas where the demand warrants it (Para
graph 6.4). 

18. The special needs of old people should be taken into account in the review of 
ophthalmic services being undertaken by the Minister for Health (Paragraph 6.5). 

19. Dental services should be expanded as soon as possible ' to cater adequ~tely for 
the needs of elderly people (paragraph '6.6). 

20. A wide range of medical and surgical appliances should be available on a domi
ciliary basis and health authorities should review their existing arrangements to 
ensure that avoidable delays in supply do not occur (Paragraph 6.7). 

21. The services of ear, nose and throat specialists should be readily available to the 
elderly and they should be able to obtain hearing aids without difficulty (Para
graph 6.8). 

22. Health authorities should supply, for use in the home, the various aids which are 
available to prevent accidents and to enable the aged to overcome their dis
abilities (Paragraph 6.9). 

23. Health authorities should arrange for the provision of a physiotherapy service 
on an out-patient basis in all areas (Paragraph 6.10). 

24. Health authorities should arrange for the provision of occupational therapy on 
a community basis for aged persons who are in. need of this service (Paragraph 
6.11). 

25. Health authorities should provide chiropody services on an out-patient and on a 
domiciliary basis. Because of the scarcity of adequately trained chiropodists 
each area should have a nurse trained in pedicure"who could provide a service 
on an out-patient basis. Public Health Nurses should also receive training in 
pedicure to provide a service on a domiciliary basis '(Paragraph 6.12). 

26. Health authorities should arrange for a home help se"rvice. Where the service 
is operated by voluntary bodies, health authorities ,should contribute towards the 
cost involved (Paragraph 6.13). . 

15 



27. Health authorities should employ, or should make arrangements for the employ
ment bY-..1Vohinta~y-bodies, of -sufficient trained social workers to meet the needs 
of the aged in 't~e~r are~s (Paragraph 6.14). 

28. lIealth authorities ~hould introduce boarding-out schemes as a normal feature 
of their services for 'the aged (Paragraph 6.15). . "' 

29. Day hospitals should De provided on an experimental basis in Dublin and Cork 
, , 
(Paragraph 6.16). ' 

30. Day centres should be provided .in populous areas (Paragraph 6.17). 
" 

31. Health authorities should encourage the development of clubs and should give 
fi!1ancial support to voluntary bodies which provide them (Paragraph 6.18). 

32. Health authorities should encourage the development of laundry services and 
should offer the use of hospital laundries, or financial assistance, as appropriate, 
to voluntary bodies which undertake to run this service (Paragraph 6.19). 

33. Voluntary bodies should interest themselves in obtaining special concessions 
for the aged, e.g. reduced prices at cinemas and theatres (Paragraph 6.20). 

34. The problem of inadequate nutrition and vitamin deficiencies should be met 
by education in regard to correct diets and by the provision of meals. Health 
authorities should give financial support to voluntary organisations providing 
meals for the aged and, where appropriate, hospital kitchens should be used 
for the preparation of meals (Paragraph 6.21). 

35. The home visiting of the aged should be encouraged in every way (Paragraph 
6.22). 

36. The provision, by voluntary bodies, of personal services for the aged should 
be encouraged and the National Council for the Aged (see Paragraph 10.11) 
should pubIicise the various forms of personal services which are provided for 
the aged and which are found to serve a very useful purpose (Paragraph 6.23). 

37. Health authorities should encourage and should support, financially, voluntary 
bodies providing services for the aged (Paragraph 6.24). 

InstHutlonal Care (Chapter 7) 

38. The concept of County Homes should be abandoned. A system should be de
veloped under which the need of the aged for institutional care would be care
fully assessed, steps would be taken to assign patients to the most appropriate 
form of care and every effort would be made to rehabilitate patients and restore 
them to the community (Paragraph 7.1). 

39. Provision for the aged should be made in four main types of accommodation:
(a) general hospitals, 

(b) geriatric assessment units, 

(c) long-stay hospital units, and 

(d) welfare homes (Paragraph 7.1). 

16 



40. General hospitals should continue to admit the elderly who are acutely ill, or 
in need of urgent treatment as a result of an accident or other emergency 
(Paragraph 7.4). 

41. Units, to be known as geriatric assessment units, should be established for the 
investigation and assessment of elderly patients and for their short-term care 
and rehabilitation where these are necessary (Paragraph 7.7). 

42. Geriatric assessment units should cater for psycho-geriatric patients and should 
act as the assessment geriatric units recommended by the Commission on 
Mental Illness (Paragraph 7.11). 

43. Elderly patients requiring long-term care in a hospital setting should be accom
modated 'in long-stlay hospi't'a:l undts, which should be confined to patti~ntJs who 

need continuous nursing care, patients who are bedfast and need nursing care, 
and patients who are incontinent (Paragraph 7.12). 

44. Welfare homes should be established to cater for elderly patients who do not 
need care in a hospital setting but for whom institutional care is required 
(Paragraph 7.15). 

45. Overall responsibility for the screening of admissions to welfare homes should 
be assigned to the Chief Medical Officers of health authorities (Paragraph 7.17). 

46. A ratio of approximately 40 beds per thousand of the population aged 65 yean. 
and over should be set as ' a reasonable overall target for the provision of beds 
(paragraph 7.23). . 

47. Planning of geriatric assessment units should be on the basis of approximately 
4·5 beds per thousand of the population aged 65 years and over-20% to 25% 
of these beds to be devoted to diagnosis, assessment and intensive treatment 
and the remainder to rehabilitation (Paragraph 7.24). 

48. Planning of long-stay hospital units should be on the basis of approximately 15 
beds per thousand of the population aged 65 years and over (Paragraph 7.25). 

49. Planning of welfare home beds should be on the basis of approximately 20 beds 
per thousand of the population aged 65 years and over (Paragraph 7.26). 

50. Geriatric assessment units should be located at general hospitals. They should be 
provided at least in the main teaching hospitals and in the hospitals which it is 
proposed to develop as "General" and ~'Regional" hospitals as visualised by the 
Consultative Council on the General Hosp,ital Services. In addition, other units 
should be provided on a geographic basis in" order to bring services closer to the 
people for whom they are intended and to facilitate liaison between these units 
and the community services (Paragraph 7.29) .. ". 

~ " 

51. Where possible, long-stay hospital units should be'ip., or near to, a general 
hospital and, wherever located, a long-stay unit shouJd. be associated with a 
general hospital (Paragraph 7.30). 

52. Welfare homes, subject to organisational and economic factors, shOtilll be located 
reasonably convenient to the persons they are intended to serve (Paragraph 7.31). 
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53. Geriatric assessment units should be under the control of specialists in general 
medicine ~ho are of consultant status. The specialists JOust be interested in, 
and hav~ experie~ce in, the care of the aged, including rehabilitati0!l and social 
care, be in a position to devote the necessary time to the work, including the 
provision of out-patient and domiciliary services, and have the ability to co
ordinate their own work with that of other specialists and with the various 
community services (Patagraph 7.33). 

,51 . . Oveqlll resp<?nsibility for 10ng-stay hospital units should rest with the consult
ants in charge of the g~riatric assessment units; they could be assisted in the 
day-to-day care of patients by IOG!!1 general practitioners (Paragraph 7.34). 

55. Welfar.e homes should be staffed by fa.mily doctors - the patients being given 
~hoice of doctor, where it is feasible to do so (Paragraph 7.35). 

56. Arrangements for the payment of capitation fees by health authorities to volun
tary general hospitals which treat patients on their behalf should be continued 
and extended, where necessary, in respect of aged patients (Paragraph 7.36). 

57. The existing ' ~rrangements whereby health authorities pay capitation fees to 'a 
number of voluntary institutions providing long-stay hospital care for aged patients 
on their behalf should be extended to all voluntary institutions which provide 
suitable services and are willing to accept patients sent by health authorities 
(Paragraph 7.37). 

58. Suitable voluntary homes which are willing to enter into arrangements with 
health authorities should be recognised as welfare homes and capitation fees 
should be payable by health authorities in respect of patients sent by them 
(Paragraph 7.38). 

Preventive Measures (Chapter 8) 

59. Specific schemes of prevention should be developed (Paragraph 8.1). 

60. The National Council for the Aged (see Paragraph 10.11) should encourage the 
development of courses on the problems, both social and economic, of retire
ment and on the making of plans regarding such matters as finance, health and 
nutrition, leisure activities and the development of interests after retirement 
(Paragraph 8.3). 

61. Nurses coming in contact with the aged should receive special training in the 
recognition of the early signs of physical or mental deterioration, so that they 
could advise the persons concerned to seek appropriate help (Paragraph 8.4). 

62. A register of elderly persons "at risk" should be maintained by the 'Public 
Health Nurse in each district (Paragraph 8.5). 

63. One of the functions of the National Council for the Aged' (see Paragraph 
10.11) shol1:ld be the dissemination of information on how best the aged can 
preserye their health (Paragraph 8.6). 

• 
64. The National Council for the Aged should collect statistics and information 

about dome~tic accidents involving elderly persons and should organise educa· 
tional and propaganda services for the prevention of accidents (Paragraph 8.7). 
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Research (Chapter 9) 
65. A medico-social investigation of the numbers in institutions and of the reasons 

why they are admitted and retained should be carried out as soon as possible 
(Paragraph 9.2). 

66. Researth should be carried out into the problems, both social and economic, of 
retirement (Paragraph 9.2). 

Organisation and Co-ordination of Services (Chapter 10) 

67. Additional social work services, such as the provision of home helps, necessary 
to help in the solution of the personal and social difficulties of elderly persons, 
should come under the auspices of the Department of Health (Paragraph 10.3). 

68. A permanent Liaison Committee, which would meet as required, sho~ld be estab
lished to achieve the necessary co-ordination of the activities of the Departments 
of Health, Local Government and Social Welfare (Paragraph 10.4). 

69. It should be the responsibility of the Chief Medical Officer of each area to act as 
co-ordinating and liaison officer between the different health services, and 
between the health services and the other public services, such as housing. He 
should have access to all hospitals and homes catering for the aged. He should 
act as the link between general medical practitioners and the hospital or home 
and, by mobilising all the community services available, give them the optimum 
facilities for treating patients in the community (Paragraph 10.5). 

70. Local Social Service Councils should be set up in all areas (Paragraphs 10.6 and 
10.7). 

71. The area to be served by a Social Service Council should be determined on an 
ad hoc basis, depending on a number of factors, but the ~rea should not be too 
small and, where possible, should cover more than one parish (Parag~aph 10.8). 

72. A Social Service Council should be representative of all the bodies providfng 
services for the aged. It should also have individuals interested in the care of 
the aged and in a position to help, and some . ex-officio members, such as 
Chief Medical Officers, because of their special responsibilities in this field (Para-
graph 10.9). . 

73. If any voluntary body wishes to remain outside the local Social Service Council 
its wishes should be respected (Paragraph 10.10). 

74. A National Council for the Aged should be established (Paragraph 10.11). 

Education and Training (Chapter 11) ", 

75. There should be greater emphasis on the' ~are of the aged in the medical under
graduate cprriculum (Paragraph 11.2). 

76. Some experience in the care of the aged should be an essential part of the 
training of all nurses (paragraph 11.3). . 

- " 
77. The work of enrolled nurses, if the grade is created. should be extended to the 

care of the elderly in welfare homes (Paragraph 11.4). ' 
78. The National Council for the Aged and the local Social 'Service Councils should 

arrange short courses of instruction for home helps (Paragraph 1~5). 
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79. The National Council for the Aged and the local Social Service Councils should 
arrang; courses -of instruction, both by professional ' workers and by their own 

~ ~ skilled an<l experienced members, for voluntary workers (Paragraph 11.6). 

80._ The organisation of' a positive programme of public education on the needs of 
the aged should be one of the responsibilities of the National Council for the 
Aged (Paragraph 11.7). ", 

81. The' National Council for -the ,Aged should arrange training courses to which 
housing authorities could selid. newly-appointed wardens of old people's dwell
ings (paragraph 11.8). 

82. The system of awarding fellowships to study abroad to Chief Medical Officers 
, and their assistants should be extena~d so that all are given an opportunity to 

make a special study of the problems associated with the care of the aged 
(Paragraph 11.9). 

Legislation (Chapter 12) 

83. Health authorities should be given statutory authority to employ home helps or 
to arrange for their employment by other bodies (Paragraph 12.2). 

84. Health authorities should be given statutory authority'to provide for the boarding
out of elderly patients (Paragraph 12.3). 

85. Health authorities should be given statutory authority to provide, or arrange for 
the provision of, meals for old people in the community (Paragraph 12.4). 

86. In the consideration of future mental health legislation, particular attention should 
be paid to the question of the e~tent to which it is necessary to admit elderly 
persons to mental hospitals (Paragraph 12.5). 

87. For short-term hospital care, the same principle iIi regard to charges should apply 
to the aged as to all other persons, i.e. services should be provided free, or at 
reduced cost, depending on-means. For long-term hospital care, health authorities 
should not be debarred from making a charge, but in assessing the charge regard 
should be had to whether or not the persons concerned have dependants, or need 
the money to meet legitimate expenses (Paragraph 12.6). 

88. In welfare homes, the same principles in regard to charges should apply as are 
recommended for hospital care (Paragraph 12.7). 

89. For services provided in the community, the same principles in regard to charges 
should apply to the aged as to the rest of the community (Paragraph 12.8). 

90. Charges on aged persons in long-stay accommodation or in welfare homes should 
be so adjusted that they would have some money for personal use. There should 
be provision for the payment of pocket money to persons between the ages of 
65 and 70 who are maintained in institutions and who have no means (paragraph 
12.9). 

91. Health authorities should have power to send patients to voluntary homes 
which would be suitable as welfare homes, similar to their powers to send 
P'ltients to voluntary hospitals (Paragraph 12.10). 
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92. Aged persons sent by health authorities to extern hospitals or welfare homes 
should be subject to the same conditions in regard to charges by health authorities 
as if they were maintained in health authority institutions (Paragraph 12.11). 

93 . Health authorities should have power to assist financially, or in any other way, 
a voluntiry body providing a service for the aged which is in general accord with 
services designated by Regulations for the purpose by the Minister for Health 
(Paragraph 12.12). 

MisceUaneous (Chapter 13) 
94. The task of co-ordinating information concerning all services available for the 

aged should be the responsibility of the Minister for Health (Paragraph 13.1). 

-'. 
'. 

\.~, 

21 



. ' 
'\ 

Appointment of Commltte~ 

REPORT 

PRELIMINARY 

1. The Committee was app~inted in October, 1965, by the Minister for Health, in 
consultation with the Ministe~s for Local Government and Social Welfare. Its 
function was to examine and to report on the general problem of the care of the aged 
and to make recommendations regardi.ng the improvement and extension of services. 

Procedure 
II. The Committee issued a public advertisement inviting persons desiring to give 
evide!1ce, or to make any submissions, to communicate with the Secretary. It also 
wrote to a number of organisations and individuals, with a particular interest in 
the care of the aged, inquiring whether they wished to submit any evidence or views 
to the Committee. Written evidence was submitted by \8 organisations and individuals 
and oral evidence was given by another 19 organisations and individuals. Lists of 
these are at Appendix A (Page 125) and Appendix B (Page 125) respectively. The 
Committee, as a group, visited four County Homes (the Sacred Heart Home, Carlow, 
St. Mary's Hospital, Clastleblayney, St. Colman's Hospital, Rathdrum, and the 
County Home section of St. Camillus's Hospital, Limerick, and one district mental 
hospital (St. Dympna's Hospital, Carlow). Individual members visited many other 
County Homes. During the group visits, discussions were held with officials of the 
local health authorities. In Limerick, discussions were also held with representatives 
of voluntary bodies providing services for the aged. Special visits were made to 
Kilkenny and Waterford to hold discussions with local officials and representatives 
of voluntary bodies. The Committee also visited Scotland where they saw hospital 
units, welfare homes and sheltered housing schemes in Aberdeen, Dundee, Edinburgh 
and Glasgow. They had discussions with representatives of the Scottish Home and 
Health Department, Scottish Development Department and Ministry of Social Security, 
and with representatives of the Regional Hospital Boards and local authorities in the 
centres visited. The Chairman participated in a Study Group on Socal Welfare Pro
grammes for the Elderly, organised in Stockholm by the Government of Sweden in 
co-operation with the United Nations, within the framework of the European Social 
Development Programme. 

Acknowledgements 
III. The Committee wishes to express its appreciation of the help given by all the 
bodies and individuals who gave evidence, or made written submissions. All views 
submitted and representations made were carefully considered and they were of great 
assistance to the Committee in its work. The Committee also wishes lo express its 
appreciation of the help and co-operation afforded by the various bodies and individuals 
whom it met in the course of its visits. Everything possible was done to make the 
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visits as pleasant and as beneficial as possible. In addition to benefiting from the in
spection of the services available, the members had most fruitful discussions with 
the many persons with whom they came in contact. The Committee is particularly 
indebted to Mr. G. A. M. MoIntosh of It!he Scottish Home and Health Depar.tment who 
made the very excellent arrangements for the visit to Scotland, and to the many 
people in the different places who helped to make the visit a most helpful and in
formative one. 

Arrangement of Report 

IV. Part I of the report gives a brief outline of the historical development of services 
for the aged. Part II records recent developments and gives an outline of the services 
at present available. Part III contains the Committee's recommendations as to the 
improvement and extension of services. A summary of the recommendations is 
given in pages xii to xxiii. 

The term Ireland, as used throughout the Report, other than in the historical 
section, excludes the counties of Antrim, Armagh, Derry, Down, Fermanagh and 
Tyrone, which are referred to as Northern Ireland. 

" 

" 
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PART 1-HISTORICAL 

Chapter I 

First Provisions 

1.1 Public provision for the care of the aged in this country dates from the 18th 
century. Specific provision was not made for aged persons but they, in common with 
others, were given some help because they were poor, or sick, or infirm, or unable 
to support themselves. Houses of industry, or workhouses, which catered for the 
destitute, were authorised by law as early as 1703 in Dublin and 1735 in Cork. There 
were numerous other Acts dealings with the poor, including the aged, but the main 
basis of the Poor Law, as it was called and as it existed prior to the year 1921, was 
the Poor Relief (Ireland) Act, 1838, which was modelled in all its main provisions 
on the English Poor Law Amendment Act, 1834. The 1838 Act authorised the 
English Poor Law Commissioners to constitute Boards of Guardians in Irelat}d, to 
join together townlands to form Unions and to cause to be erected in each such 
Union a workhouse in which it was lawful to relieve such destitute poor persons 
as by reason of old age, infirmity, or defect might be unable to support themselves. 
The original Act was permissive. 

The Workhouse 

1.2 The workhouse was the central feature of the Poor Law relief and until 1847 
it was the sole means of relief. Its avowed purpose was to discourage applications for 
relief so thoroughly that only those who were genuinely destitute would apply. Build
ings were of the cheapest description, compatible with durability, and all mere 
decoration was studiously exduded. The following description of a typical work
house is taken from the report of the Poor Relief Commission of 1927 (paragraphs 
34 and 35):-

"The majority of the buildings were commenced in the years 1839 to 1840 and 
finished within three or four years. They were built much on the same plan. 
The walls were unplastered and the rooms unceiled. In their construction and 
fitting-up a rigid economy was observed. One side of the house was allotted 
to males and the other to females. The .classification on each side was roughly 
as follows: - '" " 

(1) the admission, ward which in later 
lodgers' ward, 

(2) the able-bodied, 

(3) the infirm, 

(4) the school and children ward, 

(5) the infirmary, 

(6) the lunatic ward. 
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In addition, there was on the female side a nursery and maternity ward. In 
some of the larger workhouses there were wards known as the male and female 
separation wards. The standard of comfort in the body of the house was, in 
many instances,' very poor and the closet and bathing accommodation bad. It 
will be readily understood that an institution sheltering 12 or 14 different classes 
of all ages and of the most diverse character was difficult of management and 
that the association of' ~Il classes did not of itself conduce to their comfort or 
improvement. The workhouse infirmaries were largely occupied and properly 
sO, having regard to their ~rigin, by the bedridden and feeble who, though. not 
acutely iII, nevertheless required nursing care. This :nilitated against their use 
as general hospitals for the treahnent of acute cases. As a rule, the infirmaries 
were, kept up to a much higher standard than the rest of the house, but in many 
places they lacked proper water supply, sanitary and bathing accommodation 
and ope~ation theatres." 

Out·door Relief 

1.3 The Poor Relief (Ireland) Act, 1847, provided for the appointment of Irish Poor 
Law Commissioners to take over the functions of the English Commissioners and 
placed a statutory obligation on the Guardians of every Union to make-

"provision for the due relief of all such destitute poor persons as are permanently 
disabled from labour by reason of old age, infirmity or bodily or mental defect, 
and of such destitute poor persons as being disabled from labour by reason of 
severe sickness or serious accident are thereby deprived of the means of earning 
a subsistence for themselves and their families whom they are liable by law to 
maintain." 

The Act authorised the Guardians-

"to relieve such poor persons being destitute as aforesaid either in the workhouse 
or out of the workhouse 'as to them shall appear fitting and expedient in each 
individual case." 

Apart from removing the permissive features of the 1838 Act, the 1847 Act was im
portant as it was the first authority for giving what came to be known as "out-door 
relief". 

Medical Treatment 

1:4 The Poor Relief (Ireland) Act, 1851, frequently referred to as the Medical 
Charities Act, conferred on the sick poor the right of free medical advice, treat
ment and medicine. It provided for the division of each Union into dispensary 
districts, the appointment of medical officers and the supply of necessary medicines 
and appliances. 

Extension of Powers ot Guardians 

1.5 The Poor Relief (Ireland) Act, 1862, provided for the admission to workhouses, 
subject to a charge, of poor persons requiring medical or surgical aid. It also author-



ised the Guardians to send any inmates of workhouses, who required special treat
ment, to any hospital or infirmary, which was willing to receive them, and to pay 
the cost of treatment and conveyance. 

County Infirmaries and Fever Hospitals 

1.6 In addition to the provisions made under the Poor Law, there were hospitals set 
up with parliamentary sanction and administered apart from the Poor Law. They were 
known as County Infirmaries and County Fever Hospitals. An Act of 1765 author
ised the establishment of County Infirmaries as "receptacles for poor who are infirm 
or diseased". The Hospitals (Ireland) Act, 1818, authorised the establishment of 
County Fever or Infectious Hospitals. Under these Acts and subsequent Acts the 
Infirmaries and County Fever Hospitals were financed partly by private donations 
and partly by subscriptions from the Grand Juries and subsequently County Councils. 
They were governed by Local Committees. They were usually looked upon as provid
ing for a better class than the workhouse infirmaries. 

Voluntary Hospitals 

1.7 In addition to the workhouses and public hospitals various voluntary hospitals 
were erected during the 18th and 19th centuries, mainly in Dublin. They were 
charitable institutions and catered, among others, for the aged who were sick. 

Local Government Board tor Ireland 

1.8 The Irish Local Government Board Act, 1872, established the Local Government 
Board for Ireland. It took over the functions of the Irish Poor Law Commissioners 
and acted as 'the ceIlltnl'l :authority for 'the public hospitals and fm other asp'ects of the 
health services. 

Vice-Regal and Royal Commissions 

1.9 Towards the end of the 19th century public opmlOn demanded a modific~tion 
of the existing system of poor relief. The Vice-Regal Commission on Poor Law 
Reform, which reported in 1906, found 159 workhouses in operation. It recom
mended are-distribution 'of patients so as to secure the largest possible measure 
of' specialisation. It reported that the arrangements existing in most workhouses 
were quite unsuitable for the treatment of sqrgical or even medical cases according 
to any modern standards. It recommended th~t the infirm or aged should be re
moved from the workhouses to a County Institution to be known as the County 
Alms House. A Royal Commission on the Poor Laws which reported in 1909 was 
in general agreement with the findings and recommend<\tions of the Vice-Regal Com
mission. It stressed that effective classification could riot be attained as long as all 
classes of inmates were housed within the walls "of a > single institution and it 
affirmed that it was a cardinal principle of all proposals that th~re should be classifica
tion by institutions and not merely in institutions. No effective steps were taken to 
implement the recommendations of the Vice-Regal or of the Royal Commission. 
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Old Age Pensions 

1.10 Prior to 190'9, the aged poor whose relatives or friends were unable to support 
them, and fbr whom outdoor relief was inadequate, had no option but to seek the 
shelter of the workhoJlse which was regarded by most as the very last resort. The 
establishment of some, fQfm of old age pension for aged workers had for many years 
prior to 1909 been the srlbject of some consideration and indeed agitation. In 1864 
the Government Annuities A~t provided a scheme whereby persons could purchase, 
through the Post Office, small <qlnuities to provide for their old age but this scheme 
was not a success, due mainly to the fact that the persons for whom it was designed 
were not in a position to pay the rie~essary subscriptions. The pressure for a proper 
pension scheme on a State-wide ba~ls continued and was increased following the 
introduction of old age pension schemes in Germany and Denmark in 1891, in New 
Zealand in 1898, in New South Wales and Victoria in 1901 and in France in 1905. 
Eventually in 1908 the Old Age Pensions Act was passed which prOVided for a 
scheme for non-contributory old age pensions at the age 70 subject to a means test. 
This was the first scheme in Britain or Ireland to cover the whole population and 
to be financed wholly out of voted monies. From it has developed-the whole structure 
of the Social Welfare Income Maintenance Services as they are known in this country 
and which cover, at present, non-contributory pensions not only for the aged but also 
for widows, orphans and the blind, together with the contributory schemes of pen
sions and benefits for the aged, widows, orphans, the sick, the disabled and the un
employed. 

Housing 

1.11 The housing of, old persons is not shown in the historical records of Irish 
public authorities as a separate or special problem. As part of the community, the 
aged poor shared the grossly overcrowded and insanitary conditions in the major 
urban centres of which there are records going back to the 16th century. In the 
"Report of Inquiry into the Housing of the Working Classes of the City of Dublin 
1939/43" these conditions are illustrated by quoting the results of some surveys 
made over the years. In 1798 a count was made in a street in a slum area of Dublin 
which gave an average of 28·7 persons per house. A census in 1841 showed 23,000 
families in Dublin living in single rooms and in one area there was an average whole 
population occupancy rate of 11·6 persons per house. In 1913, 25,822 families lived 
in 5,188 tenement houses and 20,108 were in occupation of one room only. In 1938, 
28,679 families lived in 37,848 rooms in 6,307 tenement houses. In rural areas old 
persons bore their share of the burden of banishments to remote areas, mud-walled 
cabins, famine, rack rents, evictions and emigration which were the lot of the poor. 
Their only escape was to the workhouse-a fate regarded by many of them as worse 
than death. In later years, old people shared in the progressive improvement of 
housing conditions in both urban and rural areas. Because of the more pressing 
demands for housing for large families it is only recently, however, that the housing 
of the aged has been recognised as a distinct and separate problem. 
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PART II - RECENT DEVELOPMENTS AND PRESENT SERVICES 

Chapter 2 

Changes Since 1922 
2.1 Since the establishment of the State in 1922 there have been far-reaching changes 
in the administration and scope of the health and social services. In so far as the 
aged are concerned the present position is set out, in broad outline, in paragraphs 
2.2 to 2.50 under the following headings:-

(a) Administration, 

(b) County Homes, 

(c) Hospitals and Voluntary Homes, 

(d) Domiciliary and Out-patient Health Sservices, 

(e) Housing, 

(f) Social Welfare Services, and 

(g) Voluntary Organisations. 

(a) Administration 

Central Administration 

2.2 Under the Ministers and Secretaries Act, 1924, the Department of Local Govern
ment and Public Health, with its own Minister, became the central authority and 
took over the administration of the law previously administered by the Local Govern
ment Board for Ireland. Old age pensions, however, came to be administered partly 
by the Office of the Revenue Commissioners. In 1947 separate Departments of Local 
Government, Health and Social Welfare Were established. In so far as the aged are 
concerned, the Department of Local Government now deals with housing, water 
supplies, sewage disposal and other sanitary services; the Department of Health 
deals with all other aspects of the health services; and the Department of Social 
Welfare deals with the income maintenance services, public assistance ' a!1d other 
forms of social services. 

Local Administration 

2.3 On the advent of self-government, Boards 'of Guardians were abolished and were 
replaced by Boards of Assistance, or Boards of Health and Public Assistance. Several 
changes in local administration were made subsequently-the details are not relevant 
to this report. Broadly, the present position is that local health authorities (in some 
cases, joint boards consisting of represen~atives of two or'tnore .authorities), deal with 
the health services, subject to the general direction and sup~rvision of the Minister. 
for Itealth. Local authorities (County Councils, Corporations and Urban District 
Councils) deal with housing and sanitary services and also. with public assistance!"" 
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The County Management Act, 1940, extended the management system, which had 
already been introduced-for the Corporations of Dublin, Co,rk, Limerick and Waterford, 
to all areas. Under this system a Manager is responsible for the day-to-day executive 
functions of the local bodies .. - . 

(b) County Homes 
'" , 

Origin 

2.4 During the War of Independ~nce, the British authorities had maintained the 
Local Government Board for Ireland as the central authority, but a Department of 

- Local Government was set up by Dail Eireann and was recognised by a number of 
local councils. For a while, therefore, there were two central authorities. As in
dicated earlier, the Department of Local Government and Public Health became 
the central authority in 1924. County schemes were formulated by County Councils 
in 1921 and were formally legalised by the Local Government (Temporary Provisions) 
Act, 1923. County Schemes provided for the rationalisation of the workhouse system 
and the substitution of specialised hospitals and homes for the former general 
mixed workhouses. Many workhouses were closed and, in most areas, only one 
was retained to serve as a County Home. There was a general impression, or im
plied intention, that County Homes should be reserved for the aged and infirm poor 
and chronic invalids. Insufficient provision was made for classes such as unmarried 
mothers, children and mental defectives so that, in practice, County Homes still 
retained many of the characteristics of the mixed workhouse. Health authorities, 
with the approval of the Minister for Health (see paragraph 7.37), give assistance 
to bodies providing accommodation for aged persons, but the main provision for 
the aged, whether sick or infirm or in ~eed only of shelter and maintenance, is 
made in County Homes. A full list of institutions designated as County Homes 
and hospitals which have County Home sections is at Appendix C. It will be noted 
that there are seven institutions with accommodation of the County Home type in 
Dublin, seven in Cork, three in Louth, two each in Galway, Kerry, Limerick, Water
ford and Wexford, and one each in Carlow, Cavan, Clare, Donegal, Kildare, Kilkenny, 
Laois, Leitrim, Longford, Mayo, Meath, Monaghan, Offaly, Roscommon, Sligo, Tipper
ary (N.R.), Tipperary (S.R.), Westmeath and Wicklow. 

Commission on Poor Relief 

2.5 A Commission was appointed by the Minister for Local Government and 
Public Health in 1925 to enquire into the laws and administration relating to the 
relief of the sick and destitute poor. One of its functions was "to enquire into the 
adequacy and the suitability of schemes which have been formulated under the Local 
Government (Temporary Provisions) Act, 1923, and make recommendations". The 
Commission submitted its report in 1927. It stated that in nearly all the County 
Homes were to be found lunatics, idiots, imbeciles and, except in those counties 
where other special provision is made for them, expectant and unmarried mothers 
and children. It considered that the County Homes were not fit and proper places 
for the reception of the various classes which were to be found in them. • It recom
mended that the original intention to reserve the County Home for the aged and 
infirm poor and chronic invalids should be revived, that the Homes should be 
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brought up to a satisfactory standard and that separate specialised accommodation 
should be provided for unmarried mothers, children and mental defectives. In general, 
these recommendations were not carried out. 

Inter-Departmental CommlHee (1949) 

2.6 In 1949 an Inter-Departmental Committee consisting of representatives of the 
Departments of Health, Social Welfare, Local Government and Finance was set up 
by decision of the Government to examine the question of the reconstruction and 
and replacement of the County Homes and to submit a report to the Minister for 
Health. It found that the County Homes were still being used for the chronic sick, 
the aged, mental defectives, the blind, deaf mutes, casuals, unmarried mothers and 
children. Buildings generally were found to be lacking in comfort and amenities. 
Sanitary and bathing facilities were insufficient and, in most cases, there were in
adequate cooking and heating facilities. The 1949 Committee recommended that 
County Homes suitably reconstructed, should be reserved for the aged and chronic 
sick and that unmarried mothers, mental defectives, epileptics, blind and deaf mutes 
and casuals should be provided with alternative accommodation. The 1949 Committee 
adverted to the trend in other countries towards the provision of accommodation 
for old people in homes entirely distinct from hospitals. It felt, however, that as a 
matter of practical policy the housing of the aged and the chronic sick in a single 
institution had much to commend it. It considered that the busy atmosphere of a 
fairly large home had the desirable effect of preserving the mental and physical alert
ness of the patients-an effect often missing in the smaller and more quiet homes. It 
also considered that the borderline between the aged and chronic sick is sometimes 
narrow and that there is less upset to a patient in transfer from one portion of an 
institution to another than in transfer from one institution to another. It recom
mended that only one type of home should be provided. 

White Paper of 1951 

2.7 A White Paper, which was issued in 1951, indicated that the Government had 
accepted the recommendations of the 1949 Inter-Departmental Committee. It was 
stated that, while in general it was not intended that there should be a multiplicity 
of homes and hospitals for the accommodation of the aged and chronic sick in any 
area, sympathetic consideration would be given to proposals for a limited number 
of subsidiary institutions, provided by adaptation of existing local authority build
ings or country houses, in a few of the very large counties where hardship would 
result from removing old people too great a distance from their friends. To assist 
in the reconstruction of Count Homes the.. Government undertook to make State 
grants available to local authorities by way of contribution to loan charges on monies 
borrowed for the purpose of carrying ou t approyed works. 1:he grant was at the 
rate of 50% of approved loan charges. . . . 

" 
Work on County Homes '. 
2.8 Up to the end of 1966 improvement schemes were 'undertaken at Athy, Castle
bar, Castleblayney, Clonakilty, Ennis, Longford, Mountmellick, Stranorlar and Trim. 
Many of these schemes ha~e been completed and the remainder wi11 be completed 
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- in 1969. Some existing buildings are being reconstructed but in most of the centres 
new accommodation-is-{)eing provided. The total number of beds involved is 2,195 
(plus accommm1ation for 265 staff) and the estimated cost is £3,340,000. Since 1966 
further schemes have been undertaken or have been put to tender covering work at 
Carrick-on-Shannon, Killarney, Roscommon, Regina Coeli Hostel, Dublin, and Usher's 
Island Hostel, Dublin. The~e will provide 668 new -beds and the estimated expendi
ture will be £900,000. Schemes 'are at present in course of planning for the provision of 
fl!rther ~ew accommodation at 'Arby, Boyle, Ennis, Kilrush and Longford. These 
will give a total of 712 beds at an estimated cost of £1,200,000. Further information 
regarding the work' being done is given in paragnlph 7.39. 

Categories of Patients 

2.9 Changes have occurred in the categories of patients in County Homes, but these 
homes still continue to deal with many persons in addition to the aged and chronic 
sick. The following table shows the numbers in different categories in County Homes 
on 31st March, 1950 and on 31st March, 1966:-

-

31/3/1950 
, 

31/3/1966 

Category Under 65 years Under 165 years 
65 years and over Total 65 years and over Total 

Chronic sick · . 806 2,404 3,210 1,070 4,574 5,644 
Aged other than 

chronic sick · . - 2,095 2,095 - 2,721 2,721 
Other adults · . 1,717 - - 1,717 435 - 435 
Mentally handicapped 383 212 595 648 642 1,290 
Casuals'" .. · . 84 55 139 94 120 214 
Children . . · . 829 - 829 53 - 53 

TOTALS · . 3,819 4,766 8,585 2,300 8,057 10,357 

*Malinly 'homeless persons who remain for .a few ,nigh!ts only. 

Staffing and Treatment 

2.10 Most County Homes are staffed at general practitioner level. Nurses and 
other para-medical staff are employed, but the numbers are limited. At Appendix 
D is a statement showing in respect of each County Home the numbers of doctors, 
nurses, social workers, physiotherapists, occupational therapists and chiropodists 
employed. 

Admissions 

2.11 Admissions to County Homes are governed by the Institutional Assistance 
Regulations, 1954, which provide that a person may be admitted:-

(i) on an order given by the Manager of the health authority; 



(ii) on an order given by a member of the health authority, or by a person 
authorised by the health authority to issue directions for the giving of 
general medical services; 

(iii) on an order of the officer in charge of a hospital maintained by a health 
~uthority where the person is transferred from such hospital to the County 
Home; 

(iv) under an agreement with another health authority; 

(v) on the direction of the medical officer 'of the County Home or, in his 
absence, without such direction, in a case of urgent necessity. 

Where a person has been admitted otherwise than in accordance with (i) above, 
the Manager must later consider whether or not it is proper for the person to be 
kept in the County Home. 

(c) Hospitals and Voluntary Homes 

Local Authority Hospitals 

2.12 In addition to County Homes, health authorities maintain a number of district 
hospitals, county hospitals, regional hospitals and mental hospitals. These hospitals 
do not cater for the aged, as such, but in all of them are to be found a number of 
the aged who are sick or in need of some specialist treatment, or for whom 
alternative accommodation is not available. Estimates regarding the numbers of 
aged persons in these hospitals are contained in paragraph 7.22. The total number 
involved is approximately 6,700. 

Voluntary Hospitals and Homes 

2.13 A number of elderly patients are maintained in voluntary and private general 
hospitals, private nursing homes and similar centres. Between 1963 and 1966 a 
survey was made of 14 Dublin general hospitals, as a joint study between the Depart
ments of Social Medicine and Social Studies in Trinity College and the Department 
of Social and Preventive Medicine in University College, Dublin. * The survey showed 
that 28·1% of the patients were aged 65 years and over. As the 14 hospitals were 
not identified the Committee assumed that a similar position obtained in all the 
voluntary and private general hospitals in Dublin. Returns were obtained from the 
voluntary and private hospitals in the remainder of the country, and from nursing 
homes catering for patients suffering from acute conditions. Returns were- .also 
obtained from voluntary homes and institutions catering for the aged, or for persons 
suffering from chronic ailments, and from conyalescent homes. A list of those from 
which returns were sought is at Appendix E. All homes of this type are not 
registered and it is possible that there are some .,small ones, in addition to those 
on the list, of whose existence the Committee -wa& not aware. The Committee 
estimated that there are approximately 5,400 aged persbns in general hospitals, homes 
and other institutions. Particulars ate given in paragrap~ 7.22. 

·Dublin General Hospital and Geriatric Study: by Geof{rer]. Bourke, M>A., M.D.,,,,,D.P.H., D.C.H. 
and J. A. Coughlan, M.A. 
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(d) Numbers In Institutions 

Total Numbel:.:.'of Agec{ Persons in Institutions 

2.14 The figures available to the Committee do not give the exact number of 
persons aged 65 years arid -over who are in institutions, but from the information 
available the Committee ' estimates that the number is approximately 20,000. This 
represents about 7 beds pet ~: thousand of the total population, or 62 beds per 
thousand of those aged 65 years, and over. Views regarding the existing number 
and the number of institutional places which should be provided are contained in 
paragraphs 7.22 and 7.23. , 

(e) Domiciliary and Out~Patient Health Services, 

Medical Services 

2.15 Health authorities provide for persons in the lower income group a general 
medical service (a general practitioner, medical and surgical service, medicine, oph
thalmic, dental and aural treatment and medical, surgical and dental appliances). 
Health authorities also provide for persons in the lower and middle income groups 
specialist out-patient clinic services and they arrange with general hospitals to provide 
similar specialist clinics. Details are not available regarding the number of aged 
persons dealt with at such clinics. 

Nursing Services . 
2.16 Health authorities may provide a nUrse or nurses to give advice or assistance 
on matters relating to health and to assist sick persons. They may also arrange for 
the provision of the services of a nurse or nurses by voluntary bodies. On 31st March, 
1968, 392 nurses were employed directly by health authorities on district nursing 
duties and arrangements had been made with voluntary bodies for the services of 
105 nurses. 

Appliances 

2.17 In addition to the medical and surgical appliances referred to in paragraph 
2.15, health authorities may supply or lend, in cases of need, items such as bed
pans, rubber sheets, bed-rests, foam mattresses and hoists. Arrangements to supply 
articles of this nature have been made by 26 authorities (there are in all 27 
authorities). 

Physiotherapy and Chiropody 

2.18 Health authorities may provide or make arrangements for the provision of 
physiotherapy and chiropody on an out-patient basis. Arrangements of this nature 
have been made by eleven authorities in regard to physiotherapy and by three 
authorities in regard to chiropody. 

Ophthalmic Services 

2.19 Health authorities provide opthalmic services for persons in the lower income 
group. Part-time ophthalmologists are employed to carry out eye examinations, to 
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provide treatment for ailments and diseases and to prescribe spectacles. The spec
tacles are supplied by opticians who are under contract to the health authorities. 
Apart from these services, persons insured under the Social Welfare Acts are en
titled to 0I?tical benefits (see paragraph 2.39). 

Dental Services 

2.20 Dental services are provided by health authorities for persons in the lower 
income group. The services are provided mainly by whole-time dentists employed 
by health authorities. In some areas, the services provided by whole-time staff are 
supplemented by the part-time employment of private practitioners. In addition to 
the services provided by health authorities, dental benefits are available to persons 
insured under the Social Welfare Acts (see paragraph 2.39). 

Aural Services 

2.21 Health authorities employ ear, nose and throat specialists to examine patients 
referred to them and to treat ear diseases. They also have an arrangement with the 
National Rehabilitation Board to provide hearing aids when these are prescribed 
by specialists. These services are at present confined to persons in the lower in
come group for whom they are provided free of charge. Persons insured under the 
Social Welfare Acts are entitled to assistance towards the cost of providing or re
pairing hearing aids (see paragraph 2.39). 

Assistance to Voluntary Bodies 

2.22 A number of voluntary bodies provide domiciliary services (see paragraph 2.50). 
Health authorities may provide assistance for any body which provides, or proposes 
to provide, a service "similar or ancillary to a service which the health authority 
may provide". All activities of voluntary organisations are not covered by this 
provision. In the five years ended 31st March, 1968, capital grants amounting to 
£69,200, and in the year ended 31st March, 1968, maintenance grants amounting to 
£22,900, were paid by health authorities to voluntary organisations providing services 
for the aged. 

(f) Housing 

General 

2.23 Elderly persons were not distinguished as a separate class in housing legisla
tion until 1953. Local authorities, in implementing their housing programmes, were 
required to have regard to certain basic priorities, mainly the elimination of unfit 
dwellings, and policy in relation to such matters '''as the payment of State subsidy 
and the allocation of tenancies was orientated towards the achievement of these 
ends. For example, slum clearance housing -in urban 'ar..~as qualified for State sub
sidy at the rate of two-thirds of the annual loan charg~;' ~ompared with one-third 
in "ordinary" cases, and Regulations made by the Minister for Local Governmerit 
prescribed a high preference, in the letting of houses, for families w)1o had been 
living in dwellings which were deemed to be unfit for human -habitation. The housing , -
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needs of elderly persops were met by housing authorities within their general powers 
under the Housing- Acts and they were dealt with usually in association with general 
slum clearante operations. While housing authorities were encouraged by the Minister 
f~r Local Government to provide a diversity of accommodation in their schemes to 
meet the needs of small family units or single persons, the housing of elderly persons 
was not isolated for attention as a pa~ticular problem in its own right until 1953. 

" 
" 

. Reservation of Houses for Particular ctasses 

2.24 In 1948 the concept of prov~ding houses 'reserved for a particular class of 
persons was first introduced into h<?using legislation (Housing Amendment Act, 
1948). The power to provide these dwellings was given to urban authorities only. 
Special grants of up to £250 a house were payable in respect of the houses in lieu 
of a contribution to annual loan charges. Initially, newlyweds were the only class 
of persons singled out for this purpose but in 1953 it was provided in Regulations 
made by the Minister for Local Government (Housing [Management and Letting] 
Regulations, 1953) that lettings of reserved houses could be made also to elderly 
persons. In practice, however, while a total of almost 800 reserved houses were 
provided by housing authorities, nearly all of them were for newlyweds and the re
housing of elderly persons has, therefore, continued to be carried out mainly in 
conjunction with the general operations of housing authorities. 

Grants for Essential Repairs 

2.25 The special problem of the elderly living in unfit conditions in remote areas 
where there will almost certainly be no demand for the tenancy of a dwelling after 
the lifetime of the present occupiers has also received attention. Provision for a 
special type of grant to cater for this type of case was made in the Housing (Loans 
and Grants) Act, 1962, and re-enacted in the Housing Act, 1966. Under these 
provisions the essential repairs necessary to prolong the life of the dwelling may 
be carried out either by the occupant or by the housing authority. The Minister 
may make a grant of up to £80 in respect of the work and the local authority may 
contribute the full cost of the balance either in cash, materials or labour. 

Grants for Dower Houses and Additional Rooms 

2.26 Section 17 of the Housing Act, 1966, provides for the making of a State grant 
not exceeding £175 for the provision of a new dower house, i.e. a small second 
house on a farm. In this case also, the local authority may make a supplementary 
grant not exceeding the State grant. State grants up to £140 per house are also 
available for the provision of an extra room or rooms to accommodate, in the main, 
an elderly person transferring his holding to a member of his family or to the 
Land Commission. In this case also the local authority may make a supplementary 
grant not exceeding the State grant. The two provisions outlined above are intend
ed to encourage the provision of suitable separate housing accommodation for elderly 
persons, and should help to give them the degree of privacy and indepe~dence they 
desire, while at the same time they are enabled to hand over the family house to 
the members of their families. 
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Grant-aided Housing for Elderly Persons 
2.27 To encourage philanthropic and charitable bodies to make a contribution to 
the particular problem of the housing of the aged a special scheme of grants was 
provided for in the Housing (Loans and Grants) Act, 1962. Under this scheme, 
which was "more generous than the normal provisions open to all classes, each 
living unit provided would qualify for a maximum State grant of £300 and local 
authorities were empowered to give supplementary grants not exceeding the State 
grant. 

This scheme proved popular with religious communities and bodies like the 
Society of St. Vincent de Paul, Iveagh Trust, Soroptimist Association and St. Anne's 
Co-Operative Guild Ltd., Limerick. Progress was hastened by co-operation, and a con
siderable amount of oral consultation, between the various bodies and the Department. 

Subsidy for Dwellings for Elderly Persons 
2.28 The Housing Act, 1966, contains a number of provisions which have a direct 
bearing on the problem of elderly persons' housing. Probably the most important 
is that which applies the higher rate of subsidy (two-thirds of annual loan charges) 
to all dwellings provided by housing authorities for elderly persons regardless of 
whether or not the re-housing is associated with a statutory housing operation of 
the authority such as slum clearance or the demolition of unfit or dangerous dwellings. 
This provision should add considerably to the number of local authority dwellings 
reserved for the exclusive use of the elderly. 

Priorities in Allocation of Tenancies 
2.29 A scale of priorities for the allocation of tenancies is no longer prescribed 
statutorily but is settled locally by each authority within broad lines laid down by 
statute. Thus a housing authority with an acute need for dwellings for the aged in 
its area could give re-housing of the aged a special pri9rity. 

Standards for Dwellings provided by Local Authorities and Charitable 
Organisations 

2.30 For the guidance of philanthropic bodies in this field, the Minister for Local 
Government has prepared an explanatory memorandum outlining desirable standards 
of design and accommodation. At appendix F is an extract from that memorandum, 
showing the standards suggested for accommodation for the aged. A note is also 
included in Appendix F regarding the general standards recommended for local 
authority dwellings for elderly persons. '. 

Recent Developments 

2.31 The Minister for Local Govern~ent, by-Circular letter of 9th November, 1966, 
called for a comprehensive approach by housing authoritles to the care of the aged; 
he asked for a special survey' by housing authorities, to be carr!ed out in close liaison 
with health and public assistance authorities, to ascertain and classify the specific 
housing requirements of different categories of the aged for speciflc""provision in 
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their house building programmes for the aged. The Committee understands that 
there has been ep.c~)Ut?$ing response from many housin& authorities to the Minister's 
-c.all for a v.igorous,," a~d imaginative approach to the provision of adequate and suit
able housing accomm?4ation ~or the aged. 

" "-Rural Areas 

2.32 In some counties the worst housing conditions of elderly persons exist in rather 
,remote rural areas where ther~ ~i1l be no continuing need for dwellings after the 
lifetime of the present occupants of the unfi~ houses. To meet the needs of cases 
which cannot be covered by the provisions referred to in paragraph 2.25 the Minister 

. for Local Government has had a special,:(lrototype demountable dwelling erected near 
Newbridge with the ready co-operation hf Kildare County Council. Details of this 
dwelling have been conveyed to all rural housing authorities. The construction is 
based on a timber frame with asbestos-polystyrene sandwich infill panels. The proto
type, which is suitable for use by an old person, or by an elderly couple, comprises 
some 267 sq. ft. and cost about £600. It should be possible to reproduce it in 
quantity at a lower cost. The Kildare dwelling is only one of a number of possible 
solutions. A number of housing authorities and some commercial interests have 
evolved or are evolving their own types and designs and they are being given every 
encouragement by the. Minister. Some authorities prefer the caravan-type mobile 
home which has the added advantages of compactness, built-in furniture and full 
mobility. 

(g) Social Welfare Services 

General 

2.33 The Department of Social Welfare is responsible for the administration of 
certain income maintenance services which include not only schemes where the 
need to maintain income is directly related to the attainment of old age, i.e. the 
old age pension scheme, but also schemes to cover the loss of or the reduction in 
earning power arising from other causes, e.g. unemployment, prolonged illness, 
which may be the result of or be aggravated by or be more pronounced in old age. 
These services fall into two main categories-those provided under the social in
surance scheme and those provided under the social assistance scheme. An outline 
of these schemes as they affect aged persons is given in the following paragraphs 
and statistical information in relation to old age pensions is given in Appendix G. 
The rates of pension and benefit given in the following paragraphs include the in
creases announced by the Minister for Finance in his budget statement on 23rd 
April, 1968, provided for in the Social Welfare (Miscellaneous Provisions) Act, 1968, 
and operative from August, 1968, in the case of the social assistance scheme and 
from January, 1969, in the case of the social insurance scheme. 

(i) Social Insurance 

Insured Persons 

2.34 Social insurance under the Social Welfare Acts is compulsory for all employees 
(other than self-employed persons) aged 16 to 70 years subject to certain exceptions 
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which include persons whose employment is in a non-manual capacity at a rate of 
remuneration in excess of £1,200 a year. Most persons compulsorily insured are in
sured for all benefits but persons in certain employments such as permanent and 
pensionable employment in the Civil Service, in the Defence Forces as commissioned 
officers, as teachers or under a local or other public authority, are insured only for 
the purposes of widows' and orphans' pensions. Persons ceasing to be compulsorily 
insured may continue their insurance for pension purposes by becoming voluntary 
contributors. The total insured population represents some two-thirds of the popula
tion gainfully employed and some one-quarter of the total population. The contribu
tions paid by contributors and their employers meet about two-thirds of the cost of 
the schemes and the Exchequer pays the balance. The benefits which insured persons 
who are aged and their dependants may obtain are not subject to any means test 
and are set out in paragraphs 2.35 to 2.39. 

Old Age (Contributory) Pension 

2.35 This pension is payable at age 70 to a person whose insurance under the 
Social Welfare Acts satisfies certain prescribed conditions. The insurance must have 
commenced before he reached the age of 60, he must have had not less than 156 
employment contributions paid (a minimum of three years' insurable employment) 
and he must have had an average of not less than 48 contributions paid or credited 
for each year of insurance up to age 70. A person need not have retired from 
gainful employment in order to qualify for pension. A pensioner can obtain an in
crease of pension in respect of his wife (or in the case of a woman for her husband 
if he is physically or mentally incapable of self-support) and his children, if any, 
under the age of 16 years. The maximum weekly rates of pension are 72/6d. for the 
pensioner alone and 132/6d. for a married couple, unless both husband and wife 
qualify separately for 72/6d. each. Lower rates of pension are payable where the 
insurance conditions are not fully satisfied. Increases of pension are payable in 
respect of qualified children under 16 years of age, 15/ 6d. for each of the first two 
children and 10/ 6d. for each 'additional child. From January, ' 1969, an incapacitated 
pensioner may be paid an increase of 45/- a week for a daughter who has been in
surably employed but leaves employment to look after him or her. The payment 
is limited to cases where the pensioner is so incapacitated as to require full time 
care and attention and there is no other adult living with him Or her capable of 
providing that care and attention. Similar payments subject to the same conditions 
may be made to incapacitated widows aged 70 and over who are receiving widows' 
(contributory) pension (paragraph 2.36) and to persons receiving non-contributory 
old age pension (paragraph 2.40). ", 

' . " 

Widows' (Contributory) Pension '~ 

2.36 This pension is payable to a wi~ow who at the , d~te of her husband's death 
satisfies the insurance conditions for pension on the basis of her late husband's 
insurance or on her own. These conditions are briefly titat he or she had not less 
than 156 employment contributions paid (a minimum ,qf lhr~e years' insurable em
ployment) and had a yearly average of not less than 39 contributions paid or credited 
in the last three or five years before the date of the husbanq's. death or attainment < 

39 



of the age of .70 or an average of not less than 48 contributions paid or credited for 
each year of fusurance up to that date. There is n'o age limitation for pension . 
.However, -a--....widow who qualifies'for old age (contributory) pension on attaining the 
age of 70.cannot receive that pension arid widows' (contributory) pension at the same 
tillie" only the pension' ,more favourable to her being payable. The weekly rates of 

, widow's (contributory) pension are 65/-d. for' widow's who have no qualified child
ren and 67/ 6d. for widows'v(ith qualified children together with increases of 15/6d. 
for each of the first two qualified children and 10/ 6d. for each qualified child in 
excess of two. Reduced rates of"pension are payable where the insurance conditions 
are not fully satisfied. The additional payment of 45/ -d. a week mentioned in para
graph 2.35 above may also be paid to .an incapacitated pensioner aged 70 and over. 

Unemployment Benefit 

2.37. This benefit is payable for a maximum period of 312 days to unemployed per
sons aged less than 70 years who are available for and capable of work, and whose 
social insurance satisfies prescribed conditions. However, persons who are aged 65 
years or more and who have had not less than 156 employment contributions paid 
in respect of them 'may continue to draw unemployment benefit up to the age of 
70 as long as they are- unemployed. The rates of unemployment benefit are 65/ -d. a 
week for the insured person with an increase of 52/6d. a week for an adult dependant, 
increases for children being payable on the same basis as for widows' (contributory) 
pension: Reduced rates of benefit are payable where the insurance conditions are not 
fully satislied. 

Disability Benefit 

2.38 This benefit is payable to insured persons under the age of 70 years who are 
certified as incapable of work by reason of illness and whose insurance satisfies 
the prescribed conditions. Provided the person has 156 employment contributions 
paid, payment of benefit may continue up to age 70 as long as the incapacity lasts 
and the necessary evidence is supplied. The rates of disability benefit are the same 
as of unemployment benefit. 

Treatment Benefits 

2.39 The following benefits are also available to insured persons regardless of age:-

Dental Benefit: 

The full cost of all forms of conservative treatment, dentistry, extractions, 
fillings, etc. and one-third of the cost of prosthetic dentistry, (including pro
vision of dentures, repairs, additions, alterations and remodelling) according 
to a scale of fees fixed by the Minister from time to time. 

Optical Benefit: . 
The cost of examination, advice and, if necessary, prescription by an ophthal-

mic surgeon, a medical practitioner or an ophthalmic optician and a sum not ex
ceeding 23/ 6d. towards the provision of optical appliances or the repair thereof. 
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Medical and Surgical Appliances: 

Two-thirds of the cost of providing or repalrmg hearing aids or contact
lenses where the price does not exceed £3, or where it exceeds £3, such portion 
of the cost as may be determined. 

(ii) Social Assistance 

ord Age (and Blind) Non-Contributory Pensions 

2.40 This pension scheme is financed directly by the State and is governed by the 
provisions of the Old Age Pensions Acts. The pension is paid, subject to a means 
test, to persons who have attained the age of 70 years and who do not qualify for 
old age (contributory) pension. The maximum weekly pension, 65/ -d., is paid to 
persons whose means, assessed in accordance with the provisions of the Old Age 
Pensions Acts, are nil. For those who have assessable means the weekly pension 
rate is reduced and the minimum pension is payable where the assessed means do 
not exceed £195-15-0d. per year. The basic rate of pension is also increased, with 
suitable adjustment of the means scale, where there are qualified children, at the 
rate of 12/6d. per week for each of the first two children and 7/6d. per week for 
each qualified child in excess of two. The additional payment of 45/ -d. a week 
mentioned in paragraph 2.35 above may also be paid to an incapacitated pensioner. 

The Old Age Pensions Acts also provide that a person who is so 'blind as to be 
unable to do any work for which eyesight is essential, or to be unable to follow 
his or her ordinary occupation, may receive a pension, from the minimum age of 
21 years, at the same rates as and subject to a means test similar to that applied 
to old age pensions. 

Particulars of the rules for the assessment of a pensioner's means, showing in 
particular the items disregarded, are given in Appendix H. 

Widows' (Non-Contributory) Pension 

2.41 This pension is paid, subject to a means test, to widows under 70 years of 
age who do not qualify for widows' (contributory) pension and the means are 
assessed as shown in Appendix H. The maximum weekly pension, 63/ 6d., is paid 
to those whose assessed means are nil. As in the case of old age non-contributory 
pension, the rate of pension is reduced as means increase, the minimum', pension 
being payable in cases where assessed means do not exceed £182-15-0d. a' y,ear. 
~gain, as in the case of old age non-contributory pensions, this means limit is ex
tended where there are qualified children aUQ allowances for children are paid at 
the same rates as in that pension. '. 

Unemproyment Assistance , '. 

, " 2.42 Unemployment assistance is payable up to age 70, s\1bject to the fulfilment of 
certain conditions, to unemployed persons who are available for employment but 
who are not eligible for unemployment benefit. Payment of assistance is subject 
to a means test and can continue as long as the unemployment'lasts. T~,maximum 
weekly rates of unemployme~t assistance are, for a persoIf' Wltli nb dependants, 
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51/6d. "increased by 46/-d. for an adult dependant in urban areas (45/6d. and 44/-d. 
respectively ,elsewhere)~ with 12/6d. for each of the first two qualified children and 

-7./ 6d. for efo.ch qual~ed child in excess of two. 

(iii) Other Services 

General 
-

2.43, There are also certain otber services under" the general control of the Depart-
ment of Social Welfare, some of which are administered by local authorities or other 
bodies, under which the aged also"Qenefit or which are specifically for the aged. 
These are the blind welfare scheme," the cheap fuel scheme, and home assistance, 
which apply regardless of age and the schemes of free travel, free electricity allow
ances and free tadio and television licences which apply to pensioners over 70 years 
of age. 

Blind Welfare 

2.44 In respect of each blind inmate of approved homes and hostels for the blind 
annual capitation grants of £65 and £125 are paid by the Department and the local 
authorities, respectively. The local authorities also pay allowances (which are additional 
to blind pension) to necessitous blind persons living at home or in lodgings. The scales 
of allowance vary with the different authorities; the highest rates being payable in the 
Dublin and Cork County Boroughs, as follows: 

Single blind person 
Married man with dependent wife 

Dublin Cork 
per week 

31s. Od. 35s. Od. 
55s. 6d. 60s. Od. 

Outside Dublin and Cork County Boroughs the rates vary widely, the average being 
7 I 6d. for a single person aIld 15 I -d. for a married man with a dependent wife. 

Cheap Fuel 

2.45 The cheap fuel scheme applies to 17 cities and towns in non-turf areas (mainly 
in the eastern and southern seaboards). Under the scheme persons in receipt of non
contributory old age, blind and widows' pensions are entitled to 1 cwt. of fuel (turf 
or timber) per week on payment of 6d. Certain other categories get the fuel on 
payment of higher rates of contribution, e.g. recipients of unemployment assistance 
-II-d., families with low incomes-2/-d. Home assistance recipients get the fuel 
allowance free of charge. The scheme is administered by the local authorities who 
are recouped by the Department of Social Welfare the net cost of fuel supplied, 
other than fuel provided for home assistance recipients. 

Home Assistance 

2.46 Home assistance is payable by public assistance authorities. The Ppblic Assist
ance Act, 1939, which is the statutory basis for the service, does not prescribe 
specific rates of assistance. It provides that a poor person who is unable to provide 
by his own industry or other lawful means the necessities of life for himself or any 
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persons whom he is liable to maintain shall be eligible for assistance and that it shall 
be the duty of the Public Assistance Authority to give such assistance as shall appear 
to them to be necessary or proper in each particular case. While administration of 
public assistance is subject to the general direction and control of the Minister for 
Social Wetfare, section 5(2) of the Act prohibits the Minister from directing the 
giving of assistance to any individual person. 

Free Travel Facilities 

2.47 Free travel facilities are available to old age pensioners, both contributory and 
non-contributory, blind pensioners, widow (contributory) pensioners aged 70 and over, 
the adult dependants aged 70 and over of old age (contributory) pensioners and per
sons aged 70 and over resident here who are receiving retirement pension from Britain 
or Northern Ireland. The facilities are available on road and rail services of C6ras 
Iompair Eireann and on the road services of the County Donegal Railways (Joint 
Committee) and the Londonderry and Lough Swilly Railway Company. 

Free Electricity Allowance 

2.48 This allowance consists of up to 100 units of electricity, free of -charge, in 
each two-monthly period, plus relief from the two-monthly fixed charge on the E.S.B.'s 
domestic consumer tariff. To be eligible, a person must be a registered consumer 
of electricity and be receiving non-contributory old age pension or blind pension or 
old age (contributory pension or, being aged 70 or over, widows' (contributory) 
pension and, in addition, must be residing alone or with one or other of the follow
ing classes of persons onIy-

a wife, an invalid husband or other invalid person who ordinarily resides with 
the pensioner, other old age or blind pensioners, a child 'or children under the 
age of sixteen for whose maintenance the pensioner is o~dinarily responsible, a 
child or children over the age of sixteen who is full-time school-going, a person 
receiving retirement pen~ion from Britain or Northern Ireland or a person aged 16 
or over, who is required to live with the pensioner in order to give him constant 
care and attention because the pensioner is an invalid or so infirm due to age 
as to require such attention. 

Free Radio and Television Licences 

2.49 From 1st July, 1968, licences for radio and television and for rad~o ~>nly are 
provided free of charge for persons receiving non-contributory pension under the Old 
Age Pensions Acts or (contributory) pension or, being aged 70 or over, widows' 
(contributory) pension. The conditions for ' r~ceipt are that the pensioner must be 
living alone or with one or other of the classes of persons set, out in paragraph 2.48 
above only. " 

~ _ k, 
(h) Voluntary Organisatlo~ 

- . " 
- -. ~..,. .... .... .- . ,. - ... -

~ .,... ,~ ~ 

. ~ . .... ~ ~ -"" 
Work of Voluntary Organisations . . -
2.50 In addition to providing hospitals and homes a number of voluntary organisa-
tions, including religious bodies, provide non-i~stitutional services for the aged. Some 
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have been set, up specifically for this purpose, others do it as part of their more 
general work of a cliaritable or philanthropic nature; s~me deal only with limited 
services, e.g.' the supply of meals, others provide a variety of services; some operate 
on a national basis, oth~rs operate only in certain areas; some operate on their 
own, 'some in conjunction ''With other bodies; the work ,of some is fairly well
known but the work of others is practically unknown to the public at large. It 
would be impossible within tIle,limits of this report to give a full picture of the 
range and variety of the work of '~very organisation but included in their activities 
are. the following:-

Domiciliary visiting; ", 
Visiting of patients in institutions and: .the provision of comforts; 
The provision of transport for attendance at religious services, shopping, dis-

pensaries etc. ; 
Nursing ; ' 
Chiropody; 
Physiotherapy 
Hairdressing ; 
Financial help; 
Giving of advice; 
Help in corresp~n&nce; 
Assistance in obtaining help from Public Authorities; 
Meals; 
Home helps; 
Laundry service; 
Supply of fuel; 
Supply of furniture, bedding and clothing; 
Supply of television and radio sets; 
Supply and installation of cookers and heaters; 
Housing; 
Repair, decoration and cleaning of houses; 
Help in gardening; 
Organisation of social functions, film shows etc. ; 
Holidays; 
Day trips; 
Provision and operation of information centres, social centres and clubs; 
Library service; 
Birthday and Christmas friend schemes. 

At Appendix I (page 136) is a list of organisations of whose activities the Committee 
was made aware. In addition to the organisations listed it is probable that there 
were many others of whose work no information was available to the Committee. 
The Committee found most heartwarming the dedication and zeal of the organisa
tions with which it came in contact. 

In addition to the work of organised groups a great amount of help is 'provided, 
on a voluntary basis, by kindly and charitable individuals and families. 
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PART 111- VIEWS AND RECOMMMENDATIONS OF THE COMMITTEE 

Chapter 3 

INTRODUCTORY 

General 

3.1 There has been, in recent decades, a very great increase in the number of 
aged persons. Fortunately, a large proportion do not need public social support, 
except, possibly, financial support, but the numbers who require a considerable 
amount of help are still so great that the provision of the services they need is an 
enormous problem to which there is no ready or simple solution-it is only by a 
multiplicity of measures that the numerous and varied needs of the aged can be 
met. These measures tend to be complementary and failure to provide one may 
result in increased pressure on another, e.g. failure to provide community care, or 
special housing, may result in increased need for costly jnstitutional beds. Failure 
to provide treatment services in institutions may lead to greater length of stay 
and fewer discharges with the result that more beds are needed. The provision of 
some services may be, therefore, not so much a question of choice as of necessity. 
In this country many services have been provided for the aged, but a comprehensive 
and integrated form of care has not been developed. Services are inadequate in 
many respects, but the number of beds in institutions is exceptionally high (see para
graph 7.22). The increased and increasing numbers of aged persons and the greater 
public appreciation of the right of the aged to share in the improved standards of 
living make it essential to review the existing services and to see in what ,respects 
they need to be improved and extended. In this task it is essential to remember 
that all the aged are not in need of help and that most- of those who do need help' 
require it because they have individual needs-not merely because they are old. It 
is also essential to remember that public and family care should be regarded as com
plementary-not as alternatives-and that the public authority should endeavour 
to help the family, not to take over from it. . , 

Meaning of "Aged" 

3.2 There is no definite age at which a person can be said to be "aged" and in 
need of help. In some the faculties decline ;at,her early, while in others health and 
vigour continue almost undiminished until late in life. For statistical purposes it is 
usual to fix arbitrarily an age, usually somewhere between 60 and 70 years, at which 
people are regarded as entering the category of the .aged .. . The Committee has taken 
the age of 65 years as it is the usual age of retirement'.ip this country. It realises, 
however, that some persons under this age, possibly well under it, can be regarded 
as "aged" and in need of the same form of help as much old-Elr persons, while man~ 
over the age of 65 years are not in need of help of any kind. ' In addition, the need 
for different services may arise at different ages, e.g. the need for special housing 
may arise before the age of 65, years while the need for institutional care may not 
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arise until the 70~_ or 80s. 'the term "ger iatric" is frequently used in regard to the 
. aged but it i.s used wIth different meanings. Some use it as synonymous with chrono-. ..... 
,logically aged: others .use it only in regard to those who are biologically aged ; some 

- use it in regard to all ~es of care (including social care) required by the aged, others 
use it only in regard to diseases and disorders associated with old age; most, but not 
aU, exclude from the term conditions requiring treatment of an acute nature such 
as surgery. To obviate ambiguity the Committee uses the 'term only where the mean-

, ing attached to it is clear. . 

Numbers of Aged Persons 

3.3' , In 1901 the average expectation of ' life at birth in this country was 49·3 years 
for men and 49·6 years for women. It is now 68·13 years for men and 71·86 years 
for women. 

The following table shows the growth, over the period 1936-1966, in the number 
and proportion of old people in our population:-

Aged 65 years Aged 75 years Aged 80 years Aged 85 years 
and over , and over and over and over 

Year Total 
%of % of % of %of Popula-
total total total total tion 

Number popula- Number popuJa- Number popu)a- Number popula-
tion tion tion tion 

1936 .. 286,684 9.66 87,743 2.96 34,755 1.17 11,505 0.39 2,968,420 
1946 .. 314,322 10.64 99,881 3.38 39,379 1.33 13,237 0 .45 2,955,107 
1951 .. 316,391 10.69 108,727 3.67 44,172 1.49 13,285 0.45 2,960,593 
1961 .. 315,063 11.18 118,785 4 .21 55,575 1.97 18,535 0.66 2,818,341 
1966 .. 323,007 11.20 118,682 4 . 12 55,881 1.94 20,297 0.70 2,884,002 

Between 1936 and 1966 the number of persons aged 65 years and over rose by 
36,323, -an increase of 12·7%. Even more significant is the increase in the numbers 
in the upper age groups. As people advance in years their dependence grows greater 
and few of those over the age of 75 years will be completely independent and the 
older they become the more their dependency will increase. In thirty years the 
number of those aged 75 years and over increased by 35·3%, of those 80 years and 
over by 60·8%, and of those 85 years and over by 76·4%. In the fifteen years from 
1951 to 1966 the increases were 9·1%, 26·5% and 52·8% respectively. The follow
ing table shows the numbers of aged persons which it is anticipated will be in the 
country in 1971 and 1981:-

Aged 65 years Aged 75 years Aged 80 years Aged 85 years 
Year and over and over and over and over 

1971 .. 327,258 122,489 55,897 ·18,644 

1981 .. 363,437 135,896 65,728 21,004 
- I 
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Number of Males and Females 

3.4 The following table shows the numbers of males and females in the different 
age groups according to the 1966 Census of Population:-

Age Group 

65 years and over 
75 " 
80 " 
85 " 

" 
" 
" 

" 
" 
" 

Comparison with Other Countries 

Males 

149,949 
52,660 
23,916 
8,092 

Females 

173,058 
66,022 
31,965 
12,205 

3.5 A decline in the birth rate, a substantial decrease in the general death rate 
in the younger age groups, improved medical care and better social conditions have 
.all combined to produce, in most countries, a considerable increase in the proportion 
of the population who are of advanced years. In this country the age structure of 
the population has been affected by the emigration of large numbers of young people. 
The following table shows the proportion of total population who are aged 65 years 
and over in different countries:-

Austria 
Sweden 
France 
Belgium 

Country 

England and Wales 
Norway 
West Germany 
Scotland 
Ireland 
Denmark 
Switzerland 
Italy 
Netherlands 
United States of America 
Greece 
Spain 

, 
.... 

" Percentage of total population 
who are aged 65 years and over 

1,3.2 
12.7 
12.6 
12.5 
12.3 
11.8 
11.7 
11.3 
11.2 
11.2 
10.7 
9.7 
9.6 
9.4 , 
9.0 

"- 8.3 
' . 

....... " 

The proportion of persons aged 65 years and, over '.'d~es not, however, give the 
complete picture. The birth rate· in this country is higli. with the result that the 
proportion of children and young persons is also high. The following table shows 

"Based on figures taken from the Demographic Yearbook 1966, United Nations. 

47 



the proportion of total population in different countries: in the working age groups, 
,sa):, 20 to 64.(years :,~ --

Country 

Ireland 
United States of America., 
Netherlands 
France 
Scotland 
Norway 

. Denmark 
Belgium 
Spain 
Austria 
Greece 
England and Wales 
Italy 
Switzerland 
Sweden 
West Germany 

, 
\ 

* Percentage of total population 
wh9 -are aged 20 to 64 years 

48.6 
51.0 
52.5 
54.1 
54.6 
54.8 
~5.9 
56.4 
56.4 
56.6 
56.9 
57.0 
58.1 
58.2 
58.3 
59.9 

It will be seen that Ireland has the lowest percentage of population in the working 
age groups. The balance between those in productive employment and the depend
ent members of the community is, therefore, very unfavourable. 

GENERAL CONSIDERATIONS 

Classes to be Catered For 

3.6 In the past, services for the aged, other than those provided from their own 
resources or with the help of relatives and friends, were confined almost entirely to 
the destitute. The increase in the nature and extent of Social Welfare pensions and 
benefits, and the provision of other social services, such as subsidised housing, have 
greatly reduced the number of those who are destitute. It must be assumed that 
this trend will continue. Some services, e.g. hospital and specialist services, are now 
provided free or at reduced cost for more than the poor; similarly, grants for new 
or reconstructed dwellings are not restricted to the poor and contributory pensions 
are payable without any means test. The need for various forms of help may not 
be so great for the aged who are in the middle and higher income groups as it is 
for those in the lower income group, but a degree of need still exists. The Com
mittee considers, therefore, that services in the future should cater, to some extent at 
least, for all classes. 

-Based on figures taken from the Demographic Year Book 1966, United Nations. 



Standard of Institutional Care 

3.7 As already stated institutional care was originally designed to cater for those of 
the destitute who had to accept it. There has been considerable improvement in 
the standard of amenities and facilities, particularly where new or reconstructed 
buildings h~ve been provided, but there are still many buildings where the position 
is very unsatisfactory. As the standard of living improves, old people are entitled to 
a share in that improvement. In addition, the recruitment of staff will be adversely 
affected if the standard of institutional accommodation is low. The Committee con
siders, therefore, that the general standard of institutional care provided must be 
raised progressively. 

Standard of Services in Other Countries 

3.8 The standard of services, both domiciliary and institutional, and of amenities 
provided for the aged has improved greatly in many countries in recent years. The 
Committee considers that this country must aim to provide similarly improved 
standards. The Government has expressed its desire to become a member of the 
European Economic Community. One of the aims of the Treaty of Rome is to 
promote close collaboration between member countries in the social field. 

The Aim of Services 

3.9 It is generally accepted that it is better, and probably much cheaper, to help 
the aged to live in the community than to provide for them in hospitals or other 
institutions. The Committee considers tha t the aim of services provided for the aged 
should be:-

(a) to enable the aged who can do so to continue to live in their own homes; 

(b) to enable the aged who cannot live in their own homes to live in other 
similar accommodation; 

(c) to provide substitutes for norma] homes for those who cannot be dealt with 
as at (a) or (b) ; 

(d) to provide hospital services for those who cannot be dealt with as at (a), (b), 
or (c). 

To achieve these aims housing services, schemes of financial assistance and other 
social welfare services, and health services must be closely integrated with one an
other as they are all essential parts of a comprehensive service for the aged. ' 

Need for Planning 

3.10 A host of bodies, public and private are involved in the provision of services 
for the aged and their activities must be carefully planned and co-ordinated so that, 
as far as possible, a complete and integrated service'is provided for all and waste 
and duplication avoided. While planning is essential, it>must be flexible; the ex
tent to which particular measures are necessary, desirable,' or feasible, will vary from 
place to place and from time to time. In later paragraphs the Committee suggests 
a pattern of services which should be developed in the immediate future. While a 
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- basic pattern is visualised for the country as a whole, it ,may have to be; mouified to 
mee.t the needs of. parti£ular areas and it will have to be kept under continual review 
as"new approaChes 19 the problem of the aged are developed. The Committee con
siders it desirable,- as far as possil?le, to provide for the aged within the general 
scheme of health and social services for the country, rather than to set the aged 
as a group apart from all Qthers in need ~f help . . 

. Range of Services to be ~rovld~d 
3.11 The aged are not a homogeneous group. Their needs vary to a great extent 
and are related to every facet of living. ,The provision of all the services which they 
may require is an enormous problem wl;1ich has not been solved in any country 
and which is probably incapable of being fully solved. The aim, however, should be to 
ensure that the aged receive a fair share of available resources and that as com
prehensive services as possible should be provided for them. It is impossible to 
specify every way in which help can be provided but the Committee considered 
the matter under the following heads:-

Income Maintenance 

Housing ' " 

Other Community Services 

Institutional Care ' " 

Preventive Measures 

Research •. . 

Organisation and Co-ordination of Services 

Education and Training 
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Chapter 4 

INCOME MAINTENANCE 

General 

4.1 Accepting that the primary aim should be, as set out in paragraph 3.9, to en
able the aged to continue to live in their own homes, the payments available to aged 
persons under the income maintenance services of the Department of Social Welfare 
should, with whatever other means are available to them, enable them to do so in 
reasonable comfort unless there are some grave physical or social circumstances 
which necessitate admission to a hospital or institution. That these payments do 
not in many cases so provide is evident from the fact that old age pensions, for 
example, are being supplemented by home assistance in a considerable number of 
cases-some 3,500 at present-although home assistance should be a short-term pay
ment to tide a person over temporary need rather than a way of life. It is likely 
that the need for such supplement also arises in numerous other cases as there is 
evidence that many people in straitened circumstances refrain from applying for home 
assistance because it bears the stigma of poor relief. In addition others drift into 
County Homes who, with a little financial help or domiciliary care or physical 
assistance, could continue to live in the community. In these circumstances, the 
Committee feels it is essential that something should be done to improve the in
come maintenance services for the needy aged. To increase general rates of pensions 
and assistance sufficiently to provide adequately for the persons with little, if any, 
means would, however, be very costly. An overall increase of 5/- a week in non
contributory old age pensions' alone would cost in the neighbourhood of £It million 
a year but such an increase would not be sufficient to meet the position of many of 
those whose needs are greatest. It would be a more effective use of available 
resources and be of considerable assistance in reducing the numbers of the aged seeking 
admission to institutions if priority in the allocation of available funds were given 
to those most in need. The Committee recommends, therefore, that in 'addition to 
the payments under the general schemes of pensions, benefits and assistance, ~upple. 
ments should be paid to mttet the exceptional difficulties experienced by certain poor 
aged persons in providing the basic needs of -housing, heating, lighting and cooking. 

, "' ... 

Housing Supplement " 
\ 

4.2 The question of the provision of housing and inatt~rs relating to the repair, im-
provement and maintenance of housing by local authorHi~s is dealt with in Chapter 
5. It is the policy of the Minister for Local Government t11at housing accommoda
tion should be provided by housing authorities for persons'in need of re-housing, 
irrespective of their rent paying capacity and that, by the operation ot differential 
rent schemes, the rents charged to such categories as old age pensione"rs should be 

51 



nommal. Unfortunately it may take some time before the policy becomes fully 
effective i~ all areas; in addition, it does not cover' the position of those who are 
not in local- authocity dwellings: The Committee recommends, therefore, that where 
lm aged person'is liVing alone, or is one of a married couple living together, or other
wise has the responsibility as head of a household of providing a home at some cost 
and is suffering hardship, he should be provided with assistance to meet his housing 
commitments. Most of those concerned will already be in receipt of some form of 
pension or benefit and the a~ffitance coulO take the form of a housing supplement 
associated with the pension or benefit. In other cases special arrangements should 
be made (see paragraph 4.5). The supplement should be paid whether the persons 
concerned are in local authority or 'private housing. It should be a weekly amount 
,based on the annual optgoings in respect of rent, rates or other expenses involved, 
such as mortgage interest, insurance etc., subject to overriding limits which would 
take into account whether or not the person was living alone. In order to ensure 
that aged persons in local authority housing would get the full value of the housing 
supplement the Committee recommends that in calculating the total family income 
for the differential rent scheme the housing supplement should be ignored. 

Supplement for L:ighting, Heating and Cooking . 

4.3 There are already in existence a cheap fuel scheme (paragraph 2.45) and a 
scheme of free electricity allowances (paragraph 2.48). The cheap fuel scheme is 
limited to certain areas and the free electricity scheme is of little value except where 
heating and cooking are done by means of electricity. The Committee considers that, 
where practicable, in the interests of their self-respect, old people should be enabled 
to pay their own expenses rather than have these expenses paid for them. The 
Committee accordingly recommends that the existing schemes should be terminated 
and superseded by a general scheme of assistance towards the cost of lighting, heat
ing and cooking. In most cases the assistance should be by a supplement similar 
to the housing supplement already suggested. It should be a weekly amount related 
to annual costs. The Committee recommends that persons living in sheltered housing 
conditions, or homes or establishments for aged persons, and who have to pay some
thing towards the cost of heating, lighting and cooking should be eligible for these 
supplements. 

Administration 

4.4 As it is the intention that the supplements dealt with in the preceding para
graphs should be national in coverage and have a common basis of assessment of 
rates of payment, the Committee recommends that the cost should be home in full 
by the Exchequer out of general taxation. The Committee is also strongly of the 
opinion that the payment should, if it is administratively possible, be associated with 
whatever form of benefit or pension is in payment by the Department of Social 
Welfare. It is appreciated that this may cause some difficulties but the Committee 
feels that the interests of the recipients would be best served by having one aggregate 
weekly payment made to the individual rather than a number of sma'ler payments 
from different sources. The cases in which these supplements would be payable 
would be determined on applications made by the persons concerned. This would 

52 



require that full publicity should be given to the scheme at its inception and sub
sequently. Cases where persons were entitled to supplements but unaware of their 
existence would, of course, become apparent to Social Welfare Officers during the 
course of investigations of means for pension purposes and to Home Assistance 
Officers during the course of their normal duties. Cases might also come to light 
where other officials or voluntary bodies come across them in the course of their 
normal activities. In these cases, applications should be completed. Where additional 
or special information is required, the applications could be referred to the local 
district nurse or social worker, if one is employed, to report on the social aspects 
or the degree of need. Suitable maphinery for deciding cases would be a matter for 
the Department of Social Welfare. In regard to the question of need, however, the 
Committee suggests that a more generous attitude be taken than the rather stringent 
approach used for home assistance purposes. In particular, where a person has 
qualified for a non-contributory pension at one of the higher rates, indicating that he 
has little or no assessable means, it should be accepted that a prima facie case exists 
for supplements provided the person can satisfy whatever other conditions are 
relevant. 

Assistance for Persons Outside Scope of Supplement Schemes 

4.5 The proposals for supplements to benefits, pensions and assistance in the pre
ceding paragraphs are related to the existing schemes where a qualifying age of 70 
years applies to both contributory and non-contributory old age pensions and are 
intended to cover also persons between the ages of 65 and 70 who are blind pen
sioners, widow pensioners, or recipients of disability benefit, unemployment benefit 
and unemployment assistance. To provide for those needy persons in the age group 
from 65 to 70, who would fall outside the scope of these 'arrangements, the Committee 
recommends that, whi,le the present qualifying age of 70 for old age pension obtains, 
special arrangements should be made to enable supplementary assistance to be paid 
to ,them on the lines of the supplements proposed for recipients of sodal welfare 
payments, the cost being borne by the Exchequer. 

General Aid 

4.6 No matter how comprehensive social services and income maintenance services 
may be they cannot cover every eventuality and occasional cases of individual hard
ship will inevitably arise. There will thus always be a need for some flexible form 
of urgent assistance to cover temporary or exceptional needs, or to tide people over 
until help from other sources can be arranged. The home assistance scheme was 
designed to meet that need, by assistance either in cash or kind. Home assistance, 
however, does not meet these requirements satisfactorily-among the reasons for this 
failure being the low payments made and its contim.led unfortunate association with 
poor relief. The latter factor leads many aged pers~ns to refrain from seeking 
it although in need of help. The Committee recommends that the Home Assistance 
scheme should be overhauled, particularly in relation to i~ application in the case 
of aged persons, so as to provide an adequate service for. those, who must avail of ,it. 
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chapter 5 

, .' 
" 

, HOUSING , 

Importance of Suitable Housing, 

5.1 The Committee has been impress~d by the importance, in the care of old people 
generally, of the provision of suitable' 'accommodation to meet their special needs. 
From discussions with various voluntary organisations and visits to different parts 
of this country and to Scotland, it is satisfied that the provision, in good time, of 
suitable ' housing accommodation specially adapted to the needs of the aged is one 
of the most important factors in enabling them to continue to live in the community. 

Assessment of Needs 

5.2 The Committee recognises that for adequate action to be taken the extent of 
the problem must in the first place be firmly established. A comprehensive assess
ment of housing needs, with special reference to ascertaining the existing position 
in regard to the housing needs of the aged has been completed by housing authori
ties generally and the position revealed in regard to the housing of the aged is set 
out in Appendix J. The Committee recommends that housing authorities should 
include a special survey of the housing needs of elderly persons in every general 
five-yearly assessment of housing needs which they ~re obliged to carry out under 

. the Housing Act, 1966. 

Approach to Housing the-Aged 

5.3 Elderly persons generally prefer to be left in their own homes. They are 
frequently most reluctant to move from their present houses, which are often held 
at very small rents or are owned by the occupants. New dwellings, however com
fortable they may be, entail a drastic and generally unwelcome change in environ
ment at a time when such a change is least acceptable and is most liable to lead 
to an initial breakdown of confidence which may trigger off a general mental and 
physical deterioration. Great care is therefore, needed to ensure that full weight 
is given to what the individual old person wants in arriving at a decision in regard 
to the type of housing accommodation to be provided. 

Reconstruction and Repair of Existing Dwellings 
5.4 The Committee, therefore, recommends that where old people wish to remain 
in their own homes and their existing accommodation can be adapted or repaired 
or reconstructed (with the aid of State and local authority grants) t~ meet their 
needs adequately for their lifetime, this should be done. Interim programmes de
signed to carry out essential repairs and improvements to existing accommodation 
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should also be implemented without delay in areas where, although new dwellings 
are necessary, it may not be practicable to proceed immediately with specific build
ing programmes to provide new housing for the aged. 

Provision of New Dwellings-Integration with Community 
5.5 Where the provision of new dwellings is necessary, and rehousing on the spot 
is impracticable, the new dwellings should be provided as near as possible to the 
present abodes and existing neighbours of old people. Generally, large concentrations 
of old persons' dwellings in anyone place should be avoided. Continued integration 
with the general community should be aimed at, with neighbours encouraged to 
help in looking after the old person's welfare, in conjunction with public health and 
welfare services. The feasibility of providing some normal family-type dwellings with 
independently designed annexes for old persons should be considered. These would 
enable tenants (either of the old person's own family, or tenants specially picked 
by the local authority for the purpose) to give special attention to the needs of the 
old persons. An alarm bell could be fixed to alert the tenant to any emergency 
needs of the old person. 

Allocation of Percentage of New Dwellings to the Aged 

5.6 The Committee feels that the inevitable increase in the number of old persons, 
particularly in the older categories, will tend to exacerbate the housing problem in 
relation to the aged as years go on and for this reason it would urge that an element 
of risk should be accepted by providing too much, rather than too little, accom
modation in the early years. The Committee is aware of particular problems which 
arise in regard to the provision of the small type of accommodation especially re
quired for old persons and accepts that the pressure of the demands of families in 
need of .re-housing may tend to push aside the claims of old persons. To avoid this, 
the Committee recommends that housing authorities should reserve specifically for 
elderly persons a percentage. of all dwellings provided. This percentage should be 
established in each area by reference to demographic factors related to the present 
population structure, a forecast of the growth in the number of aged persons, and 
the existing ascertained. needs of. the aged. Initially, a minimum of ten per cent should 
be the aim. . 

Sheltered Housing 

5.7 Where it is not feasible to ,meet the housing needs of the elderly in their own 
or similar homes, the Committee recommel\ds that ."sheltered housing" should be 
considered as a first choice. The term "shelte{'ed housing" is applied to housing 
accommodation which gives each person a separate and independent dwelling or flat
let with some common facilities such as dining anci'-'recreation rooms, storage spa~e 
and facilities for laundry. Such housing is particularly useful for elderly persons who 
need a little supervision and help.and may have some difficulty in ordinary homes, 
but it can suitably be used for any elderly persons. The cOmmittee recommends P.tilt 
housing authorities should make provision for sheltered'housin~ but that 'there should 
be no compulsion on the residents to use the communal facilIties. C~mpulsory use 
of the dining facilities for at least one meal a day may be considered desirable but 
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even this liPlited degree of compulsion, though well intended, may tend to intro
duce an institutional-Jlspect into sheltered housing and this should be avoided. 
Every flatIet-C should be connected by an alarm system, located within easy reach 
of the bed, and- connected to the central quarters of a warden, or other person 
with .appropriate experience. Sheltered housing has been found most acceptable 
to old persons and has" been particularly successful in maintaining their dignity, 
independence, and mental and physiCal well-being, especially where the compulsory 
use of recreational and dining fiti1ities is avoided. Where a particular need arises 
for institutionalised type of housihg accommodation providing independent bedroom 
accommodation only, with all other facilities shared, it should be designed and 
operated rather as a welfare home, prb~erly staffed, than as housing accommodation. 

, 

Role 0' Voluntary Organisations 

5.8 Many voluntary organisations provide housing for the aged, or assist in its pro
vision. Others help considerably in bringing cases of need to the attention of housing 
authorities. The Committee feels that the important contribution which voluntary 
organisations are making to the housing needs of the aged should receive maxi
mum encouragement. The Committee recommends :-. 

• 
(~) AU voluntary bodies should be made aware of the State and local authority 

assistance available for the housing of elderly persons and a special pamphlet 
should be prepared by the Department of Local Government for this pur
pose and made freely available to all voluntary bodies. The pamphlet should 
contain some information about financing the capital cost, and the cost and 
extent of the problems involved in the subsequent management, letting and 
maintenance of th~ accommodati on. 

(~i) Plans of small houses acceptable for grant purposes, designed to meet the 
special needs of aged persons, should be made available free or at nominal 
cost. 

(Hi) A vigorous campaign should be undertaken by voluntary bodies to stimulate 
sponsorship by business firms of housing for elderly persons. This has al
ready been done successfully in the admirable housing projects sponsored 
by the St. Anne's Co-operative Guild Ltd. in Limerick. 

(i.v) An officer of the housing authority should be designated in each area to 
act as liaison officer to the local Social Service Councils, the establishment 
of which is recommended in paragraph 10.6, so that voluntary organisations 
may be kept informed of action by the housing authorities in their areas 
in regard to the housing of the aged. 

Unfit Dwellings in Rural Areas 

5.9 As indicated in paragraph 2.32, some of the worst housing conditions of elderly 
people exist in the more remote rural areas. Many of these probably could be kept 
out of institutions, perhaps permanently, by providing them with reasonable housing 
accommodation and some community care. With the development of the demount
able and mobile "caravan" type dwellings, housing a~thorities are now in a position 
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to deal with this problem. The Committee recommends that imme(Ji;ate action should 
be taken by housing authorities to rehouse any elderly people in rural areas who 
are living in dangerously unfit dwellings which cannot be repaired. 

Rents 

5.10 The Committee considers that, with subsidy at the rate of two-thirds of loan 
charges arising from capital expenditure now being granted in all cases for re-housing 
of elderly persons, the way is open for housing authorities to press ahead with build
ing programmes to meet the needs of the aged in all areas where an established de
mand exists and to let houses to old persons at rents which they can afford. It 
regards it as urgently necessary that all housing authorities should establish renting 
structures which in the case of old persons will have 'regard to the fact that their 
menas are generally very limited. It has been recommended in paragraph 4.2 that 
any supplement to pension or benefit should be ignored by the housing authority in 
calculating the total family income for the purpose of determining the rent to be 
paid by elderly persons. 

General Housing Standards for Elderly Persons 

5.11 The Committee wishes to emphasise the importance of introducing and main
taining very high standards of amenity and comfort, particularly insulation, in special 
housing for the aged. Factors which should receive special consideration are:-

Heat: 
Uniformity of heat should be provided to avoid chilling of legs and feet. 

In general temperatures should be 2°_3° higher than those normally accept
able. The type of fuel used should call for the least physical effort on the 
part of the old person. 
Light: 

A high standard of light without glare should be aimed at to compensate 
for failing eyesight. Switches should be handy and located so that the way 
ahead is lighted. 
Noise: 

Sites should be placed away from noisy' conditions. Special attention should 
be paid to sound insulation in buildings. 
Fire: 

Fire hazard is a special problem in the case of old persons because of 
their failing eyesight, poor hearing and slow physical movement. Special care 
should therefore be taken in the location of exits and in the forms of heat
ing; non-inflammable materials should' :g,e used to the greatest extent possible. 
General: " : 

Dwellings should be at ground level wherever possible or lifts should be 
provided. Rooms should be on one level with'~n~n-slip floors. Doorways should 
be wide enough to take a wheelchair and there should be no thresholds. Hand 
rails should be provided in corridors. and particulal:ly on both sides of stairs. 
Layout should be designed to avoid fatigue in hous~keeping. Storage sp.ac,es 
should be at arm level. Bathrooms should have 'non-slip floors; special hand 
grips should be provided at baths, w.e.s etc.. Windows should be designed ,to 
give the occupants a good view of what is going on outside. 
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Chapter 6 
, 

OTHER COMMUNITY SERVICES 

General 

6.1 A wide range of services is required, in .addition to income maintenance and 
housing, to enable as many old people ·as possible to remain in the community. The 
cost of providing community services may be high but it may be more economic 
in tn~ long run than to wait until institutional care becomes a necessity. The main 
services which the Committee considers should or can be provided are set out in 
this chapter but it wishes to emphasise that there is an endless variety of ways in 
which help for the aged can be provided and it does not regard as exhaustive the 
types of services specified. Some services should be provided by health authorities, 
others by voluntary organisations and others as the result of a joint effort by health 
authorities and voluntary organisations. Suggestions as, to the role voluntary bodies 
should fill in the provision of community services are contained in paragraph 6.25, 
but the position may vary from time to time and place to place. In all cases the 
roles of voluntary organisations and public authorities should be regarded as com
plementary and the aim should be to achieve that by co-operation and joint effort 
the needs of the aged and their families are met to the fullest extent possible. 

DomiCiliary Nursing 

6.2 Health authorities may provide nurses to give advice or assistance on matters 
relating to health and to assist sick persons, and may also arrange for the provision 
of the services of nurses by- voluntary bodies. The total number of nurses providing 
domiciiiary nursing services on 31st March, 1968, was 497, but the amount of time 
spent by them on the care of the aged is relatively small. By Circular letter 48/65 
of 22nd September, 1965, (copy at Appendix K) the Minister for Health indicated 
to health authorities that they should review their district nursing services for the 
aged. In addition to the duties suggested in the Circular, the Committee recommends 
that stress should be laid on the educational role of the nurse. She should endeavour 

to educate relatives and the public regarding the care of the aged and regarding the 
adoption of a more tolerant attitude t9wards them. She should also endeavour to 
educate the aged how to look after themselves, to be as useful as possible in the 
home, to engage in useful work or employment wherever possible and to avoid as 
far as they can the adoption of an intolerant or aggressive attitude towards other 
people. Nurses trained in audiometry testing should administer tests to old people 
when there is any question of deafness or considerable loss of hearing. 

The Committee recommends that as the domiciliary nursing service is a vital 
part of the services for the aged, health authorities, who have not alre~dy done so, 
should provide,. or arrange for the provision of, a domiciliary nursing service in all 
areas. 
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Medical Care 

6.3 Health authorities are obliged to provide a general practitioner medical service 
for persons in the lower income group. The White Paper on the Health Services 
which was issued in January, 1966, indicated that recipients of non-contributory old 
age pensions: blind pensions and widows' pensions would be included among the 
classes eligible for the general medical services, so that a considerable proportion 
of the aged will be entitled to general medical care free of charge. Those outside 
the lower income group will have to pay for the services of the family doctor but 
medicines may be supplied free or at reduced cost in certain circumstances. Family 
doctors are in a key position and their approach will determine, to a considerable 
degree, the extent to which domiciliary care of the aged will be feasible. The aged, 
as a class, will be in need of considerably more medical care than other sections of 
the community. There may be a tendency among some doctors to send elderly 
patients to hospital to overcome the problem of providing them with continual or 
continuous medical care. The task of the family doctor in treating them at home 
will be made considerably easier if a range of services for the aged is developed. 
On the assumption that a range of services will be developed the co-operation of 
all doctors should be sought so that.flhly those in need of hospital care are sent to 
hospital. The Minister has already stated (Circular No. -48/65) that family doctors 
should be invited to utilise the services of nurses for domiciliary nursing and visit
ing; that they should be advised of the possibility of home helps, financial assistance 
and help in housing; and that they should also be advised of the possibility of 
obtaining appliances etc. such as are mentioned in paragraph 2.17. Other services, 
as detailed in paragraphs 6.4 to 6.23, should also be readily available to the family 
doctor, in appropriate cases. The Committee recommends that the essential place of 
general practitioners in the care of the aged in the community should be recognised 
and that-

(a) their co-operation in preventing unnecessary institutional care should be 
sought, 

(b) they should be kept informed of the possibility of obtaining help from 
various other community services, and 

(c) where they are paid by health authorities and the system of ~yment per
mits. of it, they should be given a higher rate of remuneration in respect 
of the aged than of younger persons. . 

The Committee considers that extra remuneration is justified in view of' the 
greater need of the elderly for medical care: 

" 

" 

Specialist Advice 

6.4 Health authorities have an obligation to arrange for specialist services for the 
lower and middle income groups. ~he Committee reconi.;n~nds that specialist advice 
should be readily available for the aged, 9n an out-patien~ b~sis, or in suitable cases 
on a domiciliary basis, and that special clinics -for the aged should be established in 
axeas where the demand warrants it. The time necessary to ,deal with an elderly patient 

." 

is often much greater than that necessary to deal with other patl~nts and the tempo 
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· of an ordinary clinic is often not suitable for the elderly patient. The special clinic 
for ·the' age,.d has the. added advantage that it aff~rds an opportunity to start 
medico-socln assessment as well as clinical assessment. In paragraph 7.9 the Com
mittee recommends that, where possible, there should be a domiciliary consulta
tioxi' before a person is admitted to a geriatric assessment unit. In other cases 
it may not be feasible to .... bring an, eldely person to a clinic or out-patient depart
ment and a domiciliary consuJtation may be desirable. The specialist should 
in all such consultations be accompanied by the family doctor. In addition to the 
services of the specialist staff dealing directly with the care of the aged, it may be 
necessary to arrange for specialist 'a,dvice from other persons such as psychiatrists, 
ophthalmic surgeons and oto-rhino-Iary'ngologists. There should be close co-operation 
between specialists, providing services either on a hospital or out-patient basis, and 
the family doctor, Chief Medical Officers and others dealing with community services 
so that proper follow-up services may be provided. 

Ophthalmic S~rvices 

6.5 Good ophthalmic services are most important for elderly people. Impairment of 
eyesight through neglect of eye defects or diseases or the use of unsuitable spectacles 
can affect very adversely their ability to look after themselves. The existing arrange
ments for the provision of ophthalmic services, described in paragraph 2.19, are not 
regarded by the Minister for Health as Wholly satisfactory and it was indicated in 
the White Paper on the Health Services that he proposes to have discussions with 
representatives of the ophthalmologists and of the opticians as to how they might be 
improved. From the point of view of elderly persons it is important that each health 
authority area should have clinics in operation in a sufficient number of centres to 
ensure that hardship is not caused through excessive travelling. Transport to clinics 
should be provided where necessary. The avoidance of excessive travelling also 
applies in relation to the supply of spectacles. The arrangements in oper.ation in 
most areas whereby a single optician is under contract to a health authority to supply 
spectacles to the whole are-a can cause difficulties, e.g. representations were made 
to the Committee that in the Dublin Health Authority area elderly people living 
outside the city find it extremely difficult to attend at the premises of contractors 
which are located in the city centre. The Committee recommends that the special 
needs of old people should be taken into account in the review of ophthalmic services 
being undertaken by the Minister for Health. 

Dental Services 

6.6 It is indicated in the White Paper on the Health Services that the Minister for 
Health proposes, as a first step, to expand the dental staffs of health authorities and 
the facilities at their clinics so that a fully effective service can be given to the 
classes at present eligible for it. The scope of the service would next be extended 
to'make it available at charges to the middle income group generally. As indicated 
in paragraph 2.20, health authorities provide dental services for persons. in the lower 
in'come 'group. The services provided for adults at present 'are not, however, adequate. 
Because of Ii shortage of personnel and the high incidence of dental caries it has been 
necessary to apply a system of priorities. First priority is given to children. Persons 
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requiring treatment for medical reasons are next in the order of priority. The opera
tion of the priority system results in long delays in the provision of dental treatment 
and dentures for persons, including elderly persons, not in the classes entitled to 
priority. An adequte dental service is important to the welfare of elderly people. 
In particular, the lack of dentures, or the use of unsuitable dentures, make it difficult 
for old people to eat a number of foods necessary to the balanced diet required for 
health. The Committee recommends that dental services should be expanded as 
soon as possible to cater adequately for the needs of elderly people. 

Medicines and Medical and Surgical Appliances 

6.7 Health authorities are obliged to make available, without charge, medicines and 
medical and surgical appliances to persons in the lower income group. Medicines are 
normally supplied through the dispensaries. Some voluntary organisations have rep
resented to the Committee that the necessity for aged persons to attend dispensaries 
to obtain drugs and medicines creates hardship for them in that they frequently have 
to wait for long periods in draughty or badly ventilated conditions with unsuitable 
and uncomfortable seating. It has been suggested to the Committee that special 
facilities, separate from the dispensary system, should be provided for the aged. The 
Committee considers that there is substance in the complaints made, but the matter 
should be met by the changes proposed in the White Paper on the Health Services' 
and their Further Development. Under these proposals drugs and medicines for 
persons eligible for the general medical service will be supplied through retail 
chemists. 

The Minister has already urged health authorities (Circular 48/65) to supply or 
lend such items as bedpans, bed rests, rubber sheets, foam mattresses and hoists to 
aged persons to enable them to remain in their homes rather than enter a hospital 
or county home. Among the items which the Committee considers should be made 
freely available in cases of need are:-

Bed blocks Mattresses 
Bedpans Mattress covers 
Bed cradles Pillows 
Bed rests Rubber sheets 
Blankets Sandbags 
Commodes Sheets 
Crutches Special beds 
Feeding Cups Urinals 
Fracture boards , Walking aids 
Hoists Walking sticks 
Incontinence pads Wheelchairs , 

This list is not intended to be comprehensive-arid, may be added to as required. 

" The Committee has received complaints about delay by health authorities in 
supplying appliances of this nature. Arrangements for -the distribution of these items 
should be such that they can be supplied quickly when needed. Ue Comm1tt~~ 
recommends that all health authorities should review their existing arrangements to 
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-ensure tlIat avoidable delays do not occur and that each health authority should 
place responsib~ity.{ol' lhesontrol of stocks and issue of items on a designated officer. 

. -..:.... 

Aural Services 

6.8 As indicated in paragraph 2.21, free aural services are confined to persons in the 
lower income group. The -Wh!te Paper on the Health Services contains, however, a 
proposal to extend aural services. to _the middle income group, hearing aids to be pro-
~ided at charges of up to £5. ' 

Defective hearing can have a very severe effect on the lives of old people as it 
results in social isolation and is often a"factor in the onset of senile mental degenera
tion. Old people who are hard of hearing ·tend to restrict their already limited social 
contact,s because they feel at a loss in company. Deafness in later life should not 
be accepted as natural to old age. Old people who develop difficulty in hearing 
should be encouraged to seek medical advice to see whether remedial treatment is 
possible or a, hearing aid would be of help. The Committee recommends that old 
people should have readily available to them, through their general practitioners, the 
services of ear, nose and throat speciaIis, and that arrangements should be made to 
enable them to obtain suitable hearing aids without difficulty. 

Aids in the Home 

6.9 There are numerous aids which can be supplied to the aged to help them to 
overcome their disabilities and to prevent accidents. The number of these aids is 
being continually extended and it is impossible to list them all but included are 
items such as bathrails, non-slip mats, bookrests, specially designed cutlery, drink
ing vessels etc., safety devices for cookers and various devices to overcome inability 
to stoop. The Committee recommends that health authorities should keep themselves 
informed as to the needs of the aged in their areas for these special aids and should 
make arrangements for their supply. 

PhYSiotherapy 

6.10 Physiotherapy plays an important part in keeping old people fit and mobile. 
On an out-patient basis it can prevent deterioration and help to keep old people 
out of hospital. At present there are a large number of health authorities which 
do not provide physiotherapy even in County Homes. In a number of areas the 
reason for this situation is the inability of health authorities to recruit physio· 
therapists. The Committee understands that there is an acute shortage of physio· 
therapists for posts outside the larger cities. In view of the importance of physio. 
therapy, the Committee recommends that an investigation should be carried out into 
the reasons for the shortage of physiotherapists and the steps necessary to improve 
the position. The Committee also recommends that when the recruitment position 
improves health authorities should provide a service on an out-patient basis in all 
areas. A domiciliary service has been suggested to the Committee by some voluntary 
organisations. Such a service is sometimes justified, but normally it is wasteful of the 
time of scarce personnel. In addition, necessary equipment would be difficult to trans
port for use on a domiciliary basis. An out-patient service provided at a number of 
centres in each health authority area should be adequate in most cases. Such a 
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service would, of course, involve the provIsIOn of transport for patients between 
their homes and the centres. The Committee recommends that health authorities 
should arrange for the provisi9n of transport in cases of need. 

Occupational Therapy 

6.11 The importance of providing occupational therapy on an out-patient basis is 
frequently not recognised. For patients living in their own homes it can be used to 
encourage self-help and independence and interest in social activities, and to provide, 
where necessary, training in the activities of daily living-the ability to look after 
themselves, to eat, to wash, to walk, to dress and to use the ordinary toilet facilities. 
Old people can be introduced to new hobbies and interests which will help them to 
lead a fuller life. As a follow-up .service for elderly persons discharged from institu
tions it · can ensure that hobbies and interests acquired in hospitals continue to be of 
benefit on return to the community. The Committee recommends that occupational 
therapy should be provided by health authorities on a community basis for aged 
persons who are in need of this service. Occupational therapists should be employed 
for this purpose, but they can encourage voluntary workers to provide occupational 
therapy of a supportive nature, e.g. to interest the aged in games and -social activities. 

Chiropody 

6.12 A considerable proportion of the aged suffer from abnormal conditions of the 
feet-partly owing to the degenerative changes, e.g. the loss of the adipose tissue which 
provides the natural padding for the feet, and partly owing tb the accumulation of 
aggravating factors such as ill-fitting shoes or boots. Many of the aged are unable to 
attend to these abnormalities because of conditions such as arthritis, obesity, dizziness 
on stooping, poor eyesight and inabiljty to manipulate scissors. Many of the volun
tary bodies met by the Committee stressed the importance of a chiropody service 
and gave several instances of old people who were totally or partly immobile and 
who suffered considerable hardship through foot conditions. Some foot conditions 
can be dealt with reasonably adequately by relatives, if they are ayailable, but many 
conditions require the attention of a trained person. It is very necessary that the 
services of such a person should be available for the aged as painful feet, leading 
to difficulty in getting around, may well prove to be the beginning of physical de
terioration. The Committee recommends that all health authorities should ''Provide 
chiropody services both on an out-patient and on a domiciliary basis. In this, as in 
other countries, some persons who practise' chiropody have had very inadequate train
ing. Some have had little training other than that provided by a. q>rrespondence 
course. The matter has been considered by the Minister for Health who has decided 
that the only persons whose appointment. will be" approved are those who satisfy 
the standards necessary to be accepted as meinber;$ of the Irish Association of 
Chiropodists, the qualifications necessary fot a£cepta1we normally being member
ship of either the Society of Chiropodists, or the I~titllte of Chiropodists. Un
fortunately the number of such persons is limited.· There . are, in all, only about 
60 to 70 members of the Association and many of these are located_in DubJin ,~d 
its surroundings. They are, all engaged in private practice and many do not seem . 
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interested in obtaining local authority employment. There is no training school in 
this country leadin-g to an acceptable qualification and persons wishing to undergo 
training must': do so in Britain. The Committee understands that discussions have 
been held -between the Department of Health and the Association of Chiropodists 
aoout this situation and ' the possibility of setting up a training school has been con
sidered. It seems, however~ that the establishment of a school is not likely to take 
place in the near future. Fot-, the present, therefore, the position in regard to the 
supply of chiropodists is not llk.ely to improve substantially. In order to avail of 
the services of the existing chiropOdists to the greatest extent possible the Committee 
recommends that arrangements should be made for their employment on a part-time 

, ' as well as on a whole-time basis. The Co.mmittee 'also recommends the use of nurses 
who have been given a short training course. While there are undoubtedly numbers of 
old people who require treatment which only a fully trained person can provide, a lot 
of the work to be carried out is relatively simple. The Committee considers that nurses, 
given suitable training, could do this work adequately under medical direction. The 
question of having courses in pedicure for nurses was raised during discussions be
tween the Department and the Association and it is' understood that the latter body 
was prepared to consider the idea. The Committee re<;ommends that the question 
of having nurses trained in pedicure should ,be pursued, and that each area should 
have at least one nurse so trained. Apart from providing a service for patients in 
the hospitals and homes she could provide a service on an out-patient basis on 
the lines of the service suggested in the case of physiotherapy. A domiciliary service 
would also be necessCU'y. For this purpose the Committee recommends that public 
health nurses should receive training in pedicure as they will, in the normal course 
of their duties, visit the homes of persons in need of chiropody. 

Home Helps 

6.13 In other countries, and to a very small extent 'in this country, the employ
ment of home helps has been found to be of considerable help in enabling the aged 
to live in their own homes. A few hours service per week may be the means of 
keeping an old person out of an institution. The home help takes the place which 
frequently is filled by the daughter or daughter-in-law who looks after an aged 
rdative. She Vlisi'ts the 'aged -and gi¥es !them ,assismnce 'in t'heir own Ih'Omes. The 
regulai'ity ,and ~engith 'Of visits \(lind Ithe nature 'Of hdp provided varies wlilth the 
needs of the aged person; visits a few times 'a week to hdp with shopping and 
the hoovJer >type of ihou;schold duties may be :adequa'te; visits every day to help 
the .old peI\'iou .to get up 'and dress or undress acnd go iDO bed, may ,be necessary; 
more prolonged visits to help with meals and the general organisation of the living 
accommodation may be desirable. In some cases the services of the home help will 
be requiTed for 'a good pa-I1t of each day, but, normaHy, she -aot:tends for .a limilted 
time only. The provision of a home help 'On a full"vime baSis can be justified 
for a short period, but ,when the ,stage is reached that wholetime services a're re
quired. for extended periods oj,t will usua.}[y -be found more pl1aooica'ble Ito ha~ the 
elderly person provided wi'Dh 'insthutoional oare. 

The selection of home helps is important. It is necessary to stress that the work 
involved is more than the performance of domestic work. An effort should be made 
to sell the job as a valuable form of social service for women who have a desire to 
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help. A good organiser has a very special contribution to make in the recruitment 
of home helps and in the encouragement of a sense of dedication in their work. 
The persons selected must be competent housekeepers; they must be interested 
in old people and be patient with them; and they must have an understanding of 
the peculiarities of personality and conduct which the aged may display. In some 
countries special courses, usually of short duration, for the training of home helps 
are provided. The persons selected are very frequently housewives w.ho are pre
pared to take up part-time employment, and the main aim is to give them an 
understanding of the idiosyncrasies which may be met with in old people, rather 
than to teach them how to perform the practical tasks which they will be required 
to undertake. In some countries, e.g. Holland, extended courses are provided, but 
they are designed mainly for supervisors of home helps and "Home Makers" who 
care for households (e.g. where the mother of a family has to enter hospital) rather 
than individual elderly persons. The Committee considers that, initially, at least, 
no extended course of training is necessary. When experience of the operation of 
a home help service is obtained the matter can be reconsidered. 

The employment of home helps is sometimes carried out by voluntary bodies and 
sometimes by health authorities. Where voluntary organisations are active the em
ployment of home helps is probably a very suitable acJivity for them. They are in 
touch with old people and know those who can benefit from the services of home 
helps. They can select with a greater degree of flexibility than can a health authority, 
suitable persons to act as home helps. They will usually be in close touch and know 
whether the home help is satisfactorily carrying out per duties. In some areas, 
particularly rural areas, there may be no suitable voluntary organisation and health 
authorities may have to engage home helps. The district nurse should be in a posi
tion to arrange for such employment. There is no best method of organising and 
operating a home help service. There must be a flexible approach so that each area 
can develop the type of service best suited to local conditions. Needs are not con
fined to five days per week and the necessity for help on week-ends must be borne 
in mind. 

The Committee recommends that health authorities should arrange for a home 
help service. Where the service is operated by voluntary bodies health authorities 
should contribute towards the cost involved. 

The question is sometimes raised as to whether a relative should be employed 
as a home help. Where a relative is available to help an elderly person, the Com
mittee considers that payment should not be made. Where, however, a relative has 
to give up employment or is unable to take up employment because of the need to 
look after an elderly person who does not· receive an increase of pension for the 
relative under the schemes administered by' ¢e Department of Social Welfare, the 
Committee considers that she should be paid, 'but only at the rate and for the time 
which a non-relative would be p:Ud. . " 

Social Workers 
6.14 In the case of many old people living in the com'mimity, particularly those 
who are living alone and without the regular assistance 'of relatives, a varietY of
needs frequently arises and it is important that trained workers should be availaQle 
to assist them. In many ins,tances the district nurse will be .able to help but 'wher~> 
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the needs are complex, as they frequently are, it is desirable that a trained social 
worker shoulg. be available to help. The services of the trained social worker are 
;ISo requirea"·"for. a full assessment of the social and environmental factors when any 
question of long-term institlltional care arises. She can improve contacts with the 
r'elatives and encourage th,em to retain old persons in the home, or to receive them 
back after a period of instltutional care. The Commissions on Mental Handicap and 
Mental Illness have already r"&ommended that social workers should be employed 
by health authorities. Whether a social worker will be engaged on all health authority 
work, or on specific tasks only, is a matte!.' for decision having regard to the needs 
of particular areas. The Committee 'J;ecommends that each health authority should 

. employ, or should make arrangements' for the employment by voluntary bodies, of 
sufficient trained social workers to meet the needs of ' the aged in its area. In making 
this recommendation the Committee appreciates that, in practice, public health nurses 
in rural areas at present provide many of ' tne services normally 'provided by social 
workers. Social workers should work in close co-operation with the district public 
health nurses in their areas. The possible duplication of services and the creation of 
unnecessary rivalries between social workers and public health nurses must be avoided. 
This could probably best be achieved if social workers and nurses both work under 
the supervision of the Chief Medical Officer. 

Boarding-Out 

6.15 The practice of boarding out the mentally ill and the mentally handicapped 
has existed for a very long number of years-up to 100 years in some European 
countries-but the placing of elderly people with private householders is a com
paratively recent development. Boarding-out .can be a very desirable solution for the 
problems of certain elderly people-for those who are no longer fit to live alone but 
do not need hospital care; for those living in social isolation which may lead to a 
breakdown; for hospital patients who no longer need hospital care but have no
where to go, or whose relatives are unable to look after them, or who are not fit to 
return to living alone. It can 'help to ease the demand for institutional beds and a 
shortage of suitable living accommodation for the aged. It can provide a more 
natural substitute for their own homes than can institutional, accommodation. It 
can also be useful as a short-term arrangement to enable families caring for elderly 
relatives to take holidays, or to cope with an emergency or illness in the family. 
For hopsital patients fit for discharge, boarding-out can provide a half-way' house be
tween hospital care and return to independent life in the community. 

There is at present no statutory authority for . the boarding-out of elderly per
sons by health authorities. At least one health authority has, however, boarded
out a number of elderly people, using public assistance funds for the purpose. Most 
health authorities have, however, been reluctant to adopt the practice as the cost 
has to be borne completely by local funds. The Committee recommends that health 
authorities should introduce boarding-out schemes as a normal feature of their services 
for the aged. Such schemes should include provision for adequate supervision by the 
health authority to ' ensure the welfare of the person boarded-out . 

. There is no tradition in this country of the boarding-out of elderly patients. It 
is essential, therefore, that proposals to board-out patients should be very carefully 
considerp.d before they are implemented. The selection of places is not comparable 



to the compilation of a list of places in hotels or guest houses. If boarding-out is 
to be successful there must be most careful selection of the persons to be boarded
out and of the persons to receive them, There must also be most careful match
ing of the persons involved. The persons in charge of placement must have an in
timate knowledge of the personality of the person to be boarded out, of his likes 
and dislikes, of his habits and possible idiosyncrasies; they must also have an in
timate knowledge of the personality of the person willing to receive a boarder, of 
her likes and dislikes and of the way of life of the household. Where possible the 
persons concerned should meet, preferably more than once, before placement is 
completed. All this involves trouble and delay but haphazard or hurried placement 
is seldom successful. Too many failures get boarding-out a bad name. Some failures 
are probably inevitable but the number will be considerably reduced if adequate care 
is taken in placement. Health authorities should make it clear to a person who is 
taking in a boarder that alternative arrangements will be made if the boarder be
comes ill or if the placement is not a success, or if the person wishes to go away 
on holidays. Acceptance as a member of a family often gives the elderly person that 
sense of being wanted and having a place in the community which is so important 
to happiness and well-being. 

Boarding-out should not be confined to the placing of an elderly person with a 
younger person who will provide food and maintenance. Many elderly persons 
can look after their needs if suitable accommodation is obtained for them. Frequently 
an elderly person living alone can share a house or flat with another. This arrange
ment can sometimes solve the problems of both the persons concerned. 

The amount to be paid by health authorities for persons boarded out must be 
determined from time to time, but it should be reasonably generous. In deciding 
the amounts to be paid, the cost of providing institutional care, including the capital 
cost, should be borne in mind. Some of t hose boarded out will be able to pay all or 
part of the cost. 

When a person is boarded out, the health authority should not regard its 
responsibilities as at an en,d. It should arrange for community services in the same 
way as if the person concerned were living in his own home. 

Day Hospitals 

6.16 Day hospitals are hospitals where patients attend for treatment during the day, 
returning to their own homes at night. They have been a post-war development in 
several countries. They are still, to a large extent, at the experimental stage and no 
general pattern has yet evolved. Most ~re attached to, or linked with, parent 
general hospitals; some are separate buildin&s, others consist of a ward or wards 
of a hospital; some share facilities and day patients mix with resident patients, 
others provide their own facilities and day patients are kept separate from residents; 
some cater for the physically and mentally infir~ others cater for the physically ill 
only. Among the ~dvantages claimed for day hospital~ are:-, 

(a) they ohviate the traumatic effects and the ,:;everance of roots in the -com
munity which may result from the admission of elderly patients to residel!tial 
hospitals;' :;; 
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(b) they obviate the necessity for admission to hospital to a greater extent than 
r;an ordinar.y _ out-patient services j 

(c"l theNermit preliminary investigation and treatment of patients and lessen 
the length "Of necessary stay in hospital; 

(d) they facilitate the, early discharge of in-patients who can continue necessary 
treatment on a da~ basis; 

'\.- -
(e) by supervision and continued therapy they prevent the deterioration of patients 

who have been discharged from in-patient care; 

(f) they increase social contacts ,and prevent the mental deterioration of patients; 
(g) they are cheaper than residential hospital care as only one shift of nurses 

and other staff is required. . 

The Committee is satisfied that day hospitals can fill a useful role. The medical 
function of a day hospital must be borne in mind, however, and it should not be 
used merely as a social prop. Patients will usually attend only once or twice each 
week. The type and size of the day hospital required in an area will vary accord
ing to local needs. In addition to medical care they should provide services such as 
physiotherapy, chiropody and occupational therapy. They should also supply a mid
day meal-the provision of proper meals can make an important contribution to 
the health of elderly people, especially those living alone. No day hospital has yet 
been developed in this country. The Committee recommends that they should be 
provided on an experimental basis in Dublin and Cork. As a result of the experience 
gained from the operation of these hospitals, the question of providing them in other 
areas can be considered. Health authorities should arrange for the provision of trans
port where necessary. 

Day Centres 

6.17 The Day Centre is similar to the Day Hospital and its work overlaps that of 
the Day Hospital to some extent. It operates at a different level as little, if a&, 
medical care or investigation is carried out, but many other services, which may 
be provided in the home, can more readily be provided at a Day Centre, where 
patients attend during the day. Such services are physiotherapy, occupational therapy, 
diversional therapy, chiropody and a mid-day meal. In addition to facilitating the 
provision of these services the Day Centre improves social contacts and prevents 
the loneliness which some patients would otherwise suffer. It also relieves relatives, 
particularly those who have to go out to work, of the responsibility of looking after 
elderly persons during the day. Day Cen tres can vary considerably in the type and 
range of services they provide and in the time during the day and the number of 
days during the week on which they remain open. Some are operated solely by 
voluntary workers, but most have some paid staff. Factors which have to be taken 
into account are the population to be served and the extent to which Day Hospital 
services and Clubs are available. Like Day Hospitals, Day Centres can fill a very 
useful preventive role and obviate the. necessity for having old people ddmitted to 
a residential centre. Many of those attending will be too frail to attend a Club. 
Transport may have to be provided. The Committee recommends that health 



authorities should arrange for the provision of Day Centres in populous areas. The 
type and range of services should be ,determined according to the needs of particular 
areas. 

Clubs 
6.18 Many of the elderly follow the interests of a life-time, others find new interests 
in their old age, but some are lonely and feel a loss of status and sense of purpose 
in life. Clubs provide leisure activities for many, help them to enjoy companionship 
and to remain interested 'in their surroundings. Clubs for' the elderly differ from 
Day Centres in that their aim is primarily social- not the provision of treatment, 
although some treatment services may be provided. Clubs bring together old people 
living in an area and encourage them to co-operate in social activities and the develop
ment and pursuit of hobbies. They are a most useful means of preserving contacts, 
fostering friendships, giving the elderly new interests and maintaining a high standard 
of morale. Clubs, like Day Centres, can vary considerably-they may provide facilities 
for some or all of a wide range of activities, e.g. for card and similar games, for 
billiards, for hobbies such as photography, woodwork, arts and crafts, knitting, sewing, 
etc., for various educational courses, for keep-fit classes etc. In or in conjunction with 
the Club, services such as physiotherapy, occupational therapy and chiropody may 
also be provided. Some provide facilities for bathing, shaving and laundry-facili
ties which may not 'be available in the home. Many arrange for meals - a most 
desirable service for many of the elderly, particularly those living alone. Some open 
only in the evening or at night, others open on certain days of the week and otliers 
open every day. They are frequently provided by voluntary bodies, but it is desirable 
that the aged should be encouraged to participate to the greatest extent possible in 
their administration and management. Clubs give their members an interest in the 
welfare of one another to the benefit of all. It is very desirable that persons in charge 
of Clubs should pay particular attention to the shy and withdrawn type of person 
-the one who needs most the help of a Club, but who may not attend, or , con
tinue attending unless he receives considerable encouragement. The Committee con
siders that Clubs can be of considerable benefit to the aged. Several have already 
been developed by voluntary bodies. The Committee recommends that hea,lth authori
ties should encourage the development of clubs and should give finandal support to 
voluntary bodies which provide them. 

Laundry 

6.19 For many old people the washing of ',~ersonal clothing and, especially, bed 
clothing presents problems. Many are physically unable to carry out this chore 
and others have not the necessary' facilities. The handling of soiled bed linen also 
presents a problem for people looking after incontill'ent relatives and often, results in 
an effort to have institutional care provided. " ; " . 

Voluntary organisations are providing a h~uitdry servi2'e~fot: old people in a number , 
of towns throughout the country. In some towns special c.entres have been equipped 
with washing machines and spin dryers and soiled clothing is collected from old 
people, washed and returned by voluntat.:y workers, In many cases 'health authorio:. 
ties have helped by providing finance for the equipment , of centres by means of 
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grants- under Section 6.') of the Health Act, 1953. In <;:me city the service is based 
on' the use' of ,I' a commercial, laundrette. Voluntary workers collect the clothing, pro
cess it in thi"hiundrette and return it. The health authority meets the charges made 
by the laundrette. In~ other areas voluntary organisations have made arrangements 
with commercial laundries' to provide a service for old people. 

The provision of a laUItdry service is an activity well suited to voluntary effort. 
The Committee recommends' 'that health authorities should take the lead in having 

. a service introduced in their al'ef,ls by approaching local voluntary organisations to 
run the service antI offering the use of hospita'l laundries or financial assistance as 
appropriate. Where commercial laundries or laundrettes are available it will usually 

. be found desirable to use them, as capital expenditure on equipment and premises 
is saved. In areas where a health authority institution which has a laundry is situated 
a service based on the use of the hospital facilities could be operated. In areas where 
other suitable arrangements cannot be made, health authorities should examine the 
possibility of having laundry done for old people by neighbours in return for a small 
weekly payment. Where possible, laundry services should cater specially for the 
needs of people looking after incontinent old relatives. 

Concessions for the Aged 

6.20 Some organisations arrange for concessions for the aged, e.g. for cinemas to charge 
reduced prices up to a fixed time. Some feel that the policy of seeking concessions for 
the aged is undesirable, that it makes them second-class citizens and that the proper 
approach is to seek for them adequate resources to meet their needs in the normal 
way. The Committee appreciates this view, but regards it as, perhaps, too idealistic. 
It· recommpnds that voluntary organisations should interest themselves in obtaining 
concession!! for the aged-not as a form of charity, but as a fonn of reward from 
the commnnity to its older citizens. 

Nutrition and Provision of Meals 

6.21 K World Health Organisation Report* has stated that many old people are 
in a poor state of health to which malnutrition frequently contributes. The Com
mittee received varied yiews as to the extent to which malnutrition is a problem in 
this country. It was, however, agreed in all areas visited and by the various bodies 
with whom discussions were held, e.g. the Irish Medical Association and the Society 
of Medical Officers of Health, that sub-clinical malnutrition is widespread amongst 
old people. It seems clear that many old people do not get a properly balanced 
diet. The usual picture seems to be a high carbohydrate, low protein diet with a 
bread and tea diet much too prevalent. Whilst lack of money is often a cause of 
bad diets, it is far from being the only cause. Old people living alone tend to be
come apathetic and to neglect themselves, particularly in relation to their diet. 
Ignorance in regard to the correct foods to buy and how to prepare them is also 
a factor. The Committee recommends that this situation should be tackled in twb 
ways--through the education of old people in regard to correct diets and the pro-. 
·Studies on Nutritional Programmes for the Elderly (1965). by K. Hartiala and E. UhI. Regional 
O£fice ,{or Europe, W.H.O., Geneva. 
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vision of meals where necessary. Educati on in regard to diets can best be given by 
public health nurses in the course of visits. Chief Medical Officers should emphasise 
this aspect and should ensure that their public health nurses are competent to give 
sound advice on nutrition. 

Meals are' being provided for old people by voluntary organisations in a number 
of areas throughout the country. Various methods have been adopted. Some 
organisations have established special cen tres for the preparation of meals. In one 
area the meals are supplied to the voluntary organisation from the kitchen of the 
Countly Hospital. In other areas, kitchens in voluntary hospitals have been placed at 
the disposal of voluntary organisations whose members cook the meals. There are 
also areas where meals are prepared by members of voluntary organisations in their 
own homes, food being donated by hotels, restaurants and shops. Other voluntary 
organisations pay local restaurants to provide meals and some have made arrange
ments with neighbours to supply meals, the voluntary organisations bearing the cost 
of the food where necessary. The number of meals provided for each old person 
varies from area to area, from two per week to one every day. Delivery of meals 
to the homes of the old people is made by members of the voluntary organisation 
in their own cars. Insulated containers holding 6 to 8 meals are normally used. 

The Committee recommends the operation of a domiciliary meals service, com
monly called "Meals-on.Wheels", in any area where the number of aged people 
in need of the service warrants it. It is a service best suited to voluntary endeavour. 
In most areas the need for a service could be met by the adoption of one or other of 
the methods described in the previous paragraph. Where no service is being provided, 
health authorities should endeavour to interest voluntary organisations in commencing 
a service. They should be prepared to provide meals from hospitals, or other institu
tions. This system has much to recommend it because, with the advantages of bulk 
purchasing and preparation of food, meals can be provided at the most economical 
cost and the number of meals involved should not necessitate the employment of 
extra staff. In larger towns where no hospital is situated health authorities may have 
to consider assisting voluntary organisations to provide special kitchens. In rural 
areas where voluntary organisations will not be in a position to give a service the 

, best prospects seem to lie in having neighbours provide meals for old people. The 
Committee recommends that health authorities should accept responsibility for 
organising a service in these areas and be prepared, where Deq!ssary, to make pay
ments to neighbours -to supply meals. 

As indicated, the number of meals provided per week for ~ach person varies 
from area to area. There was no agreement amongst the organisations with whom 
the Committee held discussions as to the number of meals which should be supplied 
each week. The Committee feels that the aim sh.ould be to supplement the diet of 
aged people to the extent of three or foux: meals per week for those in need. Elaborate 
meals are not required although every effort should ' be made to introduce variety. 
as old people quickly tire of the same type of meal' giv~n regularly. It is of the 
greatest importance that meals shou!d have a high .nutrifi~nal value. One of the 
biggest problems inherent in the operation of a meals-on-wh§els service is to enstJt.e 
that the meals have not lost their nutritional value by the time they are delivered. 
The Committee understands that research carried out in Britain indicated.,that a big ~ 
number of meals supplied under meals-on-wheels ~chemes were of little value frpm 
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the point of vieVl. of nutrition because of the amount. of time that elapsed between 
preparation._~nd delivery: The delivery of a large number of meals by vans inevitably 
rMitlts'in fairly 'long-\delay before some. of the meals reach the recipients. For this 
reason the Committee ' ,cQnsiders that this method of delivery is not to be recom
mended. The 'bes't way to ensure that there is not an undue time-lag would seem 
to be to have ilO more than, six or eight meals delivered on anyone run. In addition 
to "meals-on-wheels", the Committee recommends that meals should be provided 
at fixed centres. These are particularly suitable for ambulant people who may lack 
facilities or skills to do their own cooking.- Well balanced meals attractively served 
iIi pleasant surroundings may be the'means of keeping an old person fit and well. For 
'many, having a meal in company is nearly as enjoyable as the meal itself. 

, There seems to be general agreement amongst voluntary organisations that a small 
charge should be made for meals supplied but that old people should not be pressed 
to pay the charge. The inaking of a charge removes the impression that "charity" 
is being given and gives old people a feeling of independence. 

Home Visiting 

6.22 .Loneliness can be -one of the main causes of deterioration in the aged. It 
may lead to apathy and neglect and eventually, .to both mental and physical break
down. Fortunately, a large proportion of th~ aged have relatives and family interests 
but a proportion, particularly of those who live alone, have few relatives or friends 
and can suffer consider~bly from loneliness. The provision of some of the services 
already mentioned, such as home nursing, will help to counteract loneliness but its 
effect will be small compared with what can be done by good neighbours and by 
voluntary bodies .. Where suitable neighbours are available and willing to visit the 
aged, there isJittle doubt that they can be of enormous help. Voluntary bodies, such as 
the Society of St. Vincent: de Paul and the Legion of Mary, have, of course, been visit
ing the aged for a long time. Other religious bodies and many voluntary organisa
tions have undertaken this _ task more recently. A development of considerable in
terest is that in a number of schools, students have interested themselves in visiting 
the aged, both. in their own homes and in institutions. Similarly some voluntary 
bodies have encouraged their younger members to undertake the visiting of the 
aged. This visiting of elderly people is a most commendable work and the Com
mittee recommends that it should be encouraged in every way and that the National 
Council for the Aged, recommende4 in Paragraph IO.n, should issue propaganda 
encouraging the visiting of the ,aged so that loneliness may be avoided. 

Personal Services 

6.23 As already stated the needs of the aged cover every facet of life. fA number 
of the major forms of help have been mentioned, but there is a host of other forms 
of help which are also desirable. These include such personal services as the provision 
of various comforts, the arranging of social functions, parties, outings, holidays, the 
provision of transport (e.g. to attend religious services), help in correspondence and 
the sending of birthday and Christmas cards. These are types of services already 
being'provided by good neighbours and by' voluntary bodies and they h~lp in no 
small way to m'ake life more pleasant for tbe elderly concerned. Many of the ser-
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vices provided are common to a number of voluntary bodies, but some occ~sionRlly 
provide an unusual service, e.g. at least one body has arranged that a telephone call 
to a certain number will bring a visitor to an elderly person at any time of the day 
or night. The members have arranged the on-call in rotation so that help can be 
provided promptly if it is ever needed The Committee recommends that the 
National Council for the Aged should publicise the various forms of personal services 
which are provided for the aged in these ways. 

Work of Voluntary Organisations 
6.24 Particulars have been given in paragraph 2.50 regarding the very praiseworthy 
work being carried out by voluntary bodies. The complementary roles of voluntary 
bodies and health authorities have been emphasised in paragraph 6.1, and the forma
tion of Councils of Social Service, as recommended in paragraphs 10.6 to 10.9, should 
help in this regard. Voluntary bodies have an important part to play in most domi
ciliary services. In the more specialised fields, such as medical services, their main 
role will be to encourage the aged to avail themselves of existing services and to 
draw the attention of health authorities to cases where these services are required. 
In less specialised areas such as the supply of aids in the home and the provision 
of meals, they may provide the services on their own, assisted financially by health 
authorities when necessary, or they may supply part of the services - the health 
authority supplying the remainder. Voluntary bodies can be of great assistance to 
health authorities in matters such as the securing of suitable places for the boarding
out of elderly patients. They can also supply many services on a more personal basis 
and in a quicker and more flexible manner than can health authorities, e.g. the pro
vision of meals and the giving of various forms of assistance in times of urgency. 
Health authorities are bound to administer their services within the general frame
work of legislation, but voluntary bodies can, when necessary, adapt their services 
to meet individual needs not covered by legislation. Voluntary bodies can probably, 
however, make their greatest contribution in matters such as home visiting and 
various other measures to combat the feeling of isolation and loneliness which many 
of the aged may suffer, in the provision of clubs, in arranging for transport and out
ings and in helping to overcome crises in the home, either permanently or until the 
public services can be called upon. Voluntary bodies make a highly important con
tribution to the man-power needed to provide services for the aged. The vast majority 
of their workers are unpaid-the fact that some bodies may employ a limited num
ber of paid staff does not diminish the voluntary nature of their work - and their 
activities represent a considerable saving to, the public authorities. The field of 
voluntary effort is almost unlimited and the, development of voluntary bodies 
should be encouraged in every way. While in many parts of the country the 
communities have shown very commendable public, spirit in the formation of new 
bodies, or in extending or increasing the activities -of existing bodies, there are 
areas where voluntary effort needs to be increased. The, Irish Red Cross Society 
and bodies such as the Society of St. Vincent de PauI"have already done much 
to improve services for the aged. If social worker& are· appointed by health
authorities, as recommended by the Committee, the encouragement of local volun
tary effort should be one of their functions. The National Council recommended 
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in paragraph 10.11 could do much to encourage voluntary effort. Some organisa-
1:ions have, alre~ay- -iItterested pupils of schools and other young persons in the 

- c~re of the<aged. Old people are glad to feel that young people are interested in 
their welfare and they enjoy the contacts with youth. The channelling of the idealism 
of young people into the~ care of the aged is a most desirable development. The 
aged themselves are a source of particularly valuable workers which probably has 
not been sufficiently tapped., Many are in good health and have time to devote to 
voluntary work. They can be -::ery suitable for work among their less able contem
poraries, or among those older than themselves. Voluntary work frequently gives 
the aged an interest and sense of pprpose, so that in helping others they also help 

, ItheIJlSle'lves. The Committee recommeqds that health authorities should take an active 
role in encouraging voluntary bodies' providing services for the aged and should 
supp~rt them financially. Some County Managers and Chief Medical Officers and their 
Assistants have already done much in this field. 
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Chap~er 7 

INSTITUTIONAL CARE 

General 

7.1 There are so many aged persons that even though the proportion in need of 
institutional care is small, the numbers involved are so great that they present, and 
will continue to present, the health and welfare services with one of their principal 
challenges. For some of the elderly who have to enter institutions little more than 
the facilities of a normal home are needed, for others varying degrees of medical 
and nursing care are required. In many countries, in former times, old people who 
required care, whether for medical or social reasons, were accommodated in premises 
which were originally intended for the destitute. Buildings were of a poor stand
ard; the provision made for active treatment was limited; there was little, if any, 
attempt made to rehabilitate those admitted and frequently there was a resigned 
acceptance that a large proportion would remain until death. This pattern still 
obtains to some extent in many countries. In this country, the main institutional 
provision made for the aged, as such, is in County Homes which were formerly 
Workhouses. A number of Homes have been rebuilt or reconstructed, wholly or 
in part, but many buildings are still of an unsatisfactory standard. The Homes cater 
for a variety of patients-the sick, the infirm, the mentally handicapped and persons 
in need of shelter and maintenance because of social reasons (see paragraph 2.9). 
Persons are frequently admitted without any medical or social assessment and with
out any effort to determine' whether some form of help in the community would 
obviate the need for admission. The provisions made for specialist treatment and 
the activation and rehabilitation of patients are limited, and it is too often accepted 
that many have taken their last leave of home. There is no organisation to sort out 
those who could benefit from active treatment and rehabilitation from those in need 
of long-term care. Many elderly patients are treated in general hospitals; but np 
special facilities for the aged, as such, are available and many hospitals feel that they 
have to provide services for elderly people 'V(hich are not properly their responsibility. 
In most cases there is inadequate liaison between the general hospitals and the 
County Homes and little effort is made to co-ordinate the activities of the two types 
of institution, or to ensure that the best use_ is '~ade of the· accommodation and 
facilities in both. The Committee considers that ' the.. present pattern of care is in
adequate. It feels that if those who are in need of hosp~tal care, or can benefit from 
medical treatment and rehabilitation procedures, are to "'receive the services they 
need their care must be separated from the care of those whose primary need is 
for a home. In a centre where a considerable proportion of the patieD;ts are in need 
of little, if any, medical or nursing care, it is difficult to create the atmosphere oi" a 

75 



hospital with emphasis on treatment and the rehabilitation of patients. Experience 
has shown that much . disability in the aged, formerly' regarded as irremediable, is 

-due to specific. disease processes -and may be mitigated or cured. A survey* in 
Britain showed that, apart from those admitted for terminal care, the proportion 
benefiting from hospitai· treatment among the older age group was almost as high 
as among younger patients.. It has already been suggested that every effort should 
be made to provide commllrn:ty services, so that the aged do not have to enter 
institutions; it is similarly essential to ensure that if persons have to enter institu
tions every effort should be mad~' to give' them' the help they need, and to rehabili
tate them and restore them to the· .community when it is possible to do so. To 

. permit of this, to cater adequately for ,the various categories of patients and to en
sure that each is given the most appropriate form of care, it is necessary to provide 
differept types of institutions and institutional facilities. A universal pattern has not 
yet devel?ped but the Committee recommends that, basically, four main types of 
~coommodati?n -should be provided :-:.. 

(a) general hospitals (as defined in paragraph 7.2); 

(b) geriatric assessment units; 

(c) long-stay units;. and 

(d) welfare homes. 

The purpose of the different units is discussed in subsequent paragraphs and an 
indication is given of the types of patients which should be dealt with in each. How
ever, old people often fluctuate to and fro across the dividing lines between frailty, 
sickness and health and there may have to be a certain amount of movement between 
the different units. Some consideration must also be given to the position of the 
individual, e.g. if a person h~ remained a very long time in a particular hospital 
or home the desirability of moving him to more suitableaccomrhodation has to be 
weighed against the human problem of taking him away from everything with which 
he is familiar. In addition, it is always necessary to consider whether a particular 
condition is transitory only or is one which is likely to be permanent, or of long 
duration. Terminal care will also have to be provided for some in every type of 
institution. Xhe care of the dying is a most essential service for many-particularly 
those who have no relatives to look after them, or -those in need of the relief from 
discomfort which skilled nursing can provide, or the relief from great pain which 
modern therapy and skill can bring. 

The Consultative Council on the General Hospital Services has submitted a 
report entitled "Outline of the Future Hospital System". A summary of this report, 
in so far as it relates to institutional services for the aged, is given in Chapter 13. 
In general, it can be said that the recommendations made' by the Council and those 
being made by the Committee are substantially the same. . ' 

1 

-Arnold and Exton Smith, Lancet, 15.9:62. 
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General Hospitals 

Definition 

7.2 The term "general hospital" is used here in the sense of a hospital providing 
specialised general medical and surgical care, but excluding any part of the hospital 
used as a geriatric assessment unit, or a unit for long-term care. 

General 

7.3 General hospitals, particularly the teaching hospitals, have traditionally aimed 
at dealing primarily with acute illness and attaining a quick turnover of patients. 
Many of the elderly require treatment for acute conditions, exactly as younger people 
do. They are not second-class citizens and there should be no bar on their admis
sion to general hospitals, provided that their condition requires the services which 
the general hospital can give. The survey by Bourke and Coughlan (referred to in 
paragraph 2.l3) showed, however, that many patients maintained in Dublin general 
hospitals do not need general hospital care. There is little doubt that a similar 
pattern obtains in other areas in this country. General hospital care is very expensive 
and it is obviously undesirable that patients should be maintained unnecessarily in 
beds for the acutely ill, at a far greater cost than that at which th~y could be main
tained in other institutions, or even in good hotels. In addition, it is frequently 
difficult to obtain a bed for an elderly person in urgent need of hospital care. The 
general hospitals have a great contribution to make to the care of the aged, but it 
is necessary to try to use their iaciiities to the:best advantage. 

Classes of Patients 

7.4 The Committee recommends that general hospitals should ~ontinue to admit 
the elderly who are acutely ill, or in need of urgent treatment as ,a result of an 
accident or other emergency. Some of the latter, may be found to be unsuitable 
for retention in the general hospital. In the case of many of the elderly it is 
difficult, if not impossible, to draw a clear distinction between what is normally re
garded as an acute condition and a condition which is only an episode in a chronic 
or sub-acute illness. It is probably not necessary to try to draw such a clear dis
tinction. If it is acc,epted that the primary purpose of the general hospital is to treat 
the acutely ill, and if alternative means of dealing with other patients are available, 
the general hospitals will not be anxious to admit patients who can more appropriately 
be dealt with in a geriatric assessment unit or a long-term unit. In any cases of 
doubt it is very desirable that the general hQ.spjtal stllff should consult with the staff 
in the geriatric assessment unit or, where appropriate, ~ith public health staff. 

~ 

Disposal of Patients 

7.5 The majority of elderly patients admitted to general hospitals, excluding those 
admitted for terminal care, will be discharged to their own homes. Where they , . 
appear to require extended rehabilitation or long-term care they should be admitted 
to the geriatric assessment units in the same way as other patients. Where patienls 
are discharged to their own homes, or to Welfare Homes, 'it is'important that a full 
report on their condition should be sent to the family doctor and, where appropriate, 
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to the public health medical officer. A vital time in the after-care of patients is that 
immediately following .their discharge from hospital and it is essential that community 
services, pal'ticularly" the district nursing services, should be available as soon as the 
pati,ent returns home: 

"-
... " Geriatric Assessment Units 

Definition 

7.6 Geriatric Assessment Units are\;pecially equipped and staffed units for the full 
io,vestigation and assessment of elderly' patients, who are not clearly in need of the 
acute treatment which the general hospital can provide, for their short-term treat
ment and rehabilitation, where this is possible, and for the assignment to the most 
appropriate accommodation of those in need of long-term care. Further details re
garding these units are given in the following two paragraphs; recommendations 
in regard to the location of units and their medical staffing are in paragraphs 7.29 
and 7.33 respectively. 

Need for Geriatric Assessment Units 

7.7 A proportion of the aged in need of hospital care will be admitted to general 
hospitals, under the proposals contained in paragraphs 7.2 to 7.4, in exactly the same 
way as other patients. If, however, the general hospitals are not rapidly to become 
swamped with demands for the admission of elderly patients an alternative system 
must be devised to deal with elderly patients" who may not need the type of ser
vices normally provided in general hospitals, or may need services not normally 
available in the general hospital (e.g. rehabilitation and social services), or whose 
need for a particular type of institutional care has not been established. This alterna
tive system is also necessary for other reasons. The decision whether or not to admit 
an elderly patient to hospital is a serious one. For many, early admission, full in
vestigation and prompt treatment are vitally important and may prevent a much more 
prolonged stay at a later stage. Long delays in admission frequently make relatives 
resentful and unwilling to accept their relatives on discharge. The advantages of 
admission to hospital must not be minimised, but the advantages have to be weighed 
against the possible disadvantages. Admission to hospital frequently produces a 
permanent patient. For many the removal from home and familiar surroundings 
can be a traumatic experience which may impair their ability to live in the com
munity, possibly as much as or more than would the condition for which hospital 
treatment is sought. Particularly, where in-patient care is prolonged, there is a danger 
that the patient's roots in the community may be severed and that he may need 
some form of institutional care for the rest of his life. It is suggested in paragraph 
7.9 that, where possible, patients, other than those acutely ill, should be seen on an 
out-patient or domiciliary basis before they are admitted to hospital and that there 
should be a social and environmental as well as a clinical assessment. If patients 
are admitted, it is essential to ensure that they are fully investigated a~d assessed 
to determine how further institutional care can be avoided, or reduced to the greatest 
extent possible. Many of the aged suffer from multiple disabilities and frequently 
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the resources of several disciplines are necessary to investigate' and assess their dis
abilities and to determine whether care can more suitably be provided in a centre 
catering mainly for the physically ill, or in a centre catering primarily for persons 
suffering 'from mental illness. It is essential, in most cases, to have a social and 
environmeQtal as well as a clinical assessment, before any decision is made that 
further hospital care, particularly extended hospital care, is desirable. Where any 
treatment, short-term or long-term, is required it is essential to ensure that the 
patient is given the most appropriate form of care. Experience has shown that many 
patients are sent to the unit which can most speedily provide a bed. Patients are 
thus often placed in accommodation which is not best suited to their condition and 
they do not do as well as patients who are properly placed, with the result that they 
have a higher mortality and a lower discharge rate. The transfer of patients from one 
type of institution to another is usually not very easy and errors of initial placement, 
even if they are recognised, are not readily rectifiable. Many of the aged who have 
to be admitted to hospital will require a period of rehabilitation. The aim of rehabili
tation is to restore abilities which have been lost and to enable people to live 
independent or semi-independent lives. Some of the aged can be rehabilitated in 
the sense of being made able to resume employment; some can be rehabilitated 
to the extent of being made able to live independent lives in the community, although 
they have ceased to be gainfully employed; others can be rehabiltated to the extent 
that their dependency is limited and they are enabled to live in their own homes 
with the help and assistance which their relatives and friends and the community 
services can provide, or alternatively, they are enabled to live in a home provided 
for persons who have no home of their own. The provision of facilities for short
term rehabilitation, in association with assessment and short~term treatment, has 
the advantage of facilitating continuing supervision by the physician who is familiar 
wilth the oondiit'ion of the pa,tieIl!t. The Committee recommends that units, to be 
known as geriatric assessment units, should be established for the investigation 
and assessment of elderly patients and for their short-term care and rehabilitation 
where these are necessary. Recommendations regarding the location of geriatric 
assessment units are contained in paragraph 7.29. 

Facilities Required 

7.8 A geriatric assessment unit must have all the facilities of a modern' hospital. 
In particular, it must have facilities for x-ray, laboratory tests, physiotherapy, 
occupational therapy, speech therapy, chiropody, electrocardiography and electro
encephalography; it must have various other·.~ids to diagnosis and assessment; it 
must be in a position to call upon the services of a variety of specialists and must 
be in a position to ascertajn the circumstances and.,home background of its patients 
and to arrange for their after-care when necessary. '·It must have dayrooms to en
courage am'bulation. It should have facilities for the ~1ir~ of psycho-geriatric patients 
in need of assessment or short-term care. In the case of the elderly, rehabilitation 
frequently involves the teaching of the activities of daily living-the ability to look 
after themselves, to eat, to wash, to walk, to dress and to use the" .9rdinary toil~t 
facilities-and space and equipment for this teaching are essential. The' closest' liaison 

79 



and cO-,operation between the assessment unit and the domiciliary services is essential. 
This in Rractice will __ mean close ~ontact_ between the Chief Medical Officer and 
.t;~e unit. '---( ~ -

.A-dmlsslons . -,.. 

7.9 Patients admitted directly to general hospitals will consist mainly of those who 
have already been seen on an ,out-patient basis, emergency cases in need of urgent 
treatment and, persons whose ne~d for treatment is clearcut and, usually, of short 
duration. It is' desirable that all elderly patients outside these classes should, where 
possible, be visited in their own horh~s by a specialist physician (see paragraph 7.33) 
.before any decision is made to admit them to the geriatric assessment unit. It may 
seem wasteful of the time of a specialist to have such visits carried out, but first
hand 'knowledge of the social and environmental conditions will help the physician 
considerably in the decision whether or not ' to admit the patient. In addition a 
domiciliary visit has other advantages-it helps considerably the acceptance of the 
idea that patients are not admitted to hospital except for good and sufficient reasons, 
it helps to obtain the co'-operation of relatives, it increases knowledge of the condi
ti6ns for which hospital care is regarded as necessary and desirable and it helps 
the hospital physician to decide whether discharge back to the horne is desirable. 
The number of requests for admissions is usually greater than the number of avail
able beds and a system of priorities has to be determined. A domiciliary visit en
ables the specialist to ensure that those most in need are admitted and thus to 
make the best possible use of the beds in the geriatric assessment unit. The visit 
also enables the' specialist to decide that particular patients would not benefit from 
treatment in a general hospital, or a geriatriC assessment unit, and that their admission 
to a long-stay unit is desirable. Where a visit by the specialist is not possible there 
should be a full clinical report by tne family doctor and a report by a social worker, 
or some other person quaiified to assess and report on social conditions. 

Length of Stay 

7.10 Geriatric assessment units are designed primarily to deal with patients on a 
short-term basis, although some patients, who are benefiting from treatment or re
habilitation, may have to be retained for several months. When patients have been 
investigated and assessed and can no longer benefit from treatment or rehabilitation 
in the units they should be discharged or transferred to other units - in particular 
patients who are permanently bedridden, or who are in need of prolonged and con
tinuous nursing or medical care or both, should be passed on to long-stay hospital 
units. Close contacts with the relatives should be maintained and they should be 
encouraged to retain a continuing sense of responsibility for the patient and, from 
the date of admission, they should be conditioned to the idea of his discharge. On 
his discharge they should not be left with the impression that the hospital is finished 
with the patient, but should be assured that re-admission will be arranged when 
essential. Similarly, contacts with the community services should be maintained. 

Psycho-Geriatric Patients 

7.11 Various studies have shown that the prevalence of psychiatric disorders among 
the aged is. very high, but it has siinilarly been shown that physical illness is corn-



mon throughout the whole field of mental illness. Many elderly patients who display 
psychiatric symptoms do not need to be, and should not be, admitted to psychiatric 
hospitals. There is a tendency to regard the aged with mental disturbance as a 
homogenous group, which they are not. Admission to a mental hospital is usually 
easier tl).a~ to another hospital and in order to make a case for hospital admission 
there is a tendency to over-emphasise the mental state of an aged person and to 
ignore the question of whether it is of a transient nature and whether there are 
physical causes underlying it. There is no doubt that patients are referred unneces
sarily to mental hospitals, including many whose primary need is for physical treat
ment. Similarly, of course, there are patients in other centres who could more 
appropriately be in mental hospital accommodation. Elderly patients who are mentally 
disturbed should be examined both by the specialist physician and the psychiatrist. 
The Commission on Mental Illness recommended that assessment geriatric units 
should be available where the condition of the aged can be fully assessed, in its 
physical, psychiatric and social aspects, before an appropriate programme of care is 
formulated: The Committee recommends that the geriatric assessment units should 
act as the assessment geriatric units recommended by the Commission. . 

Long-stay Hospital Units 

General , . 
7.12 Many elderly patients require long-term institutional care, but it is not essential 
that all this care should be provided in a hospital setting. Some can most appro
priately be dealt with in a home (see paragraph 7.15) even though some medical 
or nursing care may be required. It may be difficult I to decide 1n a ' particular 
case whether a person can more appropriately be dealt with in a hospital or a 
home, but the geriatric assessment units will help in this regard. The Committee 
recommends that, in general, long-stay hospital units should be confined to:-

(i) patients who are so mentally ill, or confused or disturbed, or mentally 

handicapped, . that they require long-stay hospital care; 

(ii) patients who need continuous nursing care; 

(iii) patients who are bedfast and need nursing care; 

(iv) patients who are incontinent. : 

Recommendations in regard to the long-term care of the mentally ill apd the 
mentally handicapped have already been made" by the Commissions on Mental Ill
ness and Mental Handicap and the Comniittee's recommendations relate only to the 
classes at (ii), (iii) and (iv). The Commission on Mental lllness suggested that, as 
rehabilitation services are developed-1Il units for the long-term care of the mentally 
ill, the units should gradually"be extended and the scope of their activities should 
include the rehabilitation of some patients- with physj~al illness. The Cdmmittee sees 
no objection, in principle, to the recommendation of 'ilie' Commission, but facilities 
for the long-term care of the mentally ill are not yet sufficiently developed to justify 
the joint use of facilities. The matter should, how.:ever" "be ,borne, in niind where 
new units have to be provided. Insludep in. tb.~ patit:nts to be dealt; ;with "in lo.ng
stay units will be many t~rminal cas,es." ". J 
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Facilities Required 

7.13 Long-sta~ hospital units should not be regarded as centres solely for irremedi
able cases, or centres where little, if any, treatment is provided. Many patients re
quire active treatment add rehabilitation measures over a long period and the long
stay units should be in a po~ition to meet their needs. Many of the facilities of the 
general hospital should be availa.ble-in particular facilities for physiotherapy, occupa
tional therapy and chiropody. The -need for nursing care is great and a high ratio of 
nurses to patients is essential. SIi:-auld staffing difficulties arise consideration may 
have to be -given to the offering of additional 'financial allowances to nurses work
i~g in long-stay units in order to ensu~ adequate recruitment. 

Admissions 

7.14 In normal circumstances patients should be admitted for long-term care only 
after investigation and assessment in the geriatric assessment units. The specialist 
in charge of the geriatric assessment unit should, however, be in a position to have 
patients admitted directly to the long-stay units. 

Welfare Homes 

General 

7.15 All patients do not need care in a hospital setting, even though they may be 
in need of some nursing and medical care. Many of them require only the type of 
care which is normally given at home by relatives, supported when necessary by 
the district nurse and the family doctor. Where relatives or other suitable persons 
are not available to provide them with the help which they need in their own homes, 
it may be possible to meet their needs by home helps or the provision of sheltered 
housing and where possible this should be done. There will be, however, a proportion 
for whom institutional care will be required. The Commission recommends the 
establishment of Welfare Homes to cater for such persons. As indicated in paragraph 
7.12, it may be difficult to decide in a particular case whether a person can be more 
appropriately dealt with in a hospital or a home but, in general, it is recommended 
that Welfare Homes should cater mainly for:-

(i) frail and infirm old persons who are not in need of continuous medical or 
nursing care, but who may need periodic medical and nursing care of the 
kind normally given by the public health nurse and the family doctor; 

(ii) elderly persons who require terminal care but do not need, or could not 
benefit from, hospital care; 

(iii) elderly persons suffering from minor illnesses who need institutional care for 
a short period and who require medical and nursing care, but not beyond 
that normaUy given by the public health nurse and the family doctor; 

(iv) persons discharged from hospital but who, because of family circumstances, 
need a short period of adjustment before tlhey can resume their place in the 
community; 

(v) elderly persons who need help for a short time because of the illness of 
relatives, or because the relatives need a break from the provision of con
tinuous care, e.g. to enable them to take a holiday. 

82 



With the development of the community services, including sheltered and reserved 
housing, it should be necessary to provide for few, if any, able-bodied persons in 
Welfare Homes and the residents generally will be advanced in years and more in
firm, physically and mentally, than many catered for in County Homes at present. 
Some may ~ so incapacitated that they need help with dressing and meals or the 
use of a walking aid or wheelchair. Some may be temporarily confused, or con
tinually confused but still not excited or unreasonable or in need of care in a mental 
hospital. The occasional accident of incontinence should not be regarded as a reason 
for transfer to hospital nor should incontinence be regarded as irremediable until 
the cause has been sought and any possible steps taken to rectify the condition. 

Form of Accommodation 

7.16 As substitutes for normal homes, Welfare Homes do not require many facilities 
beyond those found in the normal home. Most of the occupants, however, will be 
frail or infirm and it is very desirable that the homes should be specially designed 
to meet their needs, e.g. steps, trestles and other obstacles should be avoided, few 
patients should have to climb stairs, hand-rails should be available, toilet facilities 
should be readily accessible, baths and toilets should have grips for ease of use and 
there should be no loose mats or slippery surfaces. The aim should be to provide 
as far as possible the atmosphere of a normal home. Very large dormitories, day 
rooms and dining rooms are out of pla~. A large proportion of single and double 
rooms should be provided. Some accommodation for married couples will be neces
sary but as shown in paragraph 9.6 only a limited number of married couples seek 
institutional care. Residents should be able to use their single rooms like bed
sittingrooms, thus retaining privacy and independence. A few small sittingrooms are 
preferable to one large one, where residents are less inclined to form friendships or 
to share interests. Homes should not be large-around 30 to 40 places will usually 
be found suitable. Where existing large institutions have to be used as Welfare Homes 
it may be possible to obviate some of their disadvantages by dividing them up, 
apart from central services, into two, or more, self-contained units. 

Admissions 

7.17 Welfare Homes are designed to meet a need which cannot be met adequately 
in a normal home. Somebody has to determine whether this need exists and, where 
there are more applicants than places, to determine a system of priorities so that 
those most in need are given preference. The Committee recommends that overall 
responsibility for this work should ~e assign~d to Chief Medical Officers. They 
would, of course, be helped by Assistant Chief Medical Officers, Public Health 
Nurses, Social Workers etc .. Patients would be ref~rred to Chief Medical Officers by 
relatives, Public Health Nurses, Social Workers, voluntary organisations, family doctors 
and specialists in general hospitals and geriatric assess~ent units. It would be the 
duty of the Chief Medical Officer to ascertain the .soc;iat ~nd environmental circum
stances of those referred. Where necessary a clinical re'pQrt ,should also be received 
-usually from the family doctor. The reasons for admission -to Welfare Homes are 
often more social than medical and it is not necessary that persons. should be passed 
through the geriatric assessment units, but when necessary they .shoula be r.eferred 
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'to those units for assessment -in accordance with the procedure recommended in 
paragraph 7.9. ~ 

.~ 

... 
T..he Purpose of Homes " 

7.18 Tne purpose 'of Welf~r~ Homes must always be borne in mind. They are in
tended to provide f~r certain 'n~_eds of elderly persons which cannot be met in their 
own homes. They should not be used to relieve a shortage of normal housing-in 
particular, they should not be used, to- provide for casuals (see paragraph 2.9). At 
the other extreme it is necessary to' ensure that they do not become second-class 
hospitals by being filled up by persons' in need of hospital care. It is also necessary 
to ensure, as far as possible, that they are' operated as homes and that the residents 
do not ,become institutionalised-inert, apathetic, dependent, depressed and careless 
in their' d\:ess and habits. Residents of necessity suffer some loss of occupation and 
privacy; they may be isolated from their families and friends and they may find it 
hard to form new friendships; unless they are helped they may drift into what has 
been describe~ as institutional neurosis. Positive steps to prevent this are essential. 
Residents should be free, within reason, to come and go as they wish and to enter
t!lin visitors. While sqme persons wiIl be admitted while, they are relatively young 
the majority will be of very advanced years at the time of' admission. They will not 
readily form friendships or engage in social activities and they can easily become 
institutionalised if preventive measures are not taken. They should be encouraged 
in every way to retain their interests, their independence and their self-respect. They 
should be encouraged, when they ~an, to collect their pensions, choose their own 
clothes and do their own shopping. A certain amount of discipline is essential but 
it should be kept to the minimum and rules and regulations which tend to destroy 
the initiative and independence of th~ residents should be avoided. Help should 
be provided where necessary, but patients should be allowed to do as much as they 
can for themselves and for one another. 

Non-Medical Staffing 

7.19 Whether a Welfare Home will have the atmosphere of a home or the atmos
phere of an institution will depend, to a great extent, on the staff. All staff have 
an important part to play in the creation of a proper atmosphere, but the person in 
charge" who will probably be designated "Matron", is in a key position. An other
wise excellent home can be made a miserable institution if the wrong person is in 
charge. Many of the residents will need periodic' nursing care and it is desirable, 
therefore, that the Matron should have a nursing qualification, but her personality 
and approach' to the' . elderly are more itrlportant ' than specific qualifications. The 
understanding of old people, a sympath:y with their idiosyncrasies as well as an 
appreciation of their -virtues, the ability to get on with them and the art of managing 
them without bossing them are essential attributes. 'The ability t~ administer a 
home, to guide and direct other staff and to create the elusive but vital quality of 
a good atmosphere are all attributes which are most desirable in a Matron. Many 
of the residents in Welfare Homes will be able to do a considerable amount for 
themselves and nursing and domestic staff will not be required on anything like 
the scale necessary in a hospital. Most residents will need only the type of nursing 
care required by elderly people in their own homes. Whether this care can be pro-
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vided by the Public Health Nurse will depend on the size of the home and the ex
tent of the other duties of the nurse, but it will usually be found desirable to have 
some nursing staff in the home. It must be remembered that residents will be older 
and more infirm than the average elderly person cared for in the community. Even 
where homes have their own nursing staff it may be necessary to seek help and 
advice from the public health department. Residents should be assisted by'home helps 
in the same way as in their own homes. The question of whether special home helps 
should be appointed for the home, or whether they should combine work in the 
home with other work, will depend on the circumstances in each case, but in most 
cases it will probably be found best to combine the duties of home helps with the 
duties of other staff, which will be required, in any event, to look after the communal 
portions of the home. Meals will have to be provided for residents and kitchen staff 
will be required. The provision of occupational therapy for residents is important 
and the services of an occupational therapist or of a teacher of arts and crafts will 
be necessary. Recommendations in regard to medical staffing are contained in para
graph 7.35. 

Numbers of Beds Required 

General 

7.20 Apart from the fact that it is generally accepted that it is better for the elderly 
to remain in their own homes, when they can possibly do so, a number of countries 
seem to believe that it would put an unbearable strain on the economy to try to 
institutionalise a large proportion of the elderly. An expert committee of the World 
Health Organisation * stated-

"The point that requires emphasis, is however, that even under existing conditions, 
the small core of 3 %-4% of old people cared for in institutions in most of the 
more developed countries is weighing down the health and welfare services. There 
is also a marginal group,. a still larger number of aged people whose survival in 
the community is precarious and bought at the cost of hardship to relatives or 
friends. If the adjustment of a high proportion of individuals in this group were 
disturbed, an overwhelming burden would fall on the health and welfare services." 

The 3% to 4%, mentioned by the Expert Committee, would represent in this country 
approximately 3·4 to 4·5 beds per thousand of the popUlation or 30 to 40 beds per 
thousand of those aged 65 years and over. There is, however, no apsolute standard 
as to the number of beds required for the care of the elderly. The ratio of beds to 
population will vary from place to place, as it will be affected by factors such as the 
proportion of elderly people in the popUlation, the financial resources of the elderly, 
th~ extent to which services (including. hQusing) are developed in the community, the 
extent to which services in institutions are geare"d to rehabilitate patients and to 
restore them to the community and the extent to which women go out to work and 
are thus not available for the care of elderly_ relative~" . In addition, the number of 
beds in differenf types of hospitals and homes will be inttl{-d,ependent to a consider-
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. able extent and the number of ,beds required specifically for the elderly will be affected 
.?y the provisi9ns t?aa-e -for the mentally ill and the mentally handicapped and for 
psycho=geriatnb-patien ts. . -
Beds in Other Countries 

7.21 The following table sho~s the total provision made or recommended for the 
elderly in some countries: -- ' , 

Country or Source of 
Information 

Hospital Plan for England and 
Wales .... 

Health and Welfare Services in 
England and Wales .. 

Hospital Plan for Scotland .. 
Health and Welfare Services in 

Scotland .. .. 
Northern Ireland Hospitals 

Authority .. .. 
Review of Geriatric Services in 

Northern Ireland Hospitals 
Scottish Health Services 

Council .. .. 
Review of the Medical Services

in Great Britain (Porritt 
Report) .. .. 

The Care of the Elderly in 
Scotland (Report of Com
mittee of Royal College of 
Physicians of Edinburgh--
Publication No. 22) .. 

Sweden .. .. .. 
Denmark .. .. 
U.S.A... .. .. 

, 

Per 1,000 Population 
Per 1,000 Population 

aged 65 years and over 
1----------'----------1-----------':---------

I 
Hospital 

Beds 

1.5 

1.5 

2.0 

2.0 

2.05 

2.6" 
6'0 
3.4 
I 

Welfare 
Beds 

1.5/2.0' 

2.5 
6.4° 

Hospital 
Beds 

101 

IS" 

Welfare 
Beds 

15/25" 

25 

1. Equivalent to 1.4 beds per 1,000 total population ; includes provision for the elderly confused who do 
not need treatment in a psychiatric hospital ; assumes a high . standard of services inside and outside 
hospital. 
2. It is considered that knowledge is too limited to enable standard ratios of places to population to be 

laid down and that local conditions will call for different levels. It is concluded that below 15 is inadequate 
and that a ratio of between 15 and 25 will be found appropriate. 

3. Equivalent to 1.65 beds per 1,000 total population. 
4. 1.5 in Belfast ; 2.0 elsewhere. 
5. It is suggested that an additional 1.5 beds per 1,000 of the general population should be provided for 
mental illness or for mental and physical illness combined. 
6. These are approximate figures. "Fact Sheets on Sweden" (August, 1965) issued bY,the Swedish 
Institute states that there are about 1,400 old age homes in Sweden with accommodation for 
50,000 pensioners and that, in addition, there are about 20,000 places at hospitals and nursing 
homes for the chronically ill, the vast maiority of whom are old people. A number of the homes 
consist, to a large extent, of single rooms and flatlets and could possibly be regarded as in the 
category of sheltered housing. 

86 

( 



i. 

Beds In Ireland --7.22 The main provision for the aged is in county homes, but they are also cate;,ed . .;z:-.. .c. 
!9r in a Dl!mh~!.-Of#eneral and other hospitals and in homes an~ simihr ..-.xtres. --' --,.: _. 
the followmg IS [11 LOt",l ~pc>:-d 1 ~a age~6 yea~~~ . 
in the variou~ types of institution:- - x- .:, --- ~'--------

.... ,'-... .. ~ 
County Homes 8,057 ., - . 

Voluntary and private general hospitals and nursing homes 

Regional Hospitals 

County Hospitals 

District Hospitals 

District Mental Hospitals 

Private Mental Hospitals 

Private homes for the aged and similar centres 

1,510 ~ 

400 _ 

793 -
960.-

4,577 . .,. 

450 ~ 

3,470 

Total 20,217 

The total of 20,217 represent about 7 beds per thousand of the total population, or 63 
beds per thousand of the population who are aged 65 years and over. There seems little 
doubt that these ratios are exceptionally high, even though they are probably not 
directly comparable with the ratios shown in paragraph 7.21, or with the figure of 
3%-4% mentioned by the Expert Committee of the World Health Organisation (para
graph 7.20). 

Total Provision Suggested 

7.23 The Committee shows in paragraphs 9.3 to 9.7 the extraordinary anomalies 
which · exist in regard to the numbers in institutions and to the type of institutional 
care provided in different areas. It is obvious that much more research than the 
Committee was able to undertake will be necessary before the exact number and 
type of beds which should be provided for the aged are known. The Committee 
regarded it as essential, however, to suggest ratios which can be used as a guide, but 
which can be amended, if necessary,' when more knowledge as to the requirements 
of the aged is obtained. In considering the problem the Committee made no attempt 
to estimate the number of beds required for the aged in general hospitals (as defined 
in paragraph 7.2). In considering the number of beds to be provided in geriatric 
assessment units, long-stay units and welfare ' homes the Committee excluded the 
mentally ill, the mentally handicapped and caiuals. The Commissions on Mental 
Illness and Mental Handicap have already made re~ommendations in regard to the 
care of the adult mentally ill and mentally handicappe5i. A number of persons, e.g. 
itinerants, seek accommodation in county homes for a' -short period because they 
have nowhere else to stay. There were 'about 120 such p~rsons, aged 65 years and 
over, in county homes on 31st March, 1966. At present mo~t county homes try-to 
make separate provision for casuals. They constitute a social problem but the Com
mittee considers that it is not an appropriate problem for consideration in connection 
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with the care of the aged. Excluding those in general hospitals and mental hospitals, 
~ the ment~ly _handic@pe~ and casuals there are approximately 11,725 beds for the 

,--"------::::::~=.:::::;,cktE>r n m.~e... ijp .as follo}Vs:-

;;-~,... ':::'~ - . . _ ~ -:--"7~,2~9'>5------
District Hospitals. 960 

(c) Private hom'es for the aged and similar centres -, 3,470 

" Total 11,725 

This represents 4·1 per thousan'd,. of the total population or 36·3 per thousand of 
the population aged 65 years and over. , Of course all these patients are not neces
sarily suitable for, or in need of, care in the geriatric assessment units, long-stay 
units and welfare homes visualised by the Committee. On the other hand, there 
is little doubt that a proportion of those in general hospitals would be so suitable. 
The Committee recommends a ratio of approximately 40 beds per thousand of the 
population aged 65 years and over as a reasonable target. Before a greater number 
of beds is provided the provision for community care should be thoroughly reviewed 
to see whether, with improved community service, a lesser number of beds would be 
adequate. Where it can be done, such an investigation should be carried out before 
even the ratio of beds recommended by the Committee is provided. A suggested 
division of the total number of beds between the different types of units is set out 
in paragraphs 7.24 to 7.26. 

Beds In Geriatric Assessment Units 

7.24 It is essential to consider together units for investigation, assessment, treat
ment, and rehabilitation. In England and Wales the number of beds suggested for 
these purposes is 0·3 per 1,000 of the population. The Royal College of Physicians 
of Edinburgh has suggested that about 20% of the total geriatric beds should be 
devoted to assessment and rehabilitation. This would give 0-4 per 1,000 of the 
population for Scotland oq the basis of the total provision they suggest. Until 
experience is gained in the operation of some units in this country the Committee 
recommends that planning should be on the basis of 0·5 beds per 1,000 of the whole 
population, i.e. approximately 4·5 beds per 1,000 of the population aged 65 years and 
over. A ratio higher than in England, Wales, or Scotland is recommended in view 
of the fact that the general hospitalisation rate in this country is high. Of the 
number of beds recommended, about 20% to 25% would be required for diagnosis, 
assessment and intensive treatment and the remainder for rehabilitation. 

Long-Stay Hospital Units 

7.25 On 31st March, 1966, there were, according to returns received by the Com
mittee, 4,574 persons aged 65 years and over in County Homes because of chronic 
medical conditions, i.e. patients "with a medical condition which requires constant 
medical and nursing attention of a type that could not be providM outside a 
hospital". Patients in need of assessment and rehabilitation would be included. This 
number represents 1·6 beds per 1,000 of the population or 14·2 beds per 1,000 of 
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those aged 65 years and over. In all County Homes the proportJpn of patients with 
chronic medical conditions was 56·8%, but figures varied front26'2% to 97·5%. It _ • 
is unlikely that there is this wide difference in the types_ of patient~t~~~:":': 
it is probable that in some County Homes.-a-generoui.Vie~lrat con.s!i-
.. nt,,, « :'fhroriic medical-'conditi~~~Wniber of patients described as 
being cHronicany -.11 ~;.o 'nJ!Qbably-2..y"e~-estimated. In' -addition, community services 
are poorly developed and not enough:etfQu is being made to keep patients from going 
into hospital, nor to have them discharged ir6l:ilhu:5pitQl.:--On~hA otbe't:..itand.:.there..- ' ,. 
are significant numbers of patients in other institutions (see paragraph 7.22) who 
should probably be in long-stay hospital units. The Committee recommends that 
planning of long-stay hospital units should be based on about 15 beds per 1,000 
of those aged 65 years and over. 

Welfare Homes 
7.26 According to the returns received there were in County Homes on 31st March, 
1966, 2,052 elderly patients who were maintained because of frailty, i.e. frail old 
people unable to maintain themselves unaided but who could be maintained in old 
persons' homes or hostels, or in their own homes, if supported by suitable domi
ciliary services. There were also 1,431 elderly persons maintained mainly because 
of social reasons, e.g. lack of suitable living accommodation and persons who were 
mentally handicapped. Of these, 642 were mentally handicapped and 120 were 
casuals so that the total number who could be regarded as suitable for welfare homes 
for the aged was 2,721 (2,052 + 669). As indicated in the preceding paragraph, the 
proportion of those who were regarded as suffering from chronic medical conditions 
was probably high so that the number estimated to be in need of accommodation 
because of frailty or because of social reasons was probably under-estimated and 
the total number was probably about 10 per 1,000 of those over the age of 65 years. 
The provision suggested in other countries is 15 to 25 per 1,000 of the population 
aged 65 years and over. It must be remembered that County Homes cater, to a very 
large extent, for the poor only. If it is accepted that, in future, some provision 
must be made for those outside the lower income group a total provision of about 
20 beds per 1,000 of the population aged 65 years and over would not be unreason
able and the Committee recommends this figure as a target for the future. 
The actual number of welfare beds required will depend on a number of factors such as 
the provision made for special housing, the extent of the provision made for cpm
munity services and the provision made for the adult mentally ill and mentally 
handicapped. Needs will also vary from place to place. The need for research into 
all these imponderables is stressed in paragraph' ,~.2. 

Beds in Different Areas 

7.27 Target figures put forward represent the- suggested 'Pfovision for the country 
as a whole. The basing of ratios on the proportion of the population who are aged 
65 years and over should 'meet, to some extent at least,_ the di~rences in the age 
structures in different counties. The age structure is, however; only one of the 
matters which have to be taken into account-see paragraphs 7.29 to 7.31. 
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__ -~ ':..~. Location of Different Units 

-:=' -~-;.~ . '~. - ..... ~Ull 'fIo,.Rp}talfl ""-

--- _ ~~8 ;,."'Tifu'. ~U1mtIW .. ~~ the -General_Hospital Services- has already sub-
mItted a Report regarding the future gcnerul hospltaF -system"an!! th~ " ... Q.O'V~llHl~m 
has accepted, in principle, the Council's Report~e~P.1\""n .. t ~'io .. al1~t!~uctlOn 

• ~_ ih the ~t;umb_e~ of g~<?£al)]'Qs.wtal~-l;}_lljr~· J:onsideration~ alone will. result in a 
-~~~-:.----"! ~ -considerable .Japse:-ot-thlit!.:tJerore"the 'COuncIl s recommendatIons can be Implemented 

so that many of the present general hospitals will probably remain for several years. 

Geriatric Assessment Units 

7.29 The geriatric assessment units visualised by the Committee are acute units, 
they need the full facilities of the general hospital, and they will usually be too small 
to justify a duplication of the facilities of the general hospital. The Committee, there
fore, recommends that geriatric assessment units should be located at general hospitals. 
It does not consider, however, that it would be feasible to provide geriatric 
assessment units in all the existing general hospitals; the total number of beds re
quired is not large enough to justify adequate units: in them all and some general 
hospitals may not wish, or may not be able, to pr~vide geriatric assessment units 
as visualised by the Committee. The Commmittee recommends that geriatric assessment 
units should be provided at least in the main teaching hospitals and in the hospitals 
which it is proposed to develop as "General" and "Regional" hospitals as visualised 
by the Consultative Council on the General Hospital Services. In addition to these 
units the Committee recommends that other units should be provided on a geo
graphic basis in or~er to bring services closer to the people for whom they are in
tended and to facilitate liaison between these units and the community services 
As indicated in paragraph 7.28 there will probably be a considerable lapse of time 
before many of the present general hospitals are discontinued. Assessment centres 
at selected centres would serve a very useful purpose for many years and their future 
coulq be determined in the light of the cir~umstances obtaining when it is found 
possible to discontinue the use of the hospitals concerned. 

Long-Stay Units 

7.30 It is desirable that, where possible, long-stay hospital units should be in, or 
near to 'and closely associated with a general hospital. A relatively large number of 
beds will be required in many areas and it may not be possible to locate the units 
in or near to a general hospital. In addition it may be necessary to use existing 
buildings which are not very suitably located. Even if a unit has to be some distance 
away it should be closely associated with the general hospital. As already stated 
the long-stay units require many of the facilities of the general hospital-in particular 
physiotherapy and occupational therapy and a high level of nursing staff. It is more 
likely that these facilities wiIl be available if the units are in or near to and closely 
associated with the general hospital. The staffiing, at nursing level, of long-stay units 
is already difficult and will probably become more difficult. Freedom to rotate nursing 
staff between short-stay units and long-stay units is desirable. Continuity of Care is 
important and it is desirable that the doctor dealing with the patient in the acute 
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phase of his illness should have responsibility for, or be associated with, his long
term care. The increase in the number of elderly persons in the population and the 
high morbidity among them means that a substantial and increasing proportion of 
the time of all doctors is devoted to the aged. It is essential that instruction in the 
treatment cmd management of elderly persons should be available in teaching hospitals. 
In view of these conside~t!-0ns, the. Committee recommends that, where possible, 
long-stay hospital units should be in, or near to, a general hospital and that, where
ever located, a long-stay unit should be associated with a general hospital. 

Welfare Homes 

7.31 Welfare homes, subject to organisational and economic factors, should be 
located reasonably convenient to the persons they are intended to serve. They should 
be designed to keep residents in the stream of life and should be near to shops, 
churches etc. They do not require the same level of staffing or facilities as hospitals 
and several of the considerations which apply to the location of other units do not 
apply to them. 

Medical Staffing 

G,eneral Hospitals 

7.32 The functions of the general hospital in regard to the elderly are set ou.t in para
graphs 7.2 to 7:5 . The Committee did not consider it necessary Jo:.:make!. an'y recom
mendations regarding staffing. fof:.. th~~r..S.of. these,.functions: . -

Geriatric Assessment Units 

7.33 The main problem in regard to medical staffing arises in regard to geriatric 
assessment units. The elderly in such units may need the services of a wide range 
of speci:alisUi, but there sho~ld be one with particular responsibility for the beds 
specifically allocated to elderly patients. Who this specialist should be is the subject 
of considerable debate. Some maintain that the work is appropriate to a specialist 
in general medicine, others that a separate specialist, usually referred to as a geria
trician or geriatric specialist, is required. Some points of view which are advanced 
in favour of basing services on the specialist in general medicine are the follQ~ing:-

(a) There is no fundamental difference between the disabilities of those over 65 
years and those under 65 years and th((re is, therefore, no justification for a 
separte speciality to deal with the aged. The position in this regard is not com
parable to that in paediatrics. 

\'.. -
(b) In general hospitals, where most specialists in..geperal medicine are employed, a 

large and growing proportion of the patients are, elderly and, of necessity, a 
large part of the work of the specialists must be ~Q~cerned with the elderly. 

(c) There should be continuity of care and the concep,t, ent~iled in the two types 
of specialist, that one deals with the acute and the other with the ~hronic con
dition is, in many cases, unrealistic and undesirable. Some elderly pe~sons , may 
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require treatment for what is normally regarded as an acute medical (as opposed 
to surgical) cond.ition, e.g. broncho-pneumonia, and they may recover or die in 
a few w~ks, but in many cases the acute condition is only an episode in a chronic 
condition and -in ..l'ts treatment the general physician has to have regard to social 

-"'and environmental factors. 
~ " 

(d) Since the short-term care. of the age.d, or the treatment of what are regarded as 
acute conditions, will be un~rtaken by the specialist in 'general medicine, the work 
left to the geriatrician will not be generally popular and, while it may attract 
very able and dedicated men, it may also become a last choice for many who 
have not succeeded in other speCialities wit1~ a consequent dilution in the quality 
of the service. An additional factoh where the specialist has to depend to some 
~xtent on private practice, is that the scope in this field is much more narrow 
in 'chronic than in acute conditions. 

(e) No specialist can be competent to treat all the pathological conditions which 
at other periods of life called for the experience, skills and techniques of a 
variety of specialists. 

Some points of view which are advanced in favour of ~ a separate specialty are:-

(f) The care of the eldefly differs in many ways from the care of others in that

.... ; . .:. .... ::. (i) the elderly may show differences in anatomy and physiology, e.g. in regard 
. '--:'~t<?_ body temperature, pulse, reflexes, mental outlook ~d: reaction to 

. diSe1iSe-· ..... ~ _ ,.--- -
'~ >- " . .. . 

(ii) the elderly ~lfY ~~JHe~ 1f6nr;multi~li'ilrsa:oi1iti~~, up to 10 or 12 at the 
same time, whereas younger people usually suffer from only one disability 
and rarely from more than two or three; 

(iii) disease is often silent or atypical in elderly people so that diagnosis is 
difficult. 

(g) General medical care of the elderly cannot be separated from their social care 
-something in which the specialist in general medicine is not usually interested. 

(h) Psychological factors play a very important part in the illnesses of the aged and 
the specialist dealing with them must pay greater attention to these factors than 
that normally paid by the specialist in general medicine. 

(i) The specialist in general medicine normally deals with a quick turn-over of 
patients and with an "in and out" basis of treatment and he is not usually in
terested in rehabilitation, resettlement or the long-term care which the elderly 
frequently require. 

(j) The specialist in general medicine, who frequently has a heavy load of general 
medical work, finds it impossible to devote enough of his energies to the time
consuming task of looking after the elderly and frequently leaves th~ir care to 
juniors, with ~he result that the elderly take second place to the tpore acute 
cases and services for them are allowed to drift along without skilled advice or 
direction and without the stimulating drive which can be given by a person in 
authority whose principal interest is in the aged. 
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(k) There is among specialists in general medicine some of the former attitudes 
under which the chronic sick tended to be dumped in Poor Law institutions 
and were given a minimum of medical attention. 

(1) Much of the care of the chronic sick is undertaken conscientiously by general 
practitioners, but they would benefit from advice from specialists with a par
ticular interest in the elderly. 

(m) Diseases can be complicated as a result of senescence and the necessary modi
fication of general care calls for special skills. 

It is difficult to weigh the relative merits of the various arguments. There is no 
doubt that a number of geriatric physicians have produced splendid results. There 
is no doubt that general physicians, who were interested and had the time to devote 
to the work, have produced similar splendid results. It is of interest to record the 
conclusions on this matter of teams appointed by the Ministry of Health in Britain 
to survey services provided for old people:-

"The appointment of a geriatric physician for the chronic sick patients is often 
more successful than that of a general physician with a dual responsibility in the 
acute and in the chronic wards. 

Geriatrics is not a speciality demanding clinical knowledge denied to other 
hospital staff. The geriatric physician should be a good general physician with 
a knowledge of the mental confusional states and with an appreciation both of 
the sociological factors influencing illness in the aged and of the other statutory 
and voluntary services. 

The geriatric physician should be allocated sufficient junior medical staff, and 
have sufficient time to allow him to act as consultant to associated hospitals in 
his own or adjoining groups and to establish closer co-ordination with the other 
services. Because of the dependence of the hospital, welfare and domiciliary 
services on each other it. is desirable that the advice of the geriatric physician 
should be easily available to the welfare officer and the Medical Officer of Health. 
The purpose of the geriatric unit is to provide skilled medical and nursing atten
tion for the chronic sick patient who needs more individual attention because of 
his age than would normally be expected in the general wards of the hospital. 

The problems confronting the physician in the chronic sick wards are essentially 
different from those in the other parts of the hospital. The speed with w~ch the 
patients in the chronic sick wards can be restored to health, however active the 
treatment provided for them is slower than that for younger patients, and it is 
doubtful whether the tempo of a busy me,dical ward could provide the most 
effective environment for their .recovery. It' is possible that general physicians, 
because the problems are often as much social , as medical, would not have the 
opportunity to acquire the neces~ary special experience to deal with them. Not 
only must the disease in old people which warrants"hospital admission be cured 
but there are special problems in restoring the patient"~o a degree of mental and 
physical independence which will allow. him to re~rn home. 

An increasing number 'of patients in the generarwards 6f hospitals are elderly 
and the decision whether ,or not to establish a separate geriatric service must de-
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pend, on the extent to which the existing hospital services are meeting the prob
lem. G~riatrics.,is.J>ractised in geriatric units and in the general wards of hospitals; 
local circ'\!l1).stances-wiIl influence the decision. In some places the appointment of 

. a general physician to the part-time supervision of this service will be found 
. svccessful; in otheY places, particularly where heavily populated, it may prove 
more successful to appoint a geriatric physician. 

The creation of a gerifltric unit is not the sole answer to the problems of the 
elderly sick and infirm in tqe -area; it will make a valuable contribution to one 
aspect of the problem; but it~ success will be influenced by the adequacy of the 
other services. , 

The creation of geriatric unit; "will entail the appointment of physicians with 
the necessary clinir;a! experience and with a clear understanding of the social 
problems influencing the health of the elderly patient." 

While there seems to be wide divergence of view between those who favour the 
appointment of a geriatrician and those who do not, the differences are perhaps more 
apparent than real. There seems to be a considerable amount of agreement that the 
person to be chosen should have specialised in general medicine and that he should 
be of consultant status. In 1964 the Royal College of ~hysicians of London referred 
to special training in geriatrics and recommended that after three to four years in 
hospital, obtaining much the same type of post-graduate education as for a general 
physician, four more years should be devoted to medicine or geriatrics with at least 
two of these years as a senior registrar (trainee consultant) in geriatrics. The Com
mittee considers that, in addition to the basic qualification of specialisation in general 
medicine, the person selected must be interested in the care of the aged and have 
experience in that care including rehabiIJtation and social care, he must be in a posi
tion to devote the necessary time to the work, including the provision of out-patient 
and domiciliary services, and he must have the ability to co-ordinate his own work 
with that of other specialists and with the various community services. The Com
mittee recommends that pers.ons having these qua:1ifications should be appointed to 
the geriatric assessment units. Provided the persons selected have the qualifications 
specified the Committee does not regard it as a vital issue whether they are regarded 
as general physicians, geriatric physicians or geriatricians. On the whole, it is inclined 
to the view that they should be regarded as general physicians with a particular 
interest in the care of the aged. There are in existence, in this country, no specific 
posts as geriatricians and their creation may give rise to unnecessary difficulties. The 
question of whether the person appointed should have responsibilities in regard to 
other classes, as well as the aged, can be determined in the light of circumstances 
obtaining in particular areas. 

Long-Stay Units 

7.34 Patients in long-stay hospital units are still in need of medical care and they 
may require the services of different medical specialists from time to time. Most 
of them, however, will have been thoroughly assessed and given any specialist treat
ment necessary before their admission to the long-stay units and their normal care 
can be carried out by general medical practitioners and other non-consultant staff. 
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It is very desirable, however, that there should be continuity of care and that the 
staff who dealt with them at general hospital or geriatric assessment unit level should 
not be divorced from their long-term care. They may also need periodic re-assessment. 
The Committee recommends, therefore, that overall responsibility for the long-stay 
beds- should rest with the consultant in the geriatric assess~ unit. He could be 

-------..a-ss-,#o..1; .1 .-=a:..~;}o:aa~at!~__hJloeaI 'genera1 practitioners. -The services 
of other consultants should be availabTe -as- required.- -

"':-:..-

Welfare Homes 

7.35 Patients in Welfare Homes are mainly those who require no more medical 
treatment than that given by the family doctor. The Committee recommends' there
fore, that the Homes should be staffed by family doctors7t1ie plitieliiS being given 
choice of doctor where it is feasiple to;.do so . ...: fI:oviSion lor -the help and advice of 
consultants will be necessary. 

Role of Voluntary Bodies in Institutional Care 

General Hospitals and Geriatric Assessment Units 

7.36 A number of general hospitals are under the control of voluntary bodies and 
these bodies will, therefore, be concerned with the provision of services for the aged 
in general hospitals and geriatric assessment units. There are already arrangements 
under Section 10 of the Health Act, 1953, for the treatment of patients in voluntary 
hospitals on behalf of health authorities. Health authorities make capitation pay
ments in respect of patients sent, or deemed to have been ser,tt by them to the volun
tary hospitals. The Committee recommends that these arrangements should be con
tinued and extended where necessary. 

Long-Stay Units 

7.37 A number of voluntary institutions catering for the aged have been approved, 
under Section 10 of the Health Act, 1953, for the provision of long-term hospital care 
on behalf of health authorities. The Committee recommends the extension of arrange
ments of this type to all voluntary institutions which provide suitable services and are 
willing to accept patients sent by health authorities. 

Welfare Homes 
'-

7.38 Many voluntary institutions and homes catering for the aged do not provide 
a sufficient range of services to justify their recognition as long-stay hospital units, 
but many would be suitable as welfare home~. At present no centres are recognised 
as providing welfare type of accommodation only \~n behalf of health authorities. 
The Committee recommends that suitable -homes which are willing to enter into 
arrangements with health authorities should be reCOgbised as Welfare Homes and 
that capitation fees should be payable hy health authorities in respect of patients 
sent by them. It should be a condition of recognition that the homes will be open 
to inspection by the health authority and the Minister for Health. 
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Use of Existing Buildings 

Gen'eral -.( 
... , ~ '\ 
7'.39 - E.s;asons of economy 'anq expediency make it essential that the greatest possible . 
use should. be made .?Lexisti~g.~b.uil.Q!J?gs. Th?-Rel?Jrt of:tl1e.CQnsultative CoUllciL-___ -
on the General HospItal ServIces recomm.en<Is · that many 1>f tIle eXIstlfig general 
hospitals should cease to be ~sed~s. such imd that, where suitable, they should be 
_usc:d.J12wr.alia, for the care of elderly patients. The Committee agrees, in principle, 

.' with this recommendation, but the hospitals, in, many cases, will not be available 
f~r t~e elderly until new general hospital., beds are built. Where this will take a 
considerable. time new accommodation for' the aged may have to be provided. If 
careful thougltt-is---given. in the planning of new buildings to their possible use in 
the future !t seems most unlikely. tha~ any: b1:!ildings will be provided surplus to re
quirements, having regard to the fact tnat a great many old hospital buildings are in 
need of replacement. The figures given in paragraph 7.22 show that many district 
hospitals are catering for aged persons to a considerable extent. 'On the re-organisation 
of services it may be found possible to use several of these buildings as long-stay 
units or as Welfare Homes. This applies also to County Homes-particularly those 
dealt with under the County Home schemes (see paragraph 2.8) which have been 
built to a good standard. When detailed consideration was given to the question of 
adapting and reconstructing County Homes it was found that the buildings had many 
inherent defects. To remedy these defects and at the same time to adapt the accom
modation to meet modern requirements would have been extremely costly. It was 
decided to reconsider the planning approach and to give priority to the provision 
of new units designed to cater for the chronic sick patients. In the design of the 
new units particular attention was placed on the need to avoid an institutional 
atmosphere. The new units are in single-storey construction. Small ward units re
place the long dormitories. The wards are well-lit and ventilated and brightly 
decorated. Ample sanitary and bathing facilities are provided. Each unit has ample 
day-space for ambulant patients. - In conjunction with the erection of new nursing 
units, the schemes undertaken provided also for the upgrading of accommodation for 
social cases, in buildings separate from the nursing units, and improvement of ser
vices facilities and accommodation for staff. New boilerhouses, kitchens and staff 
homes are being erected. In some cases facilities for physiotherapy, occupational 
therapy and chiropody are being made available and these will also be provided in 
the remaining cases at an early date. This planning approach was referred to in the 
White Paper on the Health Services and their Further Development issued in January, 
1966. The White Paper mentioned that it was intended that the County Homes 
should be developed as long-stay hospitals adequately staffed and equipped to deal 
with the care and rehabilitation of patients and that provision for shelter and main
tenance for persons, not ill, but unable through age or disability to care for them
selves should be provided in separate accommodation. 



- ... - - ---- ...... 

PREVENTIVE MEASURES 

General 

8.1 Old age cannot, of course, be prevented but the lives of the majority of the 
elderly show that old age, or at least a great part of it is not necessarily a time of 
ill-health and disability. Experience has shown, that by appropriate measures, the 
onset of much ill-health and many disabling conditions can be prevented, or con
siderably deferred or minimised. It is obviously most desirable that careful con
sideration should be given to all measures which reduce dependency among the 
elderly. Prevention aims at eliminating the factors which induce illness or disability, 
at discovering illness or disability as early as possible, so that prompt and effective 
treatment can be given at a stage when the condition is most susceptible to treat~ 
ment, and at preventing or minimising the after-effects and residual disabilities arising 
from an illness or disability which has developed. All general measures taken to 
improve the health and welfare of the aged have, of course, a preventive aspect, 
bUrt the Committee recommends that specific schemes of prevention should also 
be developed. Some of the measures which the Committee considers suitable for 
immediate adoption are set out in paragraphs 8.2 to 8.7 but the list, by no means, 
covers all the steps which are at present known and new knowledge in this field 
is continually being discovered. If properly trained staff are appointed, they will 
probably initiate new steps from time to time. The National Council recommended 
in paragraph 10.11 should also keep in touch with developments and publicise addi
tional measures which ar~ found to be desirable. 

Age of Retirement 

8.2 On retirement, most people suffer a considerable reduction in income and many 
lose contact with fellow-workers and feel a lack of purpose in life. In these circum
stances .retirement frequently results in phy'sical and mental deterioration. It is open 
to question whether or not early retiremerit. is generally a desirable development. 
On the one hand, early retirement and the provision of pension schemes are marks 
of social progress as persons are not forced to work when their physical capacity 
has become impaired through age. On the other- hand, early retirement comes at a 
time when technological progress has, in many employments, lessened the import
ance of a high standard of strength and physical fitness~,the result being that many 
people are retired while still fit and willing to work. There are other considerations 
and, indeed, conflicting interests involved and, at this stage; the Committee is un
able to make any general recommendation in the matter. The problem is, of course, 
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Preparation for Retirement , , 
8.3 With the increasing number of persons over the age of 65 years and the greater 
tendency to have compulsory retirement at a fixed age, more and more people are 
being faced with the problem of what to do with their lives when they cease to be 
productive members of the community. To many, retirement conjures up visions of 
plenty of rest and leisure. UnfortunatelY"too much opportunity for rest and leisure 
speedily leads, in many cases, to boredom'lijld the realisation of the less attractive 
aspects of retirement-a reduction in income, loss of occupation, fewer contacts with 
other people and, frequently, loneliness and a feeling of no longer having a useful role 
in life. Hobbies and games learned earlier in life can provide a reservoir of interests 
which will be of. considerable help in reducing the problems met with on retirement, 
but few have developed sufficient recreational and leisure outlets to fill all the time 
which had been devoted to work. It is very desirable, therefore, that people should 
prepare for retirement and try to plan so that they can lead full lives even after 
retirement. By co-operation between employers, trade unions and voluntary bodies, 
much can be done to prepare people for retirement by teaching them how to make 
best use of the leisure time which retirement will bring. The Committee recommends 
that the National Council for the Aged should encourage the development of courses 
on the problems, both social and economic, of retirement and on the making of plans 
regarding such matters as finance, health and nutrition, leisure activities and the 
development of interests after retirement. 

Early Diagnosis 

8.4 Early diagnosis of illness and disability is probably one of the most effective 
preventive measures. Experienc~ shows that young people usually report when they 
are ill, but that the elderly regularly put up with disabilities, which are frequently 
serious, and do not approach their doctors about them as they regard them as part 
of the penalty of growing old. Often the family doctor is not consulted until disease 
or disability is well advanced and when the chances of successful treatment are 
diminished. Frequently elderly persons are admitted to hospital with evidence of 
longstanding neglect. Particularly where psychiatric features are present, cases 
frequently do not come under notice until some crisis, social or medical, has arisen. 
By then the family may be demoralised and the situation as a whole difficult if not 
impossible to rectify. Early discovery could be expected if persons were to attend 
their family doctor at regular intervals. The Committee recommends that nurses 
coming in contact with ·the aged should receive special training in the recognition 
of the early signs of physical or mental deterioration, so that they can advise the 
persons concerned to seek appropriate help. Similarly other workers, voluntary and 
lay, should encourage the elderly to attend their family doctors at regular in-

·Council of Europe-Consultative Assembly-Report of Social Committee on persons wishing to 
engage in paid employment after retirement. Doc. 2266; 13th September, 1967. 
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tervals. The Committee has recommended in paragraph 6.4 the establishment of 
special clinics for the aged. The establishment of such clinics should result in *e. 
early discovery of many remediable defects and should, through early admission, 
reduce the l~ngth of stay when hospital care is necessary. 

Keeping of Register 

8.5 The tragedies of old people dying alone and not being discovered for days are 
fortunately rare but regrettably they still occur. Occasionally elderly persons are 
discovered in great need, although they have not sought help from any source. As 
indicated in the previous paragraph the elderly themselves in many cases do not 
take action in regard to illness and disability. To help to overcome these difficulties 
it is frequently suggested that a register of all old persons should be compiled, so 
that a regular check could be carried out of all elderly persons. If, however, a 
register is maintained of all old persons it would, in many areas, become so big and 
unwieldy as to be unmanageable and it would obviously contain the names of many 
persons who would not be in need of help and who, indeed, might resent having 
their names placed on a register. In addition a register of all old persons would 
single them out as a problem group, whereas the majority are healthy, lead in
dependent lives and have relatives or friends to help them in time of need. The 
Committee therefore recommends that there should be a register maintained by the 
public health nurse in each district of elderly persons "at risk" This list would in
clude people who had looked for some form of help, persons for whom help 
had been sought by relatives, friends Or voluntary organisations and persons who 
become known from any source to be in need or likely to be in need of help. It 
should contain the names of all persons living alone and with no relatives to visit 
them regularly-particularly persons who through illness or other cause had recently 
lost a spouse or near relative and who, experience shows, are consequently very 
vulnerable. It could also contain the names of all those who are very old, say, over 
the age of 80 years. 

Dissemination of Information 

8.6 More knowledge on matters such as the extent to which they should take 
exercise and how best they could cope with disabilities would be of great use to 
many of the aged. The value of advice in regard to nutrition has already been stressed 
in paragraph 6.21. The Committee recommends that the dissemination of infonna
tion on how best the aged can preserve their health should be one of the func
tions of the National Council for the Aged 'r~~ommended in paragraph 10.11 

Prevention of Accidents 

8.7 Because of failing senses the elderly are particularly vulnerable to domestic 
accidents. The results of accidents are also more serious in t~e elderly than in younger 
persons-the fatality rate is much higher and chronic handi~p or deformity is a 
frequent consequence. The more common types of accident to which the elderly are 
prone are falls, burns and scalds and gas poisoning. Most accidental 'injuries are 
probably caused by falls. Broken bones are a frequent result, a particularly common 
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injury being fracture of the, hip. Some of the steps that can be taken to reduce the 
possibility of accidents... occurring are:-

.....(-

Falls: Waxed floors and loose mats and rugs cause many falls. There are non
siip polishes and non-slip floor coverings available and if mats and rugs must be 
used they should at least be rubber-backed. Elderly persons should be encouraged 
to ensure that their shoes' are a good fit and have plastic or rubber soles as these 
slip less easily than leather. T4,ey should avoid wearing slippers for walking around 
the house-slippers do not give a,firm foothold and can trip the wearer if a loose 
fit. Dim lighting in corridors and "stairways is another regular source of trouble. 
Falls from bed also occur frequently., If old people are in a confused state or rest
le1?s in their sleep side rails should be fitted to the bed. 

Burns and scalds: The open fire is a particular hazard. Because they feel the 
cold severely old people tend to sit or stand too close to an open fire with consequent 
risk of their. clothes catching fire. There is also the danger that they may fall on 
open fires. Strong fireguards should always be fitted. Electric heaters, especially 
the bar and coiled wire types, have proved to be fire hazards. Even when guards 
are fitted clothing ,can slip between the meshes and catch fire. The elements should 
therefore be totally enclosed. Scalds from boiling water, fat and oil are fairly com
mon. Kettles, pots and pans should be so designed that they will not spill or tip 
over easily. Cigarettes and pipes are a constant source of danger, especially when 
used in bed. Elderly people should be discouraged from smoking in bed except when 
another adult is present in the room. 

Gas poisoning: Elderly persons may not notice escaping gas because of a poor 
sense of smell. All gas appliances should have safety taps which cannot be turned 
on accidentally. Defective or badly connected pipes and fittings often cause leakages 
of gas and regular inspection of equipment by qualified persons is necessary. 

The correction of defective sight and hearing can do much to lessen the risk of 
accidents to the aged. Public health nurSes and other visiting health staff can help 
by pointing out hazards in the home and seeing that they are corrected. The Com
mittee recommends that the National Council for the Aged recommended in para
graph 10.11 should collect statistics and information about domestic accidents in
volving elderly persons and should organise educational and propaganda services for 
the prevention of accidents. 
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Chapter 9 

RESEARCH 

General 
9.1 Despite the enormous problem presented by a very high and growing proportion 
of the population who are over the age of 65 years, practically no research is being 
carried out in Ireland-neither basic research into the ageing process, nor operational 
research into the efficacy of different forms of care and possible methods of preven
tion. Last year, health authority expenditure on the institutional care of the aged 
was in the region of £6 millions; payments to the aged under the Social Welfare in
come maintenance services cost in the region of £33 millions; and expenditure by the 
Department of Local Government and housing authorities on housing for the aged 
was in excess of £1 million. If to these figures are added private expenditure and 
health authority expenditure on community care it will be clear that the total amount 
spent on the aged is substantial. Even though the major part of the expenditure 
relates to income maintenance the Committee considers that the spending of a con
siderable sum on research would be justified. 

Nature of Research 

9.2 Research is a field where firm guidelines cannot be laid down. The most desir
able forms of research have to be determined from time to time in the light of current 
knowledge and current ideas as to the most fruitful lines of enquiry. The Committee 
reconunends, however, that a medico-social investigation of the numbers of aged 
persons in institutions and of, the reasons why they are armitted and retained should 
be carried out as soon as possible. It was outside the resources of the Committee 
to have an investigation of this nature carried out but the need for it is clearly shown 
by the large numbers of the aged in institutions (see paragraph 7.22) and by the 
anomalies between different areas, as shown in returns received by the Committee, 
(see remaining paragraphs of this chapter). It seems clear that an investigation .must 
be carried out by a body, such as the Medico-Socia Research Board, to provide reliable 
data on the reasons why persons enter and are retained in institutions, on the num
ber of beds of different types necessary, on th'e interdependence of different forms of 
care and on the efficacy of different forms of ca;e. , The Committee also reconunends 
that research should be carried out in this coun~ry ~nto the problems, both social 
and economic, of retirement (see para~aph 8.2). '" 

-. 
" Numbers in County Homes '. 

9.3 Table I shows the numbers in County Homes in the different areas. It shows 
that there are extraordinary variations. The ratio of patients, per thousand of the 
total population, varied from ,1·7 in Donegal and Dublin to 4·4 in Tipperary (N.R.) 
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and 5·0 in Sligo. The ratio of patients per thousand of the population who are aged 
65 years ans. over' varied from 12·1 in Donegal to 44:8 in Kildare. County Homes 
are intended ~to cater ,primarily for the poor and it would be natural to expect that 
there would be greater provision in the poorer than in the richer counties. This pattern 
does 'hot hold, however, and, prima facie, it appears that there must be excessive 
provision in some counties, or inadequate provision in others. 

" 

" TABLE 1. 

. County Home, Patients per 1,000 Patients per 1,000 
County Patients aged 65 total Population Population aged 

, years and over 65 years and over 
> 

Carlow , · . · . 116 3.5 31.1 
Cavan · . · . 198 3.7 26 . 1 
Clare · . · . 309 4.2 29.0 
Cork · . · . 1,094 3.2 27.8 
Donegal · . · . 185 1.7 12.1 
Dublin · . · . 1,371 1.7 20.8 
Galway · . · . 364 2.5 19 .0 
Kerry · . · . 301 2.7 19.8 
Kildare · . · . 249 3.7 44 .8 
Kilkenny · . · . 206 3.4 28.5 
Laoighis · . · . 112 2 .5 21.3 
Leitrim · . · . 92 3.0 17.9 
Limerick · . · . 545 4.0 37 .9 
Longford · . · . 115 4.0 30.1 
Louth · . · . 171 2.5 25 .7 
Mayo · . · . 250 2.2 14.2 
Meath · . · . 173 2.6 24 .6 
Monaghan .. · . 161 3.5 27.4 
Offaly · . · . 146 2.8 26 .2 
Roscommon · . 235 4 .2 26 .4 
Sligo - 255 5.0 34.7 · . · . 
Tipperary (N.R.) · . 238 4.4 36 .5 
Tipperary (S.R.) · . 246 3.6 30 .9 
Waterford .. · . 281 3.8 32.6 
Westmeath · . 202 3.8 31. 7 
Wexford · . · . 288 3.5 29 . 1 
Wicklow · . · . 154 2.5 24 .2 

TOTALS .. 8,057 2.8 24 .9 

Total Numbers 
9.4 The numbers for whom County Homes provision is necessary in any area should 
be affected by the numbers catered for in district hospitals, district mental hospitals 
and private nursing homes and similar institutions. Table II, shows, in addition to 
the numbers referred to in Table I, the numbers from each area who 'rere in such 
institutions. This table shows approximately the total numbers who were in non
acute institutional care. The incidence is altered but the extraordinary anomalies 
between areas still remain. ' 
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TABLE II. 

Number of Patients aged 65 years and over Patients 
Patients per 1,000 

County· District Private per 1,000 pop. aged 
County District Mental Homes Total Total 65 years 
Home Hospital Hospital etc. Pop. and over 

Carlow .. .. 116 12 67 23 218 6.5 58.4 
Cavan .. .. 198 - 114 36 348 6.4 45 .8 
Clare .. .. 309 48 189 45 591 8.0 55.5 
Cork .. .. 1,094 310 538 604 2,546 7.5 64 .8 
Donegal .. .. 185 59 174 15 433 4.0 28 .2 
Dublin .. .. 1,371 - 640 1,642 3,653 4.6 55.5 
Galway .. .. 364 15 368 65 812 5.5 42 .5 
Kerry .. .. 301 85 125 39 550 4.9 36 .1 
Kildare .. .. 249 - 73 44 366 5.5 65 .9 
Kilkenny .. ., 206 36 122 86 450 7.4 62.2 
Laoighis .. .. 112 24 91 23 250 5.6 47.6 
Leitrim .. .. 92 5 101 35 233 7.6 45.3 
Limerick .. .. 545 - 236 90 871 6.3 60.6 
Longford .. .. 115 14 86 23 238 8.2 62.2 
Louth .. .. 171 64 104 15 354 5.1 53.3 
Mayo .. ., 250 69 266 53 638 5.5 36.1 
Meath .. .. 173 - 100 26 299 4.4 42.5 
Monaghan .. .. 161 - 80 19 260 5.7 44.3 
Offaly .. 146 15 110 30 301 5.8 53 .9 
Roscommon .. 235 29 204 28 496 8.8 55.7 
Sligo .. .. 255 - 110 83 448 8.7 60.9 
Tipperary ~.R.) .. 238 30 62 34 364 6.8 55.8 
Tipperary S.R.) .. 246 39 113 36 434 6 .3 54.4 
Waterford .. .. 281 43 164 192 680 9.3 78.9 
Westmeath .. 202 32 115 22 371 7.0 58.3 
Wexford .. .. 288 13 149 73 523 6.3 52.8 
Wicklow 154 18 76 89 337 , 5.6 53 .0 .. .. 

TOTALS .. .. 8,057 960 4,577 3,470 17,064 5.9 52.8 
.. 

Numbers of Chronic Sick and Others 

9.5 Table III shows the numbers in County Homes, divided between the chronic 
sick and the non-chronic sick. The chronic sick were defined as those "with a 
medical condition which requires constant medical and nursing attention of a type 
that could not be provided outside a hospital". Table III would be helpful in deter
mining the relative amounts of provision which should be made in hospitals and 
Welfare Homes, if the figures could be relied upon. It is difficult to believe" how
ever, that needs differed to the, extent shown by the wide variation between areas. 
It seems probable that the criteria ~aid down to determine the classifications were 
interpreted in different ways. Similar informa.tion to that obtained from County 
Homes was obtained from a numBer of private hC?mes. Again the criteria laid down 
were obviously interpreted in different ways, e.g. fv{o homes were known to cater 
for similar types of patients but one home described all its patients as chronic sick, 
while the other described all its patients as non-,.chron'lc ,sick. 

.. I', 

, 
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TABLE III. 
, . - ~~~ 

~ - -
'--County Home Patients aged , Percentage of Patients ... 65 years and over 

County 
Chroqic Sick Others Chronic Sick Others . -

% % 
carlow 

" . · .' · . 48 68 41.4 58.6 
cavan · . · . 112 86 56.6 43.4 
Clare · . · . 274 35 88.7 11.3 
Cork · . · . 639 455 58.4 41.6 
Donegal .. · . 63 122 34.1 65.9 
Dublin · . · . 655 716 47.8 52 .2 
Galway' · . · . 168 196 46.2 53.8 
Kerry · . · . 79 222 26.2 73.8 
Kildare · . · . 154 95 61.8 38.2 
Kilkenny · . · . 78 128 37.9 62 . 1 
Laoighis · . · . 46 66 41.1 58.9 
Leitrim. · . · . 47 45 51.1 48.9 
Limerick · . · . 323 222 59 .3 40.7 
Longford · . · . 51 64 44.3 55.7 
Louth · . · . 117 54 68.4 31.6 
Mayo 

\ 

105 145 42.0 58.0 · . · . . 
Meath · . · . 58 115 33.5 66 .5 
Monaghan .. · . 52 109 32.3 67.7 
Offaly · . · . 95 51 65.1 34.9 
Roscommon · . - 147 88 62.6 37.4 
Sligo -.,..- .. - - ~ . 202 53 79.2 20 .8 
Tipperary (N.R.) · . 232 6 97.5 2.5 
Tipperary (S.R.) · . 193 53 78.5 21.5 
Waterford .. · . 186 95 66.2 33 .8 
Westmeath · . 136 66 67 .3 32.7 
Wexford · . · . 180 108 62.5 37.5 
Wicklow · . · . 13~ 20 87.0 13.0 

-
TOTALS · . · . 4,574 3,483 56.8 43.2 

J; 
-

Marltat Status of Patients 

9.6 Table IV shows the numbers in County Homes who were married, single and 
widowed. It is common experience in other countries that the strength of marriage 
and family ties' is one of the most potent factors in keeping old people in their own 
homes .and that the sihgle and widowed are much more likely to seek institutional 
care than those who are married. The same position clearly obtains in this country. 
The percentage 6f the population, aged 65 years and over, who are married is 40·1%. 
The percentage of patients in County Homes who were' married was, however, only 
6·4%. It is of interest to record that in all County Homes there were only 58 married 
couples. This may reflect the fact that married couples generally mana~ to main
tain themselves outside institutions, or it may reflect the fact that couples are 
reluctant to enter County Homes as most Homes have not accommodation to permit 
couples to live together. 
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TABLE IV. 
County Home Patients aged 65 years and over 

County Single Married Widowed 

Male Female TOTAL Male Female TOTAL Male Female TOTAL 

Carlow .. ... 41 32 73 2 3 5 13 25 38 
Cavan .. 83 41 124 5 3 8 28 38 66 
Clare .. .. 125 75 200 8 8 16 32 61 93 
Cork ., 348 328 676 48 38 86 90 242 332 
Donegal .. 73 62 135 2 8 10 13 27 40 
Dublin .. .. 242 468 710 67 40 107 123 431 554 
Galway .. 164 100 264 12 8 20 26 54 80 
Kerry .. .. 125 82 207 10 5 15 42 37 79 
Kildare .. 103 46 149 11 3 14 36 50 86 
Kilkeuny .. 92 48 140 7 4 11 21 34 55 
Laoighis .. 55 19 74 7 1 8 12 18 30 
Leitrim .. .. 40 18 58 2 2 4 14 16 30 
Limerick .. 149 124 273 16 23 39 65 168 233 
Longford .. 39 32 71 3 3 6 12 26 38 
Louth .. .. 52 54 106 3 4 7 23 35 58 
Mayo .. 104 54 158 6 4 10 23 59 82 
Meath .. .. 79 33 112 5 - 5 22 34 56 
Monaghan .. 65 45 110 6 4 10 , 9 32 41 
Offaly .. 66 19 85 4 1 5 20 36 56 
Roscommon .. 96 53 149 9 5 14 18 54 72 
Sligo .. 81 70 151 12 5 17 31 56 87 
Tipperary (N.R.) 105 58 163 7 8 15 28 32 60 
Tipperary ~S.R.) 93 64 157 7 7 - 14 26 49 75 
Waterford .. 86 74 160 10 9 19 30 72 102 
Westmeath .. 78 47 125 7 6 13 20 44 64 
Wexford .. 119 70 189 22 8 30 23 46 69 
Wicklow .. 66 33 99 5 1 6 21 28 49 

---
TOTALS .. .. 2,769 2,149 4,918 303 211 514 821 1,804 2,625 

Percentage of .. j 

Total Patients .. 61.0% 6.4% j : 32.6% 

Sex of Patients 
9.7 Table V shows, by age groups, the numbers and percentages of males and 
females in County Homes in different areas. Women general~y live, longer than men. 
In this country the average expectation of life for men is 68·13 years and for women 
71·86 years. According to the Census of 1966, of the persons aged 65 years and 
over 46·4% were male and 53·6% female. The excess of females is more marked 
in the upper age limits. Of the total aged 85 years and over 39·9% were male and 
60·1 % were female. Men generally tend to marry women who are younger than they 
are. This, combined with the fact that women live longer than men, results in a far 
greater number of widows than of widowers. The 1966 Census showed' that in this 
country there were 125,888 widows and 40,665 widowers. The percentage of all women 
aged 65 years and over who were single OF widowed was 71·7% and of men 46·3%. 
Table IV shows that the single and widowed a~e much' more likely to seek institutional 
care than the married. All these factors, other things being equal, should result in a 
far greater demand for institutional care ~or women than for m~n. Experience shows 
that this is the pattern of demand in most countrieS.. In Glasgow, for instance, it is 
estimated that for every 200,000 of the population 360 long-stay beds are required 
for females and 100 for males. Table V, however, show~ that in several areas in 
this country there are more males than females in Gountj ~.Homes, e.g. in Laoighis 
(66,1%) and Offaly (61,6%).; In some areas the proport~on 'of~elder1y males in the 
population is very high-probably due to migration or emigration. Even. when allow: 
ance is made for this fact the proportion of men in County Homes seems exception-
ally high. ' 
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County 

. 

Carlow .-. .. 
Cavan .. 
Clare .. .. 
Cork .. 
Donegal .. 
Dublin .. 
Galway .. 
Kerry .. .. 
Kildare .. 
Kilkenny .. 
Laoighis .. 
Leitrim .. 
Limerick .. 
Longford .. 
Louth .. .. 
Mayo ... 
Meath .. .. 
Monaghan .. 
Offaly .. .. 
Roscommon .. 
Sligo .. .. 
Tipperary tN.R.) 
Tipperary'(S.R.) .. 
Waterford .. 
Westmeath .. 
Wexford . .. 
Wicklow .. 

. 
TOTALS .. 

-
_ County Home Patients 

, 65-74 years 75-84 years , 
-- -

Male Female Male Female 

17 24 31 27 
38 29 60 41 
67 42 ' 70 74 

170 205 238 I 271 
39 35 34 , 50 

182 236 190 443 
69 48 101 68 
67 39 87 . 60 
63 25 70 51 
51 21 48 49 
19 ·11 40 15 
19 17 31 12 
77 88 119 152 
16 24 30 27 
26 27 40 49 
55 33 52 49 
26 19 60 26 
35 21 39 42 
34 16 41 29 
51 32 51 56 
60 38 55 66 
48 36 76 45 
51 37 54 64 
42 38 58 81 
35 22 49 48 
58 56 76 51 
39 15 45 35 

1,454 1,234 1,845 1,981 

TABLE V. 

Percentages of Males and Females 

85 years and over TOTALS County Population agk'c1'65 
Homes years and over . 

Male Female Male Female Male Female Male Female 

% % % 
.... .f o/c) 

8 9 56 60 48.3 51. 7 48.3 51. 7 
18 12 116 82 58.6 41.4 51.'9 48.1 
28 28 165 144 53.4 46.6 /51.0 49.0 
78 132 486 608 44.4 55.6 ," 45'.0 55.0' 
15 12 88 97 47.6 52.4 49.0 50.4 
60 260 432 939 31.5 68.5' 37·5 62 .5 
32 46 202 162 55.5 44.5 51.7 48.3 
23 25 177 124 58.8 . 41.2 49.5 50.5 
17 23 150 99 60.2 ;' 39.8 .50.2 49.8 
21 16 120 86 58.3 . 41.7 49.1 . 50.9 
15 . 12 74 38 66.1 33.9 51.4 48.6 
6 7 56 36 60.9 39.1 52.3 47.7 

34 75 230 315 42.2 57.8 46.6 53.4 
8 10 54 61 47.0 53.0 50.6 49.4 

12 17 78 93 45.6 54.4 45 .1 54.9 
26 35 133 117 53.2 46.8 50.0 50.0 
20- 22 106 67 61.3 38.7 49.9 50.1 
6 18 80 81 49.7 50.3 48.6 51.1 

15 11 ·90 56 61.6 38.4 50.7 49;:; 
21 24 123 112 52.3 47.7 52.0 48.0 
9 27 124 131 48.6 51.4 49.0 51.0 

16 17 140 98 58.8 41.2 50.1 49.9 
21 19 126 120 51.2 48.8 47.5 52.5 
26 36 126 155 44.8 55.2 44.2 55.8 
21 27 105 97 52.0 48.0 50.1 49.9 
30 17 164 124 56.9 43.1 48.0 52.0 
8 12 92 62 59.7 40.3 45.9 54.1 

----
594 949 3,893 4,164 48.3 51.7 46.4 53.6 
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ORGANISATION AND CO-ORDINATION OF SERVICES 

Chapter 10 

General 

10.1 It will be clear that the care of the aged is a major problem to which there 
is no ready or complete solution. The needs of the aged vary to such an extent that 
they can be met only by a very wide vadety of services, designed to cover most 
aspects of human living. In the provision of these services, different central and 
local authorities, voluntary and private organisations and many individuals are in
volved. Unless services are carefully planned and co-ordinated there will be wasteful 
duplication of effort in respect of some of the aged, while others will receive little, 
if any, of the help they require. While the Committee considers that planning and 
co-ordination are essential, it is also satisfied that there must be a considerable 
degree of flexibility to meet the particular needs of different areas and different in
dividuals. Services are so varied and numerous that co-ordination at various levels 
is essential. The Committee considered the matter in- relation to:-

(a) co-ordination at Ministerial level; 

(b) co-ordination of public services at local level; 

(c) co-ordination of voluntary services and public services at local level; 

(d) co-ordination of voluntary and public services at national level. 

Co-ordination at Ministerial Level 

Ministerial Responsibilities 

10.2 Insofar as the aged are, concerned, the primary responsibility of the Minister 
for Health is for health services, of the Minister for Local Government for housing 
and of the Minister for Social Welfare for income maintenance. The Committee sees 
no reason for recommending any major change in this pOSItion (see. however, the 
following paragraph). 

Extension of SociaJ Work Services 

10.3 On the establishment of separate Departments of Health and Social Welfare, 
in 1947, the Department of Social Welfare beoame primarily an income maintenance 
department dealing with social insurance and'social assistance. It dealt with social 
work services* to some extent, for example schemes of blind welfare, cheap fuel 
and home assistance as described in paragraphs 2.44, 2.45 and 2.46 and schemes of 
cheap footwear and school meals. Other schemes of so(::ial work service in existence 
In 1947 (e.g. the care of unmarrieq mothers and their cbQdren, the boarding out of 

*"Social work services" is used in this paragraph to denote desirable social services 
other than income maintenance. 't 
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children, the-maintenance of .aged persons not in need 10f medical care and the care 
of the mentally and physically handicapped) became the responsibility of the Depart
ment of Hea~h. These arrangements did not cover all social work services. Services 
such as home ' helps ~nd the provision of meals for elderly persons were not made 
the responsibility of either D~partment and grants to voluntary agencies, dealing with 
the general problem of the, care of the aged, could be given only by health authori
ties and only in respect of s~rvices which were "similar or ancillary" to a service 
which a health authority itself could provide. Despite these difficulties admirable 
social work services are provided' by voluntary bodies which give advice and support 
in resolving personal and social difficulties. The Committee hopes that these bodies 

, will continue and extend the scope of.t,heir activities, but regards it as essential that 
their work should be supplemented by, or, financially assisted by, public bodies, so 
that a, full social work service may be available to the aged. (Whether this service 
should be available to other classes is outside the Committee's terms of reference). 
The Committee recommends that the additional sodal work services necessary to help 
in the solution of the personal and social difficuities of elderly persons should come 
under the auspices of the Department of Health. 

Departmental Co-ordination 

10.4 It is stated in the White Paper on the Health Services that the Department of 
Health, in co-operation with the Departments of Social Welfare, Local Government 
and the various voluntary agencies, will encourage local co-ordination of the various 
public and voluntary services available to the aged. In order to achieve co-ordination 
between ,the differen't Departrmen:ts, the Committee recommends that a pennanent 
Liaison Committee. which would meet as required, should be established to achieve the 
necessary co-ordination of the activities of the Departments of Health, Local Govern
ment 'and Social WeHare. The proposed Committee should consult with the Depart
ment of Labour and any other Government Departments as the necessity arises. To 
achieve the Government's aim of encouraging the co-ordination of the various public 
and voluntary services for the-aged the proposed Liaison Committee should keep in 
touch with the National Council for the Aged suggested in paragraph 10.11. 

Co-ordination of Public Services at Local Level 

Position of Chief Medical Officer 

10.5 The White Paper on the Health Services stated that the Government proposes 
that legislation should be introduced to transfer the administration of the health ser
vices from the existing local health authorities to special regional boards. The over
all responsibility for the co-ordination of all health authority services will, of course, 
rest with the proposed regional boards, but the Committee considers that it should 
be the responsibility of one individual officer in each area to act as co-ordinating 
and liaison officer between the different health services and between the health ser
vices and the other public services, such as housing. If there is to be greatly in
creased emphasis on community care it is essential thilt there should be close liaison 
between, and co-ordination of, the different services. The Committee recommends 
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that responsibility in regard to these matters should be assigned to the Chief Medical 
Officer of each area. He is already concerned with housing and with several aspects 
of the health services and he has many contacts with the community. He is not, 
however, concerned at present with the hospital and general practitioner services. 
The Commiftee considers that he should be given responsibilities in regard to these 
services-not as overlord but as a co-ordinator and as a link between the different 
servioes. The Committee recommends that he should have access to aU hospitals 
and homes providing services for the aged. This would give him an opportunity of 
seeing the patients while they are receiving institutional care and of advising the 
doctors in the hospitals and homes regarding environmental and social conditions and 
of advising on, and arranging for, the help which could be provided in the community. 
In regard to general medical practitioners, the Committee recommends that the Chief 
Medical Officer's function should be, where necessary, to act as the l,ink between 
them and the hospital or home and to arrange, in appropriate cases, for services such 
as home nursing, home helps, and aids in the home and, in general, by mobilising 
all the services available to give general practitioners the optimum facilities for 
treating patients in the community. 

Co-ordination of Voluntary and Public Services at Local Level 

General 
10.6 As indicated in paragraph 10.4, there is a proposal in the White Paper on the 
Health Services to encourage local' co-ordination of the various public and voluntary 
services available to the aged. In Circular No. 48/65 (copy at Appendix K) the 
Minister for Health stated that he considered it-

"essential that there should be available in one central location in each health 
authority's area, an information centre at 'which details will be readily obtainable 
regarding all the different services available for the aged in the area, whether such 
services are administered by the health authority itself or provided by voluntary 
organisations or groups". 

With a view, inter alia, to facilitating co-ordination and making available information 
regarding all services obtainable the Committee recommends that local Social Service 
Councils should be established in aU areas on the lines set out in paragraphs 10.7 
to 10.9. While the Committee uses the term "Social Service Council" it does not 
regard it as essential that the local body should be called by this name. ,It also 
visualises that there will be differe~es betw~n areas, as some Councils may deal 
only with the services for the aged, while other:; may deal with services for other 
classes as well as the aged. 

-, 
Need for Social Service Councils 

10.7 Many public and voluntary organisations a~d individuals are concerned with 
the provision of a very wide range of services'"for the age4. 'Happily, there is a greatly 
increased interest in the care of the aged and many existing bodies tend to expand 
the scope of their activities to include the aged and many .n.ew bodies 'are being 
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formed to -deal specifically with the problems of the aged. If all these bodies work 
in'isolation and without regard to each other's activities, a fragmented and inadequate 
ser~ice 'is b0t!lld ~o _re,sult. .s.ome of the elderly will obtain help from a number of 
agencies, sometimeS' tob., mnch and sometimes too little, while others will be almost, 
~r- completely, over-Iooked- and will fail to obtain the service to which they are en
titled. It is essential that Some body should try to ensure that from the multiplicity 
of services and from the abundance of good-will available, an integrated service will 
be provided which will, as far ~s'Possible, meet the essential requirements of all those 
in nee-d and will prevent elderly persons lrom being sent from one agency to another, 
frustrated, bewildered, and unable to , ~btain the help they require. The Committee 

. recommends that Social Service Council~ should be set up for this work. While the 
primary function of the Social Service Council would be to achieve co-ordination 
and make available information on all services obtainable it could serve a useful 
purpose in many other ways, e.g.-

(i) by creating understanding between health authorities and voluntary bodies 
and providing lines of communication between health authorities and volun
tary bodies and between the various voluntary bodies; 

(ii) by acting as a central agency to which anyone could turn in time of need; , 
(iii) by bringing together informed and forward-looking people and giving a lead 

in the development of services; 

(iv) by providing or encouraging the provision of personal services in a way 
which a public authority cannot; 

(v) by building up from the various bodies and interests with which it comes 
in contact a fund -of-knowledge and experience which is far greater than 
that of the individual bodies it represents; 

(vi) by undertaking tasks, requiring a team approach, which an individual 
organisation would be unable to do; 

-

(vii) by acquiring, as a unit representative of local interests, an intimate and 
comprehensive knowledge of local needs from which it could build up in
formation on unmet needs and encourage the development of new or 
extended services to meet these needs; 

(viii) by demonstrating the acceptance by the community as a whole of its 
responsibility for its weaker members; 

(ix) by giving members the opportunity to use any special knowledge or ex
perience which they may have and which it may not be possible to use in 
a smaller organisation; 

(x) by publicising its own work and the work of its constituent bodies and so 
attracting helpers and funds; 

(xi) by encouraging elderly people to take an active part in services for the 
aged, thus contributing to the resources of the community and giving their 
own lives additional content and purpose; 

(xii) by advising bodies thinking of starting services for the aged as to what is 
there already and as to where there is fruitful ground for activity; 
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(xiii) by serving as the mouth-piece for local bodies and so avoiding unnecessary 
individual effort by these bodies; 

(xiv) by employing, in appropriate cases, skilled staff which many voluntary 
bodies by themselves could not afford to do. . , 

Area to be Served by a Social Service Council 

10.8 The area to be served by a Social Service Council would have to be determined 
on an ad hoc basis by factors such as:-

(i) what is regarded as a local community-whether a parish, a group of parishes, 
a town, a city or a geographic area; 

(ii) the number and variety of voluntary bodies serving the area which it is pro
posed to serve. 

Subject, however, to these considerations the Committee recommends that the 
area should not be too small and, where possible, should cover more than one parish. 
As indicated in the following paragraph, a number of interests should be represented 
on the Council and it would be impracticable for them to be represented on a multi
plicity of small Councils. 

Constitution of Social Service Councils 

10.9 As a Social Service Council will be concerned with achieving the co-ordination 
of all local activities, public and voluntary, with the dissemination of information in 
regard to all the services available and with the fostering' of community services, the 
G:>mmittee makes the following recommendations in regard to its constitution :-

(i) it should be representative of all the bodies (includipg religious bodies) 
providing services for the aged which are willing to act on the Council (see 
paragraph 10.10); 

(ii) it should also contain individuals particularly interested in the care of the 
aged and representatives of local industry and similar persons wiIling or 
in a position ·to help; 

(iii) it should contain some ex-officio members, such as Chief Medical Officers, 
because of their special responsibilities in regard to the aged; 

(iv) it should not be dominated or dictated to by any individual or group as 
its aim is to achieve the co-operation of all for the common good. " 

Attitude of Voluntary Organisations 

10.10 Most voluntary organisations seem to accept, without question, the need for 
co-ordination at local level and steps towards the co-ordinatio)1 of services and to
wards the making available of information regarding all services available have 
already been taken in a number of areas. The Committee found, however, a certain 
amount of misgiving among some voluntary bodies regar.ding any integration or co
ordination of their activities with those of other volunta~y or public bodies. They 
seemed to suspect that "co-ordination" was a euphemisfll for :'control" and that theh: 
freedom and independence would be seriously curtailed by any co-ordinating body. 
The Committee understands that similar misgivings· have beenJelt by some voluntary 
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bodies in ot-her cO!lntries. It feels that these suspicions l>hould be considerably allayed 
if the purpo~e of a co-ordinating body were properly understood. However, it con
siders that ~6 'one'S 'i~terests would be served by compelling any organisation against 
its will, to join in a >cQ-o~dinating body and it accordingly recommends that if any 
voluntary body wishes to remain ouside the local Social Service Oouncil its wishes 
should be respected. " 

" " 

Co-ordination of Volul1tary and Public Services at National Level 

Creation of National Body , 

10.11 Just as there is need for a loca) Social Service Council, there is need for a 
national body which will endeavour to achieve co-ordination of all public and volun
tary effort on behalf of the aged. A national body can serve a very useful purpose 
in many other ways, e.g.-

(i) by promoting the establishment of a network of social service councils 
throughout the country (it is of interest that a National Old People's 
Welfare Council was established in Britain in 1940-there were then 40 
but there are now over 1,600 old people's ",:elfare committees in Britain 
and Northern Ireland); 

(ii) by creating understanding betw,een voluntary bodies and central public 
authorities and providing lines of communication between them; 

(iii) by acting as a central agency to which local associations can turn for advice 
and help; 

(iv) by collecting and disseminating information regarding the activities of all 
voluntary organisations and regarding all services for the aged; 

(v) by reviewing the work of voluntary associations and making suggestions as 
to how deficiencies can be met; 

(vi) by achieving some publicity for all voluntary bodies providing services for 
the aged; 

(vii) by providing training courses for those concerned with the care of the 
aged, e.g. wardens; 

(viii) by reviewing, at national level, the needs of the elderly and promoting 
measures for their well-being; 

(ix) by providing advice for anybody who wishes to obtain it (it is not only 
the under-privileged and less educated who need and appreciate advice)
a National Council is often in a position to give this advice more suitably 
than a local organisation; 

(x) by maintaining contacts with other countries and disseminating informa
tion regarding new developments in these countries; 

(xi) by providing a common forum for the different professional and other work
ers and persons interested in the problems of the aged. 

The Committee recommends the establishment of a National Council for the Aged. 
Its aim should be, as set out above, to promote in every way possible .the general 
welfare of the aged. As a national body it should be representative of all the volun
tary bodies providing services for the aged. The Minister for Health should encourage 
the formation of the Council and should give it financial assistance if it so requires. 
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Chapter 11 

EDUCATION AND TRAINING 

General 

ILl The quality of the services available for the aged will depend, to a very large 
extent, on the availability of properly trained workers. Some workers, such as physio
therapists, will require little in addition to their normal professional training except 
skilled guidance and experience of work with the aged. The present training of 
other professional workers will need to be extended. New training will have to be 
provided for some. The more important areas where, in the Committee's view, 
training should be extended are set out in paragraphs 11.2 to 11.9 hereunder. 

Medical Students 

11.2 Notwithstanding the fact that a large part of the work of most doctors is 
concerned with the aged, the amount of undergraduate training devoted to the aged 
is very small. The Report of a Committee of the Royal College of Physicians of 
Edinburgh* stated-

"a substantial and increasing proportion of hospital facilities ' is now devoted to 
the care of the elderly. The increase in the numbers of the elderly has meant ' 
that doctors, whether in hospital, general practice, or public health work, spend 
a greater proportion of their time treating these patients. During the last twenty 
years certain principles in the treatment and management of geriatric patients 
have been evolved, and it would seem desirable that this knowledge should be 
taught to undergraduate and post-graduate students. If it is accepted that teach
ing hospitais should contain geriatric beds, it would seem a logical step that the 
unit should be used for teaching." 

In this country most practical training is provided in general hospitals where there 
is little emphasis on the many problems of the aged. Some students are given no 
training in long-stay hospitals and others are given very limited training. No train
ing is provided in community care. The C'ommittee reconunends that there should 
be greater emphasis on the care, of the aged \~ the under-graduate curriculum. 

Nurses , 
11.3 Like medical students, most nurses are trained in general hospitals where there 
is little, if any, emphasis on the care !)f the aged. Many 'are not sufficiently aware . , . , 

, , 

*The Care of the Elderly in Scotland: Publication No. 22 of the Royal C~llege~ of Physicians' 
of Edinburgh. 
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of, and do not feel any particular responsibility for the problem of the aged. The 
Committee recommends that some experience in the care of the aged should be an 
esst;ntial par~f the training, of all nurses. 

- " 
Enrolled Nurses " 

"-
11.4 The Committee understands that consideration is being given to the creation 
of the grade of enrolled nurses: It considers that enrolled nurses would be of con
siderable value in the care of the 'aged and recommends that, if the grade is created, 
their work should extend to the car~ of the elderly in welfare homes. 

" 
Hom~ Helps 

11.5 The Committee does not visualise that, initially at least, any extended courses 
of training should be provided for home helps. The aim should be to select people 
who are suitable for the work which they are to perform. However, some instruc
tion would be desirable, even for persons who are already competent housekeepers. 
It would help to ensure a high standard and stimulate pride and interest in the work. 
Particularly important is instruction in the understanding of the idiosyncrasies which 
some of the aged may display. The Committee recommends that the National Council 
for the Aged and the local Social Service Councils should arrange short courses of 
instruction for home helps. 

Voluntary Workers , 

11.6 Voluntary workers have a vital role to play in the care of the aged. Frequently 
their effectiveness could be· considerably improved if suitable training or guidance 
were available for them. This is particularly true of key workers in voluntary organisa
tions, such as secretaries and other officers. Voluntary workers should be taught to 
recognise and understand the needs of old people and to know what can be done to 
meet these needs. They should know when to rely on themselves and other voluntary 
workers and when to call for professional help. They should be given an understand
ing of the idiosyncrasies of old people and an appreciation of the fact that strange 
conduct may be part of the process of ageing, that those who appear difficult, 
stubborn, grumpy, critical, or ungrateful may be too proud to accept help grace
fully, or they may have had many bitter disappointments in life which shattered their 
faith in their fellow men. The young in particular may need help to understand the 
anxieties and awkwardness of some solitary old people who may be most in need of 
help and friendship. The Committee recommends that the National Council and loml 
Social Service Councils should arrange courses of instruction, both by professional 
workers and by their own skilled and experienced members. 

Education of the Public 

11.7 The successful development of services for the aged requires the ~upport of 
the whole community. A wealth of goodwill can probably be created by providing 
more enlightenment on the needs of the aged and on the means by which these 
needs can be met and by constantly reminding younger people that they too will be old 
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some day. There should be a positive programme of public education and the Com
mittee recommends 'that this should be regarded as one of the primary responsibili
ties of the National Council for the Aged. 

Wardens 
11.8 The success of any scheme of old people's dwellings will depend to a large 
extent on the temperament and ability of the warden who must act as friend, ad
viser and good neighbour of the tenants. The warden must endeavour to promote 
a sense of reassurance and security, and preserve and encourage the independence of 
tenants. Personal qualities such as common sense, patience, resourcefulness and a 
sense of humour will go a long way but there is also a need for training, particularly 
since this is a new sphere of employment and few applicants will have any previous 
experience. Inexperienced wardens must be given an understanding of old people and 
a knowledge of the statutory and voluntary services available. The Committee recom
mends that the National Council for the Aged should arrange training courses to which 
housing authorities couid send newly appointed wardel1S. 

Chief Medical Officers and Assistant Chief Medical Officers 

11.9 To enable them to carry out the duties suggested in paragraph 10.5 in regard 
to the care of the aged special training for Chief Medical Officers and their assist
ants is necessary. A number have already been awarded fellowships to study abroad. 
The Committee recommends that this system should be extended so that all are given 
an opportunity to make a special study of the problems associated with the care of 
the aged. 
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Chapter 12 

'--
" ..... LEGISLATION 

General , 

. "12.1 . Special legislation is, of course:'necessary in regard to pensions and social assist
'artce for the aged. In regard to other social and health services the Committee con
siders. that, as far as possible, the aged should be dealt with under legislation which 
applies' to the population as a whole. There 'are, however, a few fields where modi
fication ana. clarification of the existing legal provisions is necessary and new legisla
tion will be required for the implementation of some of the recommendations of the 
Committee. The main points which require to be covered are set out in the follow
ing paragraphs. 

Home Helps 

12.2 There is at present no statutory provision for the employment of home helps. 
In some areas' they have been remunerated from public assistance funds. The Com
mittee considers that their employment should be under the aegis of health authori
ties and it recommends that health authorities should be given statutory authority to 
employ home helps or to arrange for their employment by other bodies. 

Boarding-Out 

12.3 Health authodies have at present no statutory authority to provide for the 
boarding-out of elderly patients. The Committee recommends that they should be 
given this authority. 

Meals 

12.4 Health authorities have not at present statutory power to provide, or arrange 
for the provision of, meals for old people in the community. The Committee recom
mends that they should be given the necessary authority. This authority should ex
tend to the giving of financial assistance, both capital and revenue, to voluntary 
organisations operating "meal-on-wheels" schemes and lunch clubs, payments to neigh
bours in rural areas and the provision of meals from the kitchens of hospitals and other 
health authority institutions. 

Compulsory Admissions to Institutions 

12.5 Reference has already been made in Paragraph 8.5 to the tragedy of an old 
person dying alone and possibly remaining undiscovered for some time. This naturally 
shocks many and results in demands that something be done. One method of pre
venting the occurrence of the occasional tragedy of this nature would be to remove 
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all el4e1ly persons at risk compulsorily to institutions and to detyin them there-a 
completely unjustifiable procedure which would conflict with t¥e right of the individual 
to ,p'ersonal freedom. It must be accepted that many old people in ~ood p1eij~al health 
prefer to l~ve alone and they would receive firm public support' in this attitude. The 
development of services such as home nursing and home visiting .by voluntary bodies 
would help to reduce the problem of the elderly dying alone, but good neighbours 
remain, as they always have been, the best protection. Greater interest by the com
munity generally should reduce the numbers of aged persons who die alone but the 
Committee can see no reasonable way of overcoming the problem completely. There 
are, of course, elderly persons who suffer from mental illness to some extent and who 
are clearly a danger to themselves and possibly to others. The Commission on Mental 
Illness stressed that compulsory powers of detention should be used only as a last 
resort, e.g. when positive efforts to persuade the patient to accept treatment volun
tarily have failed. The Committee agrees with this view and recommends that in 
the consideration of future mental health legistlation particular attention should be 
paid to the question of the extent to which it is necessary to admit elderly patients 
to mental hospitals. ., . 

Charges in Hospitals 

12.6 The question of charges for services provided for the aged is a very vexed 
one-particularly in regard to charges for institutional care. At present hospital care 
is provided free for the lower income group and at a reduced charge for the middle 
inc0me group. Those in the 'higher income group have' to pay the full cost except 
wI: .:re the charge is reduced owing to hardship. As non-contributory old age pensions 
are given on a means test basis the recipients have little, if any, means and they are 
usually given medical cards which entitle them to the services of the local district 
medical officer. They are thus in the lower income group, at least in regard to 
general medical care, and when they go into hospital, particularly for short-term 
care, they. are accepted in most cases as being in the lower income group and given 
services free of char:ge. Some health authorities. maintain, however, particularly where 
care is prolonged, that their po,sition alters wheI\ ~hey are in hospital-that in addi
tion to their pensions (and ~y other income they may have) they are now being 
provided with food and maintenance and ,thus put outside the lower income group 
and subject to ~ charge. If they are detained in a mental hospital and in receipt of 
non-contributory old age pensions the Social Welfare Acts provide that their 'pensions 
can be appropriated towards the cost of, their maintenance but the resident medical 
superintendent may, at his discretion, ~range for them' to receive for their ' own use 
a sum not exceeding £1 per w~ek an4. may al~9 make payments out of the p~nsion 
towards their commitments for rent, rates, house purchase, insurance or assurance 
premiums etc. This is equivalent to making a charge on them as is done by some 
health authorities for patients who are not compulsorily detained. The position 
generally is difficult. On the one hand, the aged should be treated with every con
sideration and if they have dependants' or'need the money f,or purposes such as the 
payment of rent, they should be given services free. 0n ,th~. ot.her hand, instittltional 
care which may not really be necessary shouid not be nHld~ 'uilduly attractive ,to the~ 
by the fact that their financial position would be mucH bettet while in' an -institu:
tion than when living in the ,community. The Committee therefore recommends that 
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for short-te~ hospital care, or. hospital care which is not likely to be permanent, the 
same p~dple shotikr. apply as to all other persons, i.e. ~Ii.at services should he pro
vUled, free, oi-<at <! reduced :cost, depending on means. Where elderly persons are 
m~niaip.ed on' a lorig.te~ b!lsis the Committee recommends that health authorities 
should not he debarred from making a charge for maintenance, but in assessing the 
charge due regard should he'-ha"d to whether or not the persons concerned have de-

-pendants, or need the money t'C}',,meet legitimate expenses, such as the payment of rent 
(see also, paragraph 12.9). ': 

Charges in Welfare Homes 
, , 

12.7 Persons maintained in county homes 'are not subject to the same prOVISIons 
as persons maintained in hospitals. They are given care and maintenance and where 
they have an income over £l·a week they may be required to pay all or part of the 
excess over that figure, at the health authority's discretion, towards the cost of their 
maintenance. The Committee recommends that in the welfare homes suggested the 
same principles should apply as have already been recommended in regard to ,hospital 
care. 

Community Services 
12.8 The Committee recommends that for services provided in the community the 
same principles in regard to charges should apply to the aged as in the case of the 
rest of the community. 

Pocket Money 

12.9 As indicated in paragraphs 12.6 and 12.7 there is provision for giving certain per
sons detained in mental hospitals a sum not exceeding £1 per week from their pensions 
for their own use, and patients in county homes may be charged only on the part 
of their income which exceeds £1 per week. The Committee suggests that all aged 
persons in long-stay accommodation or in welfare homes should have some money 
for their own use, provided they are likely to use it for their own benefit. In most 
cases the persons concerned will have some income, either from private means or 
from social welfare benefits. The Committee recommends that charges on them should 
be so adjusted that they will have some money for personal use. A limit~d number 
between the ages of 65 and 70 will have no means. The Committee recommends 
that there should be provision for the payment of pocket money to such persons. 

Extern Welfare Institutions 

12.10 As indicated in paragraph 7.36 health authorities may make arrangements under 
section 10 of the Health Act, 1953, to send patients to voluntary hospitals and 
nursing homes. The Committee recommends that similar powers should be provided 
to enable health authorities to send patients to homes which would be suitable as 
Welfare Homes (see also paragraph 7.38). 
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Charges In Extern Hospitals and Other Extern Institutions 
12.111 The Committee recommends that aged persons sent by health authorities to 
extern hospitals or welfare homes should be subject to the same conditions in regard 
to charges ,by health authorities as if they were maintained in health authority insti
tions. Under the Institutional Assistance Regulations a person admitted to a county 
home may be charged so much of his income, exceeding £1 a week, as the health 
authority considers appropriate. These Regulations do not at present apply to per
sons sent to extern institutions. 

Assistance for Voluntary Organisations 

12.12 In paragraph 6.25 the Committee has recommended that health authorities 
should encourage and support financially voluntary bodies providing services for the 
aged. Under the provisions of section 65 of the Health Act, 1953, a health authority 
may give financial and other forms of assistance to any body providing a service 
"similar or ancillary to a service which the health authority may provide." The Com
mittee recommends that this power should be extended to enable a health authority 
to assist financially, or in any other way, a voluntary body providing a service for 
the aged which is in general accord with services designated by Regulations for the 
purpose by the Minister for Health. 
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, Chapter 13 
" 

" 
MISCELLANEOUS 

Information Services 

13.1 It is very important that inform~tion should be available at both national and 
local level regarding all services available for the aged. This work could probably 
be most appropriately performed by the National Council for the Aged and by the 

. local Social Service Councils. The Committee recommends that the task of co
ordinating information concerning all available services should be the responsibility 
of the Minister for Health. In addition to booklets and leaflets setting out t~e ser
vices available it is very desirable that there should be information centres to which 
people can turn in time of doubt or need. Provision should be made for week-ends 
and bank holidays as the needs of the aged do not disappear at these times. The mass 
media of communication should be used to give information regarding services which 
are not being used to the full extent, or regarding which there seems to be doubt 
or difficulty. 

Persons, Other Than Aged, in County Homes 

13.2 As indicated in paragraph 7.23 the Committee did not regard it as necessary 
to make recommendations in regard to the institutional care of casuals or of the aged 
mentally ill and mentally handicapped. It regarded the residents under the age of 65 
'years as being outside its terms of reference to a great extent. While the Committee 
does not make recommendations in regard to these classes it has recorded in para
graph 2.9 the information it received in regard to the numbers and types of residents 
involved. 

Report of the Consultative Council on the General Hospital Services 

13.3 The Consultative Council on the General Hospital Services made the follow
ing main recommendations in regard to the aged:-

Paragraph 3.33: "We recommend, however, that most of the District Hospi
tals should become District Nursing Homes staffed by general practitioners from 
the area ... The Homes, would, in addition, provide accommodation ... for some 
geriatric patients." 

Paragraph 3.38: " ... certain County Hospitals will cease to provide an acute 
medical service ... We consider that these hospitals should become <;ommunity 
Health Centres providing in-patient services similar to that already suggested for 
the District Nursing Homes, but backed by somewhat increased diagnostic facili
ties and a more comprehensive consultant out-patient organisation." 
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Summary of Main Conclusions and Recommendations - Paragraph 27: "It is 
urgently necessary that special provision should be made for the needs of geriatric 
patients. As far as possible, the elderly patient should be cared for in his own home; 
if admissiop to an institution is necessary he should initially be investigated, and 
perhaps treated, in a Regional or General Hospital. Recommendations have been 
made to ensure the best possible intermediate and long-stay accommodation." 

Paragraph 6.50: "Old people are especially illness and accident prone and, as 
they form an increasing proportion of our population, it is urgently necessary that 
special provision should be made for their needs for hospital beds. The large num
ber of elderly patients unnecessarily and, perhaps, to their own detriment occupying 
beds in acute care hospitals for social reasons or because they are chronically infirm, 
emphasises the need to make more suitable arrangements for them. While there is 
some variation of opinion from country to country, in Scotland where the structure 
of the population is similar to our own it is acepted that 12 to 15 beds per 1,000 of 
the population over 65 years of age should be provided. If we accept the recommenda
tions of the Royal College of Physicians, Edinburgh, 20 per cent of the geriatric beds 
provided should be allocated to assessment and rehabilitation and 80 per cent to long
stay wards. Experience in this country and elsewhere indicates that geriatric beds 
for females should exceed those for males in the proportion of at least 3 to 1." 

Paragraph 6.51: "Our bed requirements will need to be looked at further in 
the light of particular population features such as the "high number of unmarried 
persons, the number of elderly people living alone, and the considerable variation 
throughout the country of the proportion of the population in the elderly age groups. 
We are aware that there is an Interdepartmental Committee which is /ltudying this 
question, and their findings should prove valuable in determining our particular re
quirements." 

Paragraph 6.52: "A maj9r influence on our requirement of geriatric beds will be 
the extent to which social services for the old are developed: As far as possible, the 
infirm elderly person should be cared for in his own home rather than in an institu
tion. If this is to be done to the fullest extent possible, it will be necessary to extend 
the domiciliary services and, particularly, to expand the public health nursing services. 
The wider application of boarding-out arrangements and the extension of ~ system of 
home helps and 'meals on wheels' should also be considered as methbds for easing 
the lot of the old person. An expansion in this direction of voluntary ~'!:Hfc;rt,·, both 
religious and lay, should be most rewarding." , 

" 
Paragraph 6.53: "In the investigation and-treatment of old people a full range 

of hospital facilities is necessary. For this reason geriatric assessment units should be 
included in all the Regional and General Hospital,s 'and should be staffed and admin
istered by physicians of consultant status who would" be trained in geriatrics. All 
persons referred to long-stay units should be investigated'it:).itially in one of the above
mentioned hospitals, its assessment unit or out-patient depaJ;tment. No person should 
be admitted to long-stay units without the direction of a consultant from the acute 
hospital. If it is in the interests of a patient later to transfer him back to the acute 
hospital this should be maqe administratively easy." 
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Paragraph 6.,54: "The long-stay wards should provide accommodation for four 
times the.,4lumber' of patients catered for in the assessment and rehabilitation 

'wards. It is not 'eSsential that long-stay wards should be situated in the main hos
,pjtal, but they sho~ld be associated with it and remain under the general clinical 
supervision of the consultants attached to the assessment unit. The physical medi
cine department of the" general hospital should be closely linked with the care 
given in the long-stay unih." . 

" ... 

Paragraph 6.55: "In order to provide the maximum care for the elderly, while 
using the minimum number of acute,care hospital beds, a domiciliary consultation 

" service with the family doctor, an out-patient clinic and a day hospital service 
should form part of the organisation for geriatric care. However, it is inevitable 
that some patients, although ambulant, will require institutional care on a perman
ent basis, and residential homes will be needed for them as near their own locality 
as possible. Later sections of this Report contain recommendations regarding 
specific arrangements in various regions." 

I 

There are no major differences, in principle, between the recommendations of the 
Council and those of the Committee. There are, however, two important points of 
detail to which the Committee desires to draw attention:-

(i) The Committee recommends that geriatric assessment units should be pro
vided at General and Regional Hospitals and also at some selected centres. 
The Council visualised the provision of units at General and Regional Hospi
tals only. 

(ii) The Committee recommends that persons should be admitted to long-stay 
hospital units by the specialists in charge of the geriatric assessment units. 
It could be inferred from the recommendations of the Council that persons 
should be admitted to long-stay accommodation on the recommendation of 
any specialist in the General or Regional Hospitals. 

Tribute to Secretary 

13.4 We wish to record our appreciation of the very valuable services rendered by 
our Secretary, Mr. G. W. Devey. His Competence in dealing with the secretarial work, 
including the detailed arrangements and recording involved in the discussions with 
interested organisations and groups, simplified our task considerably. The excellent 
documentation provided by him and his major share in the production of this Report 
are a measure of his ability and efficiency. His courteous and unfailing co-operation 
at all times deserves our highest commendation. 
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Signatures to the Report 

J. J. DARBY (Chairman) 

P. MACCAOILTE 

J. B. McKENNA 

C. N. O'SULLIVAN 

P. F. TORMEY 

J. H. WALSH 

G. W. DEVEY (Secretary) 

29th November, 1968 
'. 

---
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APPENDIX A 

Organisations and Individuals who submitted written evidence 

Athy and District Committee for the Care of the Elderly. 
Church of Iteland Social Service. 
Clonmel Social Service Council. 
College of General Practitioners. 
Divisional Union of Republic of Ireland, Soroptomist International Association. 
Dr. M. Naughton, Chief Medical Officer, Tipperary (S.R.) Health Authority. 
Dublin Central Mission. 
Fermoy Geriatrics Co-ordinating Committee. 
Irish Countrywomen's Association. 
Irish Nurses' Organisation. 
Iveagh Trust. 
Kildare Town Association for the Care of the Elderly. 
Legion of Mary. 
Maynooth Old People's Committee. 
National Institution and Molyneux Asylum for the Blind of Ireland. 
Newbridge Association for the Care of the Elderly. 
Portlaoighise Old People's Association. 
St. John Ambulance Brigade of Ireland. 

APPENDIX B 

Organisations and individuals who gave oral evidence 

Mr. G. Cannon, Manager, Dr. P. J. Deery, Chief Medical Officer, and other officials of 
Monaghan Health Authority. 

Mr. J. F. Cassidy, Acting Manager, Dr. D. O'Brien, Chief Medical Officer, Dr. B. Blake, 
R.M.S., St. Dympna's Hospital, and other officials of Carlow Health Authority. 

Cork Senior Citizens Service Council. 
Mr. D. F. Donovan, Manager, and Dr. V. Barry, Chief Medical Offieer, Kilkenny Health 

Authority. 
Dublin Council for the Aged. 
Dun Laoghaire Old Folk's Association. 
Enniscorthy Old People's Society. 
Mr. M. Flannery, Manager, Dr. D. F. McCarthy, Chief Medical Officer, Dr. T. Egan, 

R.M.S., Newcastle Hospital, and other officials of Wicklow Health Authority. 
Irish Association of the Sovereign Order of Malta. 
Irish Medical Association. 
Irish Red Cross Society. 
Kilkenny Social Service Council. " 
Mr. T. P. MacDiarmada, Manager, Dr. R. Hayes, Chief Medical Officer, Dr. C. E. Moloney, 

R.M.S., St. Camillus' Hospital, Dr. J. Nash, R.M.S., Regional Hospital, and other 
officials of Limerick Health Authority. . 

Mr. C. 0 Conchubhair, Manager, Dr. M. M. J. Maugh~;;:" Chief Medica:! Officer, Dr. F. 
1. Corrigan, R.M.S., Ardkeen Hospital, and other' officials of Waterford Health 
Authority. 

Dr. J. St. 1. O'Dea, R.M.S., and members of the staff of St. kevin's Hospital, Dublin. 
Representatives of voluntary organisations in the Limerick area. 
Society of Medical Officers of Health. 
Society of St. Vincent de Paul. "'-
Waterford Committee for the Care of the Aged. 
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APPENDIX C 
I 

- ~ - County Homes 

Sacred Heart -Hom~, Carlow. 
St. Felim's County Home and Hospital, Cavan. 
St. Joseph's Hospital, Ennis, County Clare. 
Heatherside Hospital, Butteyant, County Cork. 
Mount Carmel Home, Clonakilty" County Cork. 

*Nazareth House, Mallow, Countl{ Cork. 
Our Lady of Lourdes Home, Midleton, County Cork. 

*St. Joseph's, Mount Desert, Cork. , 
St. Joseph's Home, Stranorlar, County ponegal. 
Bni Bride, Crooksling, Dublin. . 
Bru Caoimhfn, Cork Street, Dublin. 
·St. Clare's Home, Ballymun, Dublin. 
St. Brendan's Home, Loughrea, County Galway. 
St. Columbanus' Home, Killarney, County Kerry. 
St. Joseph's Hospital, Listowel, County Kerry. 
St. Vincent's Hospital, Athy, County Kildare. 
St. Columba's Hospital, Thomastown, County Kilkenny. 
St. Vincent's Hospital, Mountmellick, County Laois. 
St. Patrick's Home, Carrick-on-Shannon, County Leitrim. 
St. Ita's Home, Newcastlewest, County Limerick. 
St. Joseph's Hospital, Longford. 
St. Joseph's Hospital, Ardee, County Louth. 
St. Mary's Hospital, Drogheda, County Louth. 
Sacred Heart Home, Castlebar, County Mayo. 
St. Joseph's Home, Trim, County Meath. 
St. Mary's Hospital, Castleblayney, County Monaghan. 
St. Vincent's Hospital, Tullamore, County Offaly. 
Sacred Heart Home, Roscommon. 
St. John's Hospital, Sligo. 
Hospital of the Assumption, Thurles, County Tipperary. 
St. Patrick's Hospital, Cashel, County Tipperary. 
St. John's Hospital, Dungarvan, County Waterfcrti. 
St. Patrick's Hospital, Waterford. 
St. Mary's Hospital, Mullingar, County Westmeath. 
St. John's Hospital, Enniscorthy, County Wexford. 
St. C'llman's Hospital, Rathdrum, County Wicklow. 

Hospitals with County Home Sections 

St. Finbarr's Hospital, Cork. 
St. Patrick's Hospital, Fermoy, County Cork. 
St. Kevin's Hospital, Dublin. 
St. ColumcilIe's Hospital, Loughlinstown, County Dublin. 
St. Mary's Hospital, Phoenix Park, Dublin. 
James Connolly Memorial Hospital, Blanchardstown, County Dublin. 
Western Regional Sanatorium, Merlin Park, Galway. 
St. Camillus' Hospital, Limerick. 
Blessed Oliver Plunkett Hospital, Dundalk, County Louth. 
Grianain Charmain, Enniscorthy, County Wexford. 

*These are voluntary institutions but they have been included in this list because 
their beds are reserved for patients sent by Cork Health Authority and these patients 
were included in the survey carried out by the Committee. 
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CoUNTY HOME 

Sacred Heart Home, Carlow .. 
St. Felim's County Home, Cavan .. 
St. Joseph's Hospital, Ennis .. 
Heathersi!1e Hospital, Buttevant .. 
Mount Carmel Home, Clonakilty . . 
Nazareth House, Mallow 
Our Lady of Lourdes Home, Midleton 
St. Joseph's, Mount Desert, Cork .. 
St. Joseph's Home, Stranorlar " 
Bru Brfde, .Crooksling, IJublin .. 
Bru Caoimhin, Cork Street, Dublin 
St. Clare's Home, Ballymun, Dublin 
St. Brendan's .Horne, Loughrea . . 
St. Columbanus' Home, Killarney 
St .. 'Joseph~HosPital, Listowel . . 
St. Vincen s Hospital, Athy .. 
St. Columba's Hospital, Thomastown 
St. ,Yincent's Hospital, Mountmellick 
St: Patrick's Home, Carrick-on-Shannon 
St. Ita's Home, Newcastlewest .. 
St. Joseph's Hospital, Longford " 
St. Joseph's Hospital, Ardee " 
St. Mary's Hospital, Drogheda .. 
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APPENDIXD. 
STAFFING OF COUNTY HOMES 

Numbers employed in each Grade (WIT = Whole-time : PIT = Part-time) 

11 
Social II ;] Physio- Occupational 

Doctors N~ Workers therapists Therapists Chiropodists 
---

WIT I PIT I 

--- --- ---
WIT PIT WIT PIT WIT PIT WIT PIT WIT PIT 

---i- --- ---
1 14 1 
1 32 I 
1 33 

I 1 15 
1 9 1 I 
1 

I 
6 1 

1 15 1 1 

I 1 12 I 
1 12 

1 29 I 1 1 
1 13 1 2 1 
1 7 1 I 1 1 
1 24 I 1 
1 11 I 
1 ,I 6 
1 31 1 
1 13 I 1 

j 1 17 j 1 1 

I 1 17 1 
1 17 
1 12 

I 

2 1 
1 8 
1 15 

II I 
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IV 
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COUNTY HOME 

St. Kevin s Hospital, Dublin 
St. Columcille s Hospital, Loughlinstown 

I 

I 

.. 

I J.., Social Ph~~ Occupational 
Doctors Nurses Workers therapists Therapists Chiropodists 

WIT PIT WIT PIT WIT PIT WIT I PIT WIT PIT WIT PIT ---I 24 1 
, 

1 11 . 
1 11 , 
1 12 , , 1 32 , iI~' 1 
1 26 1 
1 17 , 1 
1 12 I 1 I 
1 9 
1 25 1 / 
2 28 
1 20 1 
1 I 14 I 

I 
2 32 

I 
1 4 2 

1 23 I 4 53 9 2 

j 
4 2 1 

6 24 4 I 1 1 1 I 

! I 
4 16 

I 
1 I 1 

I 
3 1 63 

I I I 1 3 
2 26 1 

{ The services of the various personnel listed are available to aged patients in these hospitals as 
required. 



APPENDIX E 

Homes and institutions catering for the aged and for persons suffering 
from chronic ailments, and convalescent homes 

Cheshire Home, Tullow, Co. Carlow. 
St. Joseph's Nursing Home, Virginia, Co. Cavan. 
Bon Secours Nursing Home, Mountshannon, Co. Clare. 
Stella-Maris Convent Convalescent Home, Lisdoonvarna, Co. Clare. 
Clifton Convalescent Home, Montenotte, Cork. 
General Hospital, Cobh, Co. Cork. 
Honan Home, Montenotte, Cork. 
Mary Magdalen Home, St. Vincent's, Cork. 

*Nazareth Home, Mallow, Co. Cork. 
Rockville, Bellevue Park, Military Hill, Cork. 
St. Joachim and Anne, Anglesea Street, Cork. 

·St. Joseph's, Mount Desert, Cork. 
St. Laurence Cheshire Home, Lota Park, Glanmire, Co. Cork. 
St. Luke's Home, Military Road, Cork. 
St. Martin's, Eversleigh House, Montenotte, Cork. 
St. Mary's, Montenotte, Cork. 
St. Monica's Home for the Blind, Infirmary Road, Cork. 
St. Patrick's Hospital, Wellington Road, Cork. 
Shanakiel Hospital, Sunday's Well, Cork. 
Skiddy's Home, Pouladuff Road, Cork. 
Albert House, Brabazon House and Pax House, Gilford Road, Dublin 4. 
Alexandra Guild House, 30 Leinster Road West, Dublin 6. 
Asylum for Aged Females, 21 New Street, Dublin 8. 
Auburn House, Harold's Cross, Dublin 6. 
Beaumont Convalescent Home, Drumcondra, Dublin 9. 
Brighton House Nursing Home, 11 Brighton Road, Dublin 6. 
Carysfort Nursing Home, 7 Arkendale Road, Glenageary, Co. Dublin. 
Convent of the Sisters of Our Lady of Charity of Refuge. 

72 Lr. Sean McDermott Street, Dublin 1. 
42 Dartmouth Square, Ranelagh, Dublin 6. 
Drumcondra Protestant Retreat, 29 Lr. Drumcondra Road, Dublin 9. 
Gascoigne Home, Camden Row, Dublin 8. 
23 Hazelbrook Drive, Terenure, Dublin 6. 
Hazeldean Nursing Home, 80 Park Ave., Sandymount, Dublin 4. 
High Park Convent, Drumcondra, Dublin 9. 
Holy Family Home, Roebuck, Dublin 14. 
Home for Aged and Infirm Jews, Denmark Hill, Leinster Road, Dublin 6. 
Home for Aged Governesses, 22 Harcourt Terrace, Dublin 2. 
Home for Aged Presbyterian Ladies, 4 Vesey Place, Dun Laoghaire, Co. Dublin. 
Kilbarron, Sea Front, Sandycove, Co. Dublin. , 
Linden Convalescent Home, Blackrock, Co. Dublin: , 
Leopardstown Park Hospital (British Ministry of Health), Foxrock, Co. Dublin. 
Mageough Home, Cowper Road, Dublin 6. . 
Margaretholm, 31 Claremont Road, Sandymount, Dublin,4., 
Methodist Widows' Home, East Wall, 12 Palmerston Park, Du.blin 6. 
Morning Star Hostel, Morning Star Ave., Dublin 7. ' "-
National Institution and Molyneux Asylu!ll for the Blind, Leeson Park, Dublin 6. 
Old Men's Home, Northbrook Road, Dublin 6. . . , . , 

I 

* Also included in list of County Homes at Appendix C. --
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Our Lady's Home, Henrietta Street, Dublin 1. 
Our Lady's Hospice, Harold's Cross, Dublin 6. 
Our Lad~ Manor, Bulloch Harbour, Dalkey, Co. Dublin. 
Padua Nursing-Home, 87. Waterloo Road, Dublin 4. 
Rathdrum Nursing Home, Dartry Road, Rathmines, Dublin 6. 
Regina Coeli Hostel, North Brunswick Street, Dublin 7. 
Royal Hospital for Incurables, Donnybrook, Dublin 4. 
Mrs. B. Royce, S.R.N., 4 Willow Bank, bun Laogbaire, Co. Dublin. 
St. Brigid's, 81 North Circular Road, Dublin 7. 
St. John's House of Rest, Merrioh, Dublin 4. 
St. Joseph's, Portland Row, Dublin 1. 
St. Joseph's Home for Adult Blind, Clonturk House, Drumcondra, Dublin 9. 
St. Joseph's House for Adult Deaf, Brewery Road, Stillorgan, Co. Dublin. 
St. Mary's Almshouse, 27 Parnell Street, Dublin 1. 
St. Mary's Almshouse, Little Denmark Street, Dublin 1. 
St. Mary's Home, Pembroke Park, Dublin 4. 
St. Mary's Home for the Blind, Merrion, Dublin 4. 
St. Mary Magdalen's Home, Donnybrook, Dublin 4. 
St. Matthias' Home, 21 Harcourt Terrace, Dublin 2. 
St. Monica's Home, 38 Belvedere Place, Dublin 1. 
St. Nessan's, Thormanby Road, Howth, Co. Dublin. 
St. Patrick's House, Kilmainham, Dublin 8. 
St. Philomena's, 30 Terenure Road East, Dublin 6. 
Sancta Maria Hostel, 76 Harcourt Street, Dublin 2. 
Shrewsbury House, 164 Clonliffe Road, Dublin 3. 
Simpson's Hospital, Wyckham, Dundrum, Dublin 14. 
Society of St. Vincent de Paul Night Sbelter, Back Lane, Dublin 8. 
Tudor House Nursing Home, 125 Leinster Road, Dublin 6. 
Bon Secours Nursing Home, The Grove, Tuam, Co. Galway. 
St. Therese Nursing Home, SalthiII, Co. Galway. 
Mrs. King's Home, Ashe Street, Tralee, Co. Kerry. 
LourdesviIIe Nursing Home, Kildare. -
Marie Celine Nursing Home, Kilkenny. 
Evans Home, John Street, Kilkenny. 
Ormonde Hospital, Barrack Street, Kilkenny. 
St. Canice's Home, Dean Street, Kilkenny. 
Switzer's Home, Castle Road, Kilkenny. 
Good Council Nursing Home, Rossmoyne, Ennis Road, Limerick. 
Milford House Nursing Home, Castletroy, Co. Limerick. 
Rev. Dr. Jeremy Hall Charity Home, Limerick. 
St. Paul's, Dooradoyle, Co. Limerick. 
Villiers Charitable Institution, ViIIiers Square, Limerick. 
Our Lady's Nursing Home, Edgeworthstown, Co. Longford. 
Immaculate Heart of Mary Rest Home, Mill House, Duleek, Co. Meath. 
Hope Castle, Castleblayney, Co. Monaghan. 
Our Lady of Consolation Nursing Home, Arden Road, Tullamore, Co. Offaly. 
Nazareth House, Sligo. 
Arravale Nursing Home, Tipperary. 
St. Vincent's Home, Carrick-on-Suir, Co. Tipperary. 
Stannix Home, Thurles, Co. Tipperary. 
Wadding Charity Home, Carrick-on-Suir, Co. Tipperary. 
Fanning Institute, Waterford. 
Holy Ghost Hospital, Waterford. 
Little Sisters of the Poor, Waterford. . 
Martin Hospital, Portlaw, Co. Waterford. 
Matthew Shee Charity Home, Waterford. 
Men's Hostel, Society of St. Vincent de Paul, Lady Lane, Waterford. 
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St. Anne's Convalescent Home, Woodlock, Portlaw, Co. Waterford. 
St. Patrick's Home, Waterford. 
Walsh Institute, Waterford. 
Stella Maris Nursing Home, Baylough, Athlone, Co. Westmeath. 
Haughton Nursing Home, New Ross, Co. Wexford. 
Parkton Nursing Home, Enniscorthy, Co. Wexford. 
Castle Clare Nursing Home. Greystones, Co. Wicklow. 
Cheshire Home, Shillelagh, Co. Wicklow. 
Knockrath, Church Lane, Greystones, Co. Wicklow. 
St. Joseph's, Kilcroney, Bray, Co. Wicklow. 
Tara Nursing Home, Putland Road. Bray, Co. Wicklow. 

APPENDIX F 

Standards of Design and Accommodation for Dwellings provided for Elderly 
Persons by Charitable Organisations and Local Authorities 

General: 

SIzes 01 buildIng. : 

Number 01 persons 
to be accommodated : 

Aspecl 01 bedrooms : 

Sizes 01 bedrooms : 

Communal, 
racreatlon and 
dInIng-room. : 

SanItary 
accommodation : 

ACCOMMODATION PROVIDED BY CHARITABLE ORGANISATIONS 

(a) Where the accommodation to be provided is intended as a home for elderly 
persons and includes the provision of meals, medical attention, etc. 

The standards of construction, thermal insulation, sound reduction, etc., 
should be in accordance with the Department's minimum standards applic
able to dwellings. 

As it is the intention that such dwellings will be made available for the 
permanent use of the occupants, care should be taken in the design to avoid 
creating an institutional atmosphere. 

The maximum number of persons to be accommodated in anyone building 
should not normally exceed 60, and, in addition, the number of storeys should 
be kept to a minimum, i.e., not more than 2 storeys, if possible. It is recom
mended also that a number of self-contained blocks or units should be placed, 
rather than one large building. 

Aspect is particularly important, and bedrooms should not be designed in 
such a way that windows obtain light from the north only. 

o 

Bedrooms or bed-sittingrooms should be in the range of 100 to 140 square 
feet for single persons or 160 to 180 square feet for double rooms. Provision 
should be made in each room for a wash-hand basin, call-bell, and adequate 
heating. The width of doors should be not less than 30" to allow for entry 
of wheelchairs. 

Bearing in mind the various requirements such as TV, radio, reading, writing, 
etc., communal rooms to be used for recreational purposes should be pro
vided by way of a number of ~mall rooms rather than as one or two large 
rooms. The recommended space provision is 25 square feet per person, dis
tributed throughout the rooms. A nlinimum of 15 square feet per person is 
recommended for dining-room accommoqation. 

\ 

The provision of at least one bathroom' per, floor, and one for each 15 resi-
dents is suggested. Grips or handrails should"be provided above baths. Toilet 
facilities should be on the basis of one W.C. tb each six residents and grip 
handles should be provided above baths. At least. one W.C. apartment on each 
floor should be designed to accommodate whee1chait ,users and to permit staff 
aid. Doors should be either outward opening Qr sliding and should be capable 
of being unlocked from the outside. . , , 

- ' , 
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St.lre .... 
• nd eorrldon : 

Additional d.sr;~ble 
faellitle. : 

FIre rlak atalre •• es, 
Fire escapes, 
Llltl, etc. : 

Sell-cont.lnad 
dwalllnq unit. : 

He.tlnl! and Lighting : 

Windows: 

Storage for 
luel, etc. : 

Sanitary 
accommodation : 

Sizes of Units : 

Caretaker'. 
and Warden'. 
accommodation : 

Telephone, 
commun.1 room., 
etc. : 

Handrails should be provided on both sides of corridors, linked where neees
- sary with the staircase handrails. 

The need for the following types of rooms should also be considered:
" ,Offices, Visitors and interview, sluice, linen, used linen, drying and .. 

airing, storage and box room. 
Adequate arrangements for food preparation, storage, refrigeration and for 
laundry fac~!ities shollld b~ provided. 

Due regard should be given to the question of fire hazard and the evacuation 
of the occupan~s if fire were to break out. Staircases, with safety doors and 
direct access to the exterior sho~ld be provided for. Alternative stairs at 
either end of corridoI;.s, etc., should be included, where necessary. 

(b) Where the acco~odation to be provided is intended for living purposes 
only 

.Each dwelling unit should be entirely self-contained and provision should be 
made for separate hall door, living/sleeping room, kitchenette and toilet 
facilities. The kitchenette and bathroom should each be ventilated direct to 
the open air and adequate window space should be included. Adequate 
cooking and washing-up facilities including water heating should be pro
vided in the kitchenette. A sink and drainer, electric power or gas point, 
will also be necessary. , 
Where central heating is not intended, a fire-place should be provided in the 
living-sleeping space. Adequate provision should be made for lighting points 
and power plugs which should be placed at least three feet from the floor 
to obviate stooping. 

Windows on the ground fioor should incorporate a special locking device 
f~'r safety. 

Adequate storage accommodation should be provided. 

Grips or handrails should be provided above baths, grip handles in W.Cs. are 
also recommended. 

The living/sleeping space, excluding kitchenette and bathroom, for single 
persons should normally be at least 100 square feet and for couples 160 
square feet. 

In the larger projects it would be desirable to have a resident warden or care
taker and provision should be made for living accommodation. 

It would be desirable to have a public telephone installed in the larger pro
jects. Provision might also be made for a recreational room and, possibly, 
sleeping units for the use of occasional visitors. 

ACCOMMODATION PROVIDED BY LOCAL AUTHORITIES 

The Minister for Local Government has advised local authorities that in 
the design of dwelling units for elderly persons the accommodation standard 
should not be less than, in the case of a two-person family, a livingroom of 

. 140 square feet plus kitchenette and a bedroom of 110 square feet. For a 
single-person u'nit, a livingroom of not less than 170 square feet and a bed 
recess and a kitchenette are recommended. In both cases an additional apart
ment of not less than 35 square feet to accommodate a bathroom and W.C. are 
also recommended. In the equipment of the dwellings, local authorities have 
been asked to take account of the particular needs of the elderly. 
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APPENDIX G 

Statistical Information In regard to Old Age Pensions 

A. Old Age (Contributory) Pension 

Weekly rate of pension No. of pensions in payment 
on 31st August, 1968-

Current From 3rd January, 1969 

Pensioner with adult dependant : 
s. d. s. d. 

117 6 132 6 14,111 
114 6 129 6 808 
111 6 126 6 585 
108 6 123 6 499 
105 6 120 6 463 

Basic pension only : 
65 0 72 6 23,887 
62 0 69 6 1,168 
59 0 66 6 899 
56 0 63 6 702 
53 0 60 6 547 

TOTAL 

Total 

16,466 

27,203 

43,669 

Note 1. Of the pensioners with adult dependants, 815 receive increases of pension in respect of 1,392 
children. -

Note 2. Marital status of pensioners :-
MEN Single 

Women 

Married 
Widowed 

Single 
Married 
Widowed 

6,835 
17,265 
9,050 

6,363 
1,173 
2,983 
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33,150 

10,519 

43,669 
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B. Old Age (and Blind) (Non-Contributory) Pension 
. - '. -- . 

I-~'" -- .., -.... 
Yearly Means Weekly rate No. of pensions in '. 

, of pension payment on 31st 
-Exceeding \~ot exceeding August, 1968 

, 
£ s. d. ' £ s. d. - s. d. 

Nil 
' . , NiJ 65 0 19,985 

Nil 26 '5 0 60 0 54,841 
26 5 0 52 10 0 55 0 23,257 
52 10 0 65 10 O. 50 0 3,790 
65 10 0 78 10 0' , 45 0 2,900 
78 10 0 104 15 0 

, 
40 0 3,883 , 

104 15 0 117 15 0 35 0 1,205 
117 15 0 130 15 0 30 0 977 
130 15 0 143 15 0 25 0 732 
143 15 0 156 15 0 20 0 586 
156 15 0 169 15 0 15 0 248 
169 15 0 182 15 0 10 O· -
182 15 0 195 15 0 5 O· 

I 
Total: 112,404 . 

·These two new rates were first intrOduced on '2nd August, 1968; no pensions at these rates had become 
payable by 31st August, 1968. 
Note 1. The means limit of £195 15s. Od. is increased in cases where allowances for children are payable 
(see Note 2). 
Note 2. lnlcases where pensioners have a qualified child or children, increases of pension are payable 

at the rate of 128. 6d, for each of the first two children, and 78. 6d. for each child in excess of two. 
On 31st August, 1968, increases of pension were in payment to 1,322 pensioners in respect of 
2,505 children. 

134 



APPENDIX H 

Summary of Rules for Assessment of Means 

Old Age and Blind (Non-Contributory) Pension 

and 
Widows' (Non-Contributory) Pension 

1. In calculating a person's yearly means, account is taken of:-
(A) the income which the person may reasonably expect to receive during the succeeding year 

in cash, such as earnings or allowances, the following items being excluded:-
(i) home assistance paid by a local authority; 

(ii) income from the investment or profitable use of property, not being property 
personally used or enjoyed by the person (but see (B) below as to the method 
of assessment of the capital value of the property); 

(iii) any sums received by way of pension, allowance, assistance or benefit under the 
Old Age Pensions Acts, the Unemployment Assistance Acts, the Widows' and 
Orphans' Pension Acts, the Childrens' Allowances Acts or the Social Welfare Acts; 

(iv) any income arising from a bonus under a scheme administered by the Minister for 
the Gaeltacht for the making of special grants to parents or guardians resident in 
the Gaeltacht or Breac Ghaeltacht of children attending primary schools; 

(v) (a) any income from a charitable organisation i.e. a body whose activities are 
carried on otherwise than for profit (but excluding any public or local 
authority) and one of whose functions is to assist persons in need by making 
grants of money to them, and . 

(b) any income (other than income of the kind specified in clause (a) of this sub
paragraph) from voluntary or gratuitous payments in so far as it does not ex
ceed £52-5-0d. per year. 

(vi) allowances paid by a local authority under the Health Act, 1947, to persons suffer
ing from certain infectious diseases, or, under the Health Act, 1953, to certain 
disabled persons ; , 

(vii) any allowance, special allowance, dependant's allowance, disability pension or wound 
pension under the Army Pensions Acts, 1923 to 1964, or pension under the Military 
Service Pensions Acts, 1924 to 1964, or the Cotinaught Rangers (Pensions) Acts, 
1936 to 1964, or combination of such allowances and pensions, except so far as 
the amount exceeds £80 a year (a British war pension is treated as if it were a 
pension or allowance under the Army Pensions Acts)-this limitation of £80 does 
not apply in the case of pensions or allowances in respect of service in the War 
of Independence between 23rd April, 1916 and 30th September, 1923 ; 

(viii) in the case of a blind person his or her earnings up to a limit of £65 increased 
by £52 if the person has a dependent wife or husband and by £39 in respect of 
each qualified child; if the blind person is a widower or a single man ' al)d is 
wholly or mainly maintaining a female person over the age of sixteen year~' for 
the purpose of having the care of one or more qualified children, up to £52 of 
his earnings are excluded (as in the caSe of a dependent wife) in respect of her ; 

(ix) any income arising from a grant or allow~hce given by a local authority under the 
Blind Persons Act, 1920; : < 

(x) where the claimant is a husband separated fr~ his wife, any payments mad~ by 
him to her under a separation order; '-,. 

(xi) earnings of handicapped pers.ons from work performed l\t home on materials supplied 
under schemes that are, in the opinion of the Minister for Social Welfare, charitable 
in character and purpose, so far as they do not ex~eea £?2 a year ; 

(xii) in the case of a person who is not a blind person and who has- a qualified child 
or qualified children his or her earnings up to a limit of £39 in respect of each -
qualified child; 
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(xiii) any income by way of annuity under Section 6 of the Land Act, 1965, except in 
so far as it exceeds £156 per annum; 

(xiv) ahY moneys in' respect of redundancy or change of residence paid under a statutory 
scheme adtD\nistered by the Minister for Labour; 

(xv) in the case of widows' (non-contributory) pension, any means of qualified children 
(other than cash,income from personal exertions) insofar as they do not exceed £26 
per year where there is one -child or £52 per year where there are two or more 
children. '\" . ' 

{B) 'the yearly value of any proPerty belonging to but .not personally used by the claimant, 
such as money in bank. The rule for calculating the yearly value of such property for 
old age and blind pension purposes is as follows:-

(1) the first £25 in excluded; '. 
(2) the next £375 is calculated at 5% and 
(3) the excess over £400 is calculated at 10%. 

In. the case of widows' (non-contributary) pensions, the first £100 is excluded, plus £100 
in respect of each qualified child and the balance is calculated at 5 % • 

(C) The yearly value of any advantage to the person from the use or enjoyment of property 
(other than furniture or personal effects) which is personally used or enjoyed by him or 
her, such as a farm. 

2. Means of married couples: The means of a person who is one of a married couple living 
together, are taken to be one half of the total means of the couple. However, in the case of 
married couples living together, both of whom are over sixty years of age, and wholly or 
mainly dependent on each other, up to £165 a year of their cash income may be left out of 
account in reckoning the means of the older member. Any sums already excluded under 
(v), (vii), (viii) and (xi) of paragraph 1 (A) above will be regarded as forming part of the 
£165 except in those cases under (vii) where the £80 limitation does not apply. 

APPENDIX I 

Voluntary Organisations, including Religious Orders, 
providing Community Care Services for the Aged 

A. N,ational organisations providing services in different areas throughout the 
country: 

British Legion. 
Catholic Women's Federation. 
Church of Ireland Social Service. 
Civics Institute of Ireland. 
Incorporated Society for Relief of Distressed Protestants. 
Irish Association of the Sovereign Order of Malta. 
Irish Countrywomen's Association. 
Irish Housewives' Association. 
Irish Red Cross Society 
Irish Sisters of Charity. 
Irish Wheelchair Association. 
Knights of Columbanus. 
Legion of Mary. 
Lions International 
Little Sisters of the Assumption. 
Little Sisters of the Poor. 
Muintir na Tire. 
National Association for the Aged. 
National Council for the Blind. 
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Presentation Sisters. 
St. John Ambulance Brigade of Ireland. 
Sisters of Bon Secours. 
Sisters of Charity of St, Vincent de Paul. 
Sisters of the Little Company of Mary, 
Sisters of Mercy. 
Society of St. Vincent de Paul. 
Soldiers', Sailors' and Airmen's Families' Association. 
Soroptomist International Association. 

B. Local organisations: 

County Carlow: 
Carlow Old People's Committee. 
Muinebeag Old People's Committee. 

County Cavan: 
Cavan Old People's Committee. 
Cootehill Committee for the Aged. 

County Clare: 

Ennis Committee for the Care and Welfare of the Aged. 
Kilrush Association for the Aged. 

County Cork: 

Bandon Geriatric Association. 
Charleville Geriatric Committee. 
Cobh Geriatric Committee. 
Cork Junior Chamber of Commerce. 
Cork Penny Dinners Association. 
Cork Senior Citizens Service Council. 
Cork Sick Poor Society. 
Cork Voluntary Nursing Service 
Cork Youth Charity Association. 
Donna Club, Cork. 
Douglas Housing Welfare Association. 
Dunmanway Geriatric Committee. 
Fermoy Geriatric Committee. 
Lough Parish Group, Cork. 
Macroom Geriatric Committee. 
Mallow Geriatric Committee. 
Mitchelstown Geriatric Committee. 
St. Mary's of the Isle Social Service Centre, Cork. 
The Beggars, Cork. 
Youghal Geriatric Committee. " 

County Donegal: 

Ardara Old People's Committee 
Ballintra and Laghey Old People's Committee, 
Ballybofey Old People's Committee. 
Ballyshannon Old People's Committee. 
Bruckless Old People's Committee. 
Buncrana Old People's Committee. 
Carndonagh Old People's Committee. 
Carrigart Old People's Committee. 
Convoy Old People's Committee. 
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Creeslough Old People's Committee. 
Donegal Old People's Committee. 
Dungloe":Old People's Committee. 
Dunkineely Old P~o.l'le's Committee. 
Fahan Old People's 'Committee. 
Frosses Old People's C~nllttee 
Glenties Old People's Co~mittee 
Kilear Old People's Committee 
Kilc100ney Old ,People's Committee. 
Killybegs Old People's Commiti:e~. 
Letterkenny Old People's Committee. 
Malin Old People's Committee. ' " 
Mountcharles Old People's Committee.', 
Moville Old People's Committee. • 
Pettigo Old People's Committee. 
Ramelton Old People's Committee. 
Rathmullan Old People's Committee. 
St. Johnston Old People's Committee. 

County Dublin: 

Alexandra Guild. 
Associated Guild of St. Francis. 
Ballyfermot Social Information Centre. 
Catholic Housing Aid Society. 
Catholic Social Service Conference 
Catholic Social Welfare Bureau. 
Clontarf Senior Citizen Service 
Committee for the Co-ordination of Social Services-Killester, Edenmore, Raheny. 
Dublin Central Mission. 
Dublin Council for the Aged. 
Dublin Council of Churches. 
Dun Laoghaire Old Folk's Association. 
Glasnevin Parish Old Folk's Meals Committee. 
Howth Geriatric Committee. 
Iveagh Trust. 
Liberty Creche Old Folk's Club. 
Mary Aikenhead Social Service Centre, Crumlin. 
Mary Aikenhead Social Service Centre, Mt. St. Anne's, Milltown. 
Mary Aikenhead Social Service Centre, Stanhope Street. 
Mary Aikenhead Social Service Centre, Temple Street. 
Mater Dei Social Services Council, Cabra West. 
Rathmines Social Service Centre. 
St. Catherine's Meals-on-Wheels Committee, Meath Street. 
Sandymount-Ringsend Old People's Group. 
Sick and Indigent Roomkeepers' Society. 
Strangers' Friend Society. 
Third Order Clothing Guild. 

County Galway: 

Galway Social Service Centre. 
St. Joseph's Nursing Society, Galway. 

County Kildare: 

Athy and District Committee for the Care of the Elderly. 
Kilcock Old People's Committee. 
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-----Kildare Town Association fOr-t Care of the Elderly. 
Maynooth Old People's Committee. 
Naas Care of the Aged Committee. 
Newbridge Association for the Care of the Elderly. 

County Kilkenny: 
Callan Social Service Council. 
Kilkenny Social Service Council. 

County Laoighis: 

Durrow Social Services Group. 
Portarlington Old Folk's Committee. 
Portlaoighise Old Persons' Association. 

County Leitrim: 

Ballinamore Committee for the Aged. 
Dromahaire Committee for the Aged. 
Kinlough Committee for the Aged. 
Manorhamilton Committee for the Aged. 

County Limerick: 

Limerick Meals-on-Wheels Committee. 
Limerick Social Service Council. 
Limerick/Shannon Rotary Club. 
Penny Dinners Committee, Limerick. 
St. Anne's Housing Guild, Limerick. 
St. John's Social Group, Limerick. 
Unitas, Limerick. 

County Louth: 

Dundalk Over 60s Club. 

County Mayo: 

Foxford Social Service COl,lncil. 

County Otfaly: 

Tullamore Social Centre. 

County Roscommon: 

Boyle Senior Citizen Committee. 
Castlerea Old Folk's Committee. 
Roscommon Old Folk's Club. 

County Sligo: 

Sligo Junior Chamber of Commerce. 
Sligo Rotary Club. 

County Tipperary: 

Carrick-on-Suir Benevolent Society. 
Clonmel Social Service Council. 
Fethard Voluntary Committee. 
Nenagh Care of the Aged Committee. 
Roscrea Community Services. 
Templemore Youth Club. : 

'. 
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County Waterford: 

Christian Mothers' -Association, Waterford. 
Friends 0': St. Martin, Dungarvan. 

. Ladies AUxiliarles~f .th.e. Si~te 
- _Mercy Sodality, Waterfo . 

Ursuline Sodali~ erford. 

Waterford. 

Waterfot4..-'GOiiunittee for "the Care of the Aged . 
... of- ' ,, ~ 

.....---- . "'''' .. . ~ 
..- . County Westmeath: 

Athlone Community Centre for the Aged. 
Mullingar Old Folk's Club. '. 

County Wexford: 

Enniscorthy Old People's Society. 
Gorey Old Folk's Committee. 
St. Brigid's Social Committee for the Aged, Wexford. 

County Wicklow: 

Bray Old Folk's Committee. 
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APPENDIX J 

Housing Needs of Elderly Persons as Assessed by Housing 
Authorities 

.. 

No. of Persons in need of re-housing 
County 

(County Boroughs shown No. able to look after No. requiring help 
separately) themselves in new in new house 

house 

Carlow · . · . 13 51 
Cavan · . · . 15 107 

* Clare · . · . 31 25 
Cork · . · . 127 471 I 
Cork Co. Borough · . 10 40 

*Donegal · . · . 1 22 
Dublin· · . · . 70 130 

Total 

64 
122 
56 

598 
50 
23 

200 
Dublin Co. Borough · . 440 3,960 4,400 
Galway · . · . 266 214 
Kerry · . · . 48 148 
Kildare · . · . 115 125 
Kilkenny · . · . 15 75 
Laoighis · . · . 12 7 
Leitrim · . · . 50 62 
Limerick · . 17 - 196 
Limerick Co. Borough 9 77 , 

* Longford · . · . 9 6 
Louth '.' · . 54 141 

*Mayo · . · . - 26 
Meath · . · . - 4 
Monaghan · . · . 7 25 
Offaly · . · . 45 80 
Roscommon · . · . - 80 
Sligo · . · . 15 195 
Tipperary (N.R.) · . 32 128 
Tipperary (S.R.). · . 3 209 
Waterford · . · . 8 15 
Waterford Co. Borough 60 90 
Westmeath · . · . 18 43 
Wexford · . · . 16 97 
Wicklow · . · . 4 9 

TOTALS · . · . 1,510 6,858 

" 
-Figures are for urban districts only- figures for county area not yet available. 
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480 
196 
240 
90 
19 

112 
213 

86 
15 

195 
26 
4 

32 
125 
80 

210 
160 
212 

23 
150 

61 
113 

13 
, 

i 

8,368 
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APPENDIX K . 
'~ -... 

Copy of Department\ of Health Circular No. 48/65 Issued to Health Authorities 
- on 22nd September, 1965 

A Chara, 

1. - I _ am directed by the Ministe~'for Health to state that he has had under examination the 
services provided by health authorities for the care of the aged. 

2. Health authorities are obliged to pro'(ide for th~ aged a general medical service for those 
in the lower income group and a hospital and specialist service for those in the lower and middle 
income groups. They may provide a nurse or . nurses to give advice or assistance on matters 
relating to health and to assist sick persons. They may provide assistance for any body which 
provides or proposes to provide a service similar or ancillary to a service which a health 
authority may provide. 

3. A statement is attached setting out the number of persons aged 65 years and over in each 
area, the number (and percentage) of such persons living alone and the corresponding details 
in relation to urban and rural areas. These figures give some idea of the extent of the problem 
generally. 

4. It will be generally accepted that it is desirable that, wh~rever possible, the aged should 
continue to live in their own homes, or in the homes of their relatives, and that institutional 
care should be provided only for those for whom such care is essential. In order to achieve this 
objective it will sometimes be necessary to provide assistance so that their retention in the home 
will not cause undue hardship to themselves or create an intolerable burden for their relatives. 
The Minister is having the whole problem examined, but he desires that, as an interim measure, 
health authorities should interpret as liberally and as sympathetically as possible the powers they 
already possess to provide services for the aged. Some health authorities have already tackled 
this problem and have shown most commendable initiative in the range of services which they 
have found it possible to provide. 

5. As a first step, each health authority should review its district nursing services. It is desir
able that home nursing for the aged should be made available in each area, either through public 
health nurses or through nurses employed by voluntary organisations. The necessary expansion 

• of this type of service will undollbtedly necessitate the employment of additional nursing staff. 
In addition to domiciliary nursing, it is most important that emphasis should be placed by the 
nurses concerned on preventive aspects and that they should seek out and visit on a regular 
basis the elderly, particularly those living alone or known to be in need of help. Advising them 
regarding nutrition, hygiene, etc., and encouraging them, where necessary, to obtain any help 
which may be available. Too often, aged persons come under observation only after some medical 
or social crisis has arisen, necessitating admission to an institution. The consequent severing 
of social roots frequently results in permanent institutionalisation. The nurse should keep in 
close contact with the public assistance authority for her area and should endeavour, in 
appropriate cases, to obtain through that authority such helps or financial assistance as might 
be needed to help the person to live at home. The nurse should also keep in contact with 
the local housing authority and should advise them, in appropriate cases, of the need for new 
or improved housing. 

6. In the provision of medical care for the aged, family doctors are in a key position. Health 
authorities should enlist their co-operation and should ask them not to refer elderly patients to 
hospitals or homes unless they are satisfied that they cannot be cared for except in an institution. 
Where application is made for the admission of a person to a County Home, a full investigation 
of that person's condition and home circumstances should be made with a view to ensuring that 
all possible steps are taken to avoid unnecessary institutional care. Such a procedure would also 
be useful in bringing to light the inadequacies of the existing community services of the health 
authority. Family doctors should be invited to utilise the services of nurses for domiciliary 
nursing and visiting. They should be advised of the possibility of home helps, financial assistance 
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and help in housing. They should also be advised of the possibility of obtaining appliances, etc., 
such as are mentioned in the next paragraph. 

7. Health authorities should, in cases of need, supply or lend items such as bed pans, rubber 
sheets, bed rests, foam mattresses and hoists which will make possible the retention in the home 
of persons who, otherwise, would have to enter a hospital or home. 

8. In suitable cases, physiotherapy and chiropody for out-patients should be provided where
ever feasible. These services should be provided at hospitals and at suitable clinics and arrange
ments should be made for the transport of the persons concerned to enable them to secure the 
benefits of the treatments. 

9. Voluntary organisations and charitable individuals can be of enormous assistance in the care 
of the aged and, in addition to nursing, they can frequently arrange more readily than local 
authorities for the provision of services such as home-visiting, meals, home helps, social clubs, 
laundry services, help in shopping etc. Health authorities should encourage voluntary organisa
tions where possible and should co-operate with them and, where necessary, provide them with 
financial assistance under Section 65 of the Health Act, 1953. 

10. The Minister considers it essential that there should be available in one central location in 
each health authority's area, an information centre at which details will be readily obtainable re
garding all the different services available for the aged in the area, whether such services are 
administered by the health authority itself or provided by voluntary organisations or groups. 
The services available should be publicised through suitable media. 

11. The Minister desires that, as a matter of urgency, all health authorities, who have not 
already done so, should consider to what extent their services for the aged can be improved along 
the lines suggested above and along such other lines as they may consider desirable. A full 
report on the matter, together with any necessary proposals for improved and expanded services 
should be submitted not later than 1st December next. 

12. A separate communication will be sent to you as soon as possible in connection with 
the institutional care of the aged. 

APPENDIX L 

Bibliography 

ADAMS, G. F. (1964). Review of Geriatric Services in Northern Ireland Hospitals-a Report to 
the Northern Ireland Hospitals Authority. 

ADAMS, G. F. and MclLLWRAIGHT, P. L. (1963). A Study of the Work of Geriatric Ward Staff. 
London: Oxford Univ. Press. 

AFFLECK, B. D. (1968). Housing of the Aged. Journal of the Institute of Housing Managers, 
May. 

ANDERSON, W. F.: 
'. 

(1964). Modern Trends in Geriatric Medicine. Manitoba Medical Review, Vol. 44, No, 6, 

(1967). 
(1968). 

319-323. 
Practical Management of the Elderly. Ecij.nburgh: Blackwell Scientific Publications. 
More Co-ordination is Needed. Brit. Hosp: J. and SocI. Svces. Review, 26th January, 
165. . 

BACKETT, E. M. (1965). Domestic Accidents. Public Health Papers No. 26, W.H.O., Geneva. 
BARTON, R. (1959). Institutional Neurosis. Bristor: J. Wright & Sons. 
BOURKE, G. J. and CoUGHLAN, J. A. (1966). Dl{blin G~neral H~spital and Geriatl'ic Study. Depts. 

of Sod. Medicine and SocI, Studies, Trinity Call., and Dept. of ' Sod. and Preventive Medicine, 
University Call., Dublin. _ ' 

BROCKLEHURST, J. C. (1966). Co-ordination in the Care of the Elderly. Lancet, 1, 1363-1366. 
CARING FOR PEOPLE: Staffing Residental Homes (1967). Report of C~mmittee of Enquiry set 

up by the Nat. Council of SocI, Svce. (Williams Report). London: George AIlen & Unwin: 
CHALKE, H. D. and BENJAMIN, B.0953). The Aged in Their Own Homes;-- Lancet, 1588. 

143 



COMMISSIONS AND CoMMITTEES---IRELAND: . 
Report of the Vice Regal Commission on Poor Law Reform, 1906. 
Report of the.. Royal Commission on the Poor Laws and Relief of Distress, 1909. 
'Report of the Commissioll' on the Relief of the Sick and Destitute Poor, 1927. 
Report of the Inter-D~nartmenta1 Committee on the Reconstruction and Replacement of 

County Homes, 1949. 
Report of the Commissi~n ~f Inquiry on Mental Handicap (1965). Dublin: Stationery Office. 
Report of the Commission of't(lquiry on Mental Illness (1966). Dublin: Stationery Office. 

COSIN, L. Z. (1954). The Place of the -Day Hospital in the Geriatric Unit. Practitioner, 172, 552. 
COUNCIL OF EUROP.E: ' , 

(1963) . Alternatives to Hospital Care. Report of Committee of Experts on Public Health. 
Strasbourg. ' , 

(1965). Problems of the Accommodation and Medical-Social Care of Old People. Report of 
Committee of Experts on Public Health. Strasbourg. 

(1968). Social and Medico-Social Policy for Old Age. Report of Joint Working Party. 
Strasbourg. 

DENT, R. V. (1968). Ugly Ducklings of the Hospital Service. Brit. Hosp. J. and Soel. Svces. 
Review, 26th January, 164. 

EXTON-SMITH, A. N. (1962). Progressive Patient Care on Geriatrics. Lancet, 1260. 
FARLEY, D. (1964). · Social Insurance and Social Assistance in Ireland. Institute of Public 

Administration, Dublin. 
FARNDALE, J. (1961). The Day Hospital Movement in Great Britain. London: Pergamon Press. 
FLANAGAN, J. J. (1967). Old Age in Western Europe. J. Irish Med. Assocn., 360, 199-202. 
GAINSBOROUGH, H. and GAINSBOROUGH, J. (1965) Planning the Geriatric Unit. Brit. Hosp. J. 

and Soel. Svces. Review, 22nd October, 1996-2001. 
GAWNE, S. C. (1968). Community Care of the Elderly. Brit. Hosp. J. and Soel. Svces. Review, 

26th January, 161-162. 
GREENWOOD, G. M. (1968). Importance of Assessment units. Brit. Hosp. J. and Soel. Svces. 

Review, 26th January, 163. 
GROUPED DWELLINGS FOR THE ELDERLY (1967). London: The Institute of Housing Managers. 
HARRIS, A. I. (1961). Meals on Wheels for Old People: A Report of an Inquiry by the Govt. 

Social Survey, London: Nat. Corp. for the Care of Old People. 
HEALTH SERVICES AND THEIR FURTHER DEVELOPMENT (1966). Stationery Office, Dublin. 
HENSEY, B. (1959). The Health Services of Ireland. Institute of Public Administration, Dublin. 
H.M.S.O.: 

(1954). Report of the Committee on the Economic and Financial Problems of the Provision 
for Old Age. 

(1958). Flatlets for Old People. Min. of Hsg. and 1. Govt. 
(1959). Report of the Working Party on Social Workers (Younghusband Report). 
(1960). More Flatlets for Old People. Min. of Hsg. and 1. Govt. 
(1962). A Hospital Plan for England and Wales. 
(1962). A Hospital Plan for Scotland. Edinburgh. 
(1966). A Hospital Plan for Northern Ireland. Belfast. 
(1966). Health and Welfare. The Development of Community Care. Min. of Health. 
(1966). Residential Accommodation for Elderly People-Local Authority Building Note. Min. 

of Health. 
(1967). General Medical Services in the Highlands and Islands: Report of a Committee ap

pointed by the Secy. of State for Scotland. Edinburgh. 
(1967). Some aspects of Designing for Old People-Design Bulletin No. 1. Min. of Hsg. and 

1. Govt. 
(1967). Grouped Flatlets for Old People: a Sociological Study-Design Bulletin No.2. Min. 

of Hsg. and 1. Govt. 
HOBHOUSE, J. (1966). Could Hospitals Give More Help to "Meals on Wheels"? Brit. Hosp. J. 

and Soel. Svces. Review, 22nd April, 724-725. 
HOWELL, T. H. (1965). Geriatrics and Geriatric Nursing. Brit. Hosp. J. and Soel. Svces. Review, 

23rd July, 1397-1399. 

144 



HUGHES, H. L. CLYN (1960). Peace at the Last: a Survey of Terminal Care in the U.K. London: 
Calouste Gulbenkian Foundation, 3 Prince Albert Road. 

INSTITUTIONS FOR THE AGED AND CHRONICALLY ILL (1965). Washington: Natl. Centre for Health 
Stats., U.S. Dept. of Health, Educn. and Welfare. Series 12, Number 1. 

KAy, D. W. K., ROTH, M. and HALL, M. R. P. (1966). Special Problems of the Aged and the 
Organisation of Hospital Services. Brit. Med. I ., 2967-972. 

KEMP, R. (1963). Old Age a Regret. Lancet, 2, 897-900. 
KEMP, R. (1965). A New Look at Geriatrics. London: Pitman Medical Publishing Co. 
KIDD, C. B. (1962). Misplacement of the Elderly in Hospital. Brit. Med. I., 2, 1491-1495. 
LEEMING, I. T. and Ross, A. I. (1967). A Survey of Geriatric Services, Bolton Co. Borough, 1964. 

The Medical Officer, 118, 93-99. 
LUNCH CLUBS FOR THE ELDERLY (1965). Manchester: Community Council of Lancashire. 
MACMILLAN, D. (1960). Preventive Geriatrics. Opportunities of a Community Mental Health 

Service . Lancet, 2, 1439. 
MACPHAIL, A. N. and BRADSHAW, D. B. (1967). Delayed in Hospital. Lancet, 2, 89-91. 

MAIDSTONE, A CLOSER LooK-a Review of Social Services in a Prosperous County Town (1965). 
The Maidstone and District Council of Churches. 

MEDICAL SERVICES REVIEW CoMMITTEE (1963). A Review of the Medical Services in Ct. Britain 
(Porritt Report). London: Social Assay. 

MILLER, H. C. (1963). The Ageing Countryman: A Socio-Medical Report on Old Age in a 
Country Practice. London: Nat. Corp. for the Care of Old People. 

NATIONAL CORP. FOR THE CARE OF OLD PEOPLE: 
(1959). Boarding Out Old People. London: Nat. Corp. for the Care of Old People. 
(1960). Chiropody for the Elderly-A Three Year Study of 120 Voluntary Schemes. 
(1960). Outlines of a Survey on the Meals on Wheels Service-Summary of a Report 'by the 

Govt. Social Survey. 
(1963). Accommodation for the Mentally Infirm Aged. Report by a Committee. 

NAT. COUNCIL OF SOCL. SVCE.: 
(1962). Someone Came. London: Nat. Council of Social Service. 
(1962). Looking After Old People at Home. 
(1962). The Elderly Individual in Modern Society. 
(1963). Day Care Service for the Aged and Infirm in Their Own Homes. 
(1963). Employment and Workshops for the Elderly. 
(1963). Handicrafts for Older People. 
(1963). Leisure in Later Years. ' 
(1963). Working with Communities. 
(1963) . The Organisation of a Visiting Service by an Old People's Welfare Committee. 
(1964). Emergency Call Schemes for the Housebound. 
(1964) . Health Hints for the Over Sixties. 
(1964). Youth Helps Age. 
(1965). Councils of Social Service. 
(1965). Aids for Elderly in Home and Garden. 
(1965). Old People's Welfare Committees. 
(1965). The Over Sixties. 
(1965). The Over Sixties' Club and the Community. 
(1966). Boarding-out Schemes for ElderlY Peopl;. , 
(1966) . Clubs for the Elderly. 
(1966). Residential Homes for the Elderly. 
(1966). Wardens and Old People's Dwellings. 

NAT. HEALTH COUNCIL (1965). Domiciliary Nursing {l!ld the Care of the Aged: Report of a Sub-
Committee. Dublin. (unpubld.). "-, 

NAT. ORGANISATION FOR REHABILITATION (1966). Care of the Aged: Report of a Sub-Committee. 
Dublin. (unpubld.). . .. 

OUR OLD PEOPLE'S YEAR (1965). Dublin: Irish Red Cross Society. 

RECONSTRUCTION AND IMPROVEMBNT OF COUNTY HOMES (1951). Stationery_ Office, Dublin. 

145 



'/ 

REEVES; A. J. (1966). The Social, and Medical Needs of Old People in Ireland. Studies, Vol. 
LV, No. 220. 

RICHARDSON, l.~. (1965). Age and Need in the Countryside. Edinburgh: Scottish Council of 
Soel. Service. -

ROTH, M. (1960). ProblemS. of an -Ageing Population. Brit. Med. J., 2, 1226-1230. 
ROYAL COLLEGE OF PHYSIPA.NS OF EDINBURGH (1963). The Care of the Elderly in Scotland. 

Report of a Committee. '\, 
ROYAL COLLEGE OF PHYSICIANS ,OF LONDON-(1964). Report on Training for Consultants. 
SCOTTISH COUNCIL OF SOCL. SVCE. (1965). Handbook of Information on Old People's Welfare in 

- Scotland. Edinburgh: Pergamon "Press. , 
SHANAHAN, C. V. (1958). Occupational Therapy for the Elderly Confused Patient. J. Irish Med. 

Assocn., 42, 168-169. 
-SHELDON, J. H. (1948). The Social Medicine 'of Old Age. London: Oxford Univ. Press. 
THE CARE OF THE AGBD IN THE MANCHESTER REGIONAL HOSPITAL BOARD AREA-a Survey by Dr. 

J. S. B. Mackay and Mr. S. K. Ruck (1967). Manchester: Regl. Hosp. Board. 
THE LOCAL HllAL TH SERVICES (1965). London: Office of Health Economies. 
TOWNSEND, P. (1957). Family Life of Old People. London: Routledge and Kegan Paul. 
TOWNSEND, P. (1964). The Last Refuge-A Survey of Residential Institutions and Homes faT 

the Aged in England and Wales. London: Routledge and Kegan Paul. 
TOWNSEND, P. and WEDDERBURN, D. (1965). The Aged in the Welfare State. London: G. Bell 

& Sons. 
TUNSTALL, J. (1966). Old and Alone-a Sociological Study of Old People. London: Routledge 

& Kegan Paul. 
U.N.O.: 

(1966). Report of Saltsjobeden (near Stockholm) Seminar on Social Welfare Programmes for 
the Elderly. 

(1966). Housing for the Elderly-Proceedings of the Colloquium (Vols. 1 & 2). 
UTILIZATION OF INSTITUT~ONS FOR THE AGED AND CHRONICALLY ILL (1966). Washington: Nat. 

Centre for Health Stats., U.S. Dept. of Health, Educn. and Welfare. Series 12, Number 4. 
WILSON, L. A., LAWSON,' I. R., and BRASS, W. (1962). Multiple Disorders in the Elderly-a 

Clinical and Statistical Study. Lancet, 2, 841-843. 
W.H.O.: 

(1959). Mental Health Problems of Ageing and the Aged. Technical Report Series No. 171. 
(1963). Hospital and Domiciliary Care. Report of Amsterdam Symposium. 
(1965). The Public Health Aspects of Housing. Report of Madrid Seminar, 1963. 

146 



(941) .R59658.3.3000.1/70.W.P .W.Lld.2. 

\. , 
, -
\ 


	Image_00001
	Image_00002
	Image_00003
	Image_00004
	Image_00005
	Image_00006
	Image_00007
	Image_00008
	Image_00009
	Image_00010
	Image_00011
	Image_00012
	Image_00013
	Image_00014
	Image_00015
	Image_00016
	Image_00017
	Image_00018
	Image_00019
	Image_00020
	Image_00021
	Image_00022
	Image_00023
	Image_00024
	Image_00025
	Image_00026
	Image_00027
	Image_00028
	Image_00029
	Image_00030
	Image_00031
	Image_00032
	Image_00033
	Image_00034
	Image_00035
	Image_00036
	Image_00037
	Image_00038
	Image_00039
	Image_00040
	Image_00041
	Image_00042
	Image_00043
	Image_00044
	Image_00045
	Image_00046
	Image_00047
	Image_00048
	Image_00049
	Image_00050
	Image_00051
	Image_00052
	Image_00053
	Image_00054
	Image_00055
	Image_00056
	Image_00057
	Image_00058
	Image_00059
	Image_00060
	Image_00061
	Image_00062
	Image_00063
	Image_00064
	Image_00065
	Image_00066
	Image_00067
	Image_00068
	Image_00069
	Image_00070
	Image_00071
	Image_00072
	Image_00073
	Image_00074
	Image_00075
	Image_00076
	Image_00077
	Image_00078
	Image_00079
	Image_00080
	Image_00081
	Image_00082
	Image_00083
	Image_00084
	Image_00085
	Image_00086
	Image_00087
	Image_00088
	Image_00089
	Image_00090
	Image_00091
	Image_00092
	Image_00093
	Image_00094
	Image_00095
	Image_00096
	Image_00097
	Image_00098
	Image_00099
	Image_00100
	Image_00101
	Image_00102
	Image_00103
	Image_00104
	Image_00105
	Image_00106
	Image_00107
	Image_00108
	Image_00109
	Image_00110
	Image_00111
	Image_00112
	Image_00113
	Image_00114
	Image_00115
	Image_00116
	Image_00117
	Image_00118
	Image_00119
	Image_00120
	Image_00121
	Image_00122
	Image_00123
	Image_00124
	Image_00125
	Image_00126
	Image_00127
	Image_00128
	Image_00129
	Image_00130
	Image_00131
	Image_00132
	Image_00133
	Image_00134
	Image_00135
	Image_00136
	Image_00137
	Image_00138
	Image_00139
	Image_00140
	Image_00141
	Image_00142
	Image_00143
	Image_00144
	Image_00145
	Image_00146
	Image_00147
	Image_00148

