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PREFACE 

This book contains the lectures and position papers of the Conference, "Future 
Directions in Health Policy", which the Council for Social Welfare held on the 6th and 
7th April, 1984. 

One of the Council's aims is to increase public awareness of social problems and to 
stimulate response to these, both at Government and community level. Its objectives 
in organising this Conference were to focus attention on the way in which resources 
are allocated within the health services; to highlight the inadequacies in the services for 
those requiring long-tenn care, whether within the community or in institutions; and 
to examine alternatives to the present pattern of providing health care, 

The Conference was the first of its kind in Ireland in that it provided an opportunity 
for people from various disciplines in the field of health care to come together to 
publicly debate these issues. 

It is fitting that a body such as the Council should have initiated this discussion: . 
there are two themes consistent in Scripture and Church documents - the intrinsic 
dignity and value of each person, and a special concern or 'preferentiallove' for the 
poor. 

Our great hospitals in Dublin grew from the conviction of women like Mary Aiken
head and Catherine McAuley that something must be done to help the poor of the 
city who were an easy prey to cholera and tlie other diseases of the time. To.{/ay it is 
accepted that Government, working for the common good, has an essential role in 
ensuring that all people, especially the poor, have access to adequate health care. 
Voluntary institutions, however, will continue to have a role to play in the future, as 
they have had in the past. in this whole area. But they too, of course, have the problem 
of how best to allocate resources ~ resources which, increasingly, come from the 
Exchequer. 

In any discussion about the allocation of reSOurces within the health services, one 
has to ask questions about the nature of the society within which those allocations are 
taking place. For example, the materiaHsm and consumerism that are so characteristic 
of modem western society can lead to overeating, overdrinking and oversrnoking -
with obvious consequences for people's health. It is also characteristic of our society 
that many people resort to valium and pills of all sorts in any pain or trouble. Self
reliance and personal responsibility need to be fostered - the old-fashioned virtues of 
fortitude. prudence and fear of the Lord are lacking in many people to.{/ay. 

To.{/ay also society tends to be more fragmented. The extended family is becoming 
rare; the nuclear family is taking over. This has grave implications in time of family 
sickness - the tendency now is to seek hospital care when before someone of the 
extended family would look after the sick family member unless, of course, slhe was 
gravely ill. It has implications too for geriatric care: it does seem that more and more 
people send their old parents to homes nowadays - sometimes this is unavoidable, but 
the general trend is worrying. When I was in the Philippines last year, I noted that there 
were no geriatric homes. Even the poorest look after their old people within the family. 
Also, if a mother or father dies the children are cared for by their relatives. 

The whole area of preventive medicine is another major issue in any discussion of 
reSOurce allocation. It is a truism, but often forgotten in practice. that costly medical 
care in hospitals would be unnecessary in many cases if basic social and economic 
needs were adequately attended to. 

On behalf of the Council I thank those who so readily agreed to give the Conference 
lectures and those who provided position papers. It is worthy of particular note that 
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some of these emanate from Northern Ireland: these particular papers, I feel, give a 
wider dimension to our thinking - indeed, the expertise and reasoning presented in 
them cannot but assist us in the Republic. 

All the papers are important and all are worthy of serious study. Even if one 
disagrees with certain emphases, the presentation of well-considered points of view is 
stimulating and evocative, if also provocative. 

Finally, I would like to refer to a passage or two from the Apostolic Letter issued 
earlier this year by Pope John Paul 11, The O,rislian Meaning of Human Suffering. He 
reflects in one sec:tion on the parable of the Good Samaritan. ", .. the Good Samaritan 
of Christ's parable does not stop at sympathy or compassion alone ... (he) is one who 
hn"ngs help in suffering. whatever its nature may be . " . In the course of the centuries. 
this ac;iviry assumes organized insrirurional [onus . .. How much there is of 'the 
Good Samaritan' in the profession of the doctor, or the nurse, or others similar! ... 
And the institutions which from generation to generation have performed 'Good 
Samaritan'· service have developed and specialized even further in our times," But 
the Pope insists that ", .. every individual must feel as if called personally to bear 
witness to love in suffering, The institutions are very important and indispensable; 
nevertheless no institution can by itself replace the human heart, human compassion, 
human love or human initiative. when it is a question of dealing with the sufferings of 
another.'· 

And so John Paul pleads that "The family, the school and other education institu· 
tions must, if only for humanitarian reasons, work perservering1y for the reawakening 
and refining of that sensitivity_towards one's neighbour and'hissuffering 6fwhich the - -
'figure of the Good Samaritan in the Gospel has become a symbol." 

In other words, we as individuals cannot simply leave 'caring' to State or local 
authority or voluntary organisations - each of us is asked always to have a personal 
responsibility for our neighbour who suffers. 

+ James Kavanagh 
Episcopal President 
Council for Social Welfare 
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THE SILENT CEALLENGE, NON-ACUTE NEEDS I~ THE HEALTH SERVICES 

JOSEPH ROBINS 

It may not be immediately obvious what the 'silent challenge' 

is: to clarify it we must look at the health services as being 

concerned with two broad groups of people. 

First, there are those who are obviously sick and require 

treatment either in or out of hospital: they are clearly 

identifiable. Traditionally health services have been 

primarily concerned with and about them. Most of our public 

expenditure on health is directed towards providing for them. 

Second, there are those people who are not sick in the 

clinical sense but who are infirm. or who are socially or 

economically disadvantaged in some way. and whose general 

stat~ of wellbeing is consequently detrimentally affected or 

likely to be at risk. There is now general acceptance in the 

developed world that good health is not merely an absence of 

sickness but a general state of wellbeing. As a result the 

responsibility for meeting some of the important needs of 

socially or economically disadvantaged people is regarded as 

coming within the ambit of the health se~vices. Their needs 

may often be silent in that they are not always obvious or 

articulated and, indeed, in some instances, there may not 

even be an awareness of them. 
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I would emphasise. at this stage, that other government 

services may have a responsibility, too, but the lead role in 

regard to the general wellbeing of these people lies with the 

health services. I am referring to the old, to the disabled, 

to broken families, to children in need of protection, to 

unmarried mothers and battered wives, to the travellers, to 

the long-term unemployed - all of whom are faced with social 

and economic pressures or disabilities beyond the ordinary. 

Obviously in a paper like this one can only touch on the 

subject. I do not propose to range over all the areas of 

need to which reference has been made or to present a deep 

analysis of the problems. I will, however, comment briefly 

on some specific issues and considerations which I think are 

specially relevant to-day. 

The Cost of Health Services 

To begin with, I would like to draw attention to a few basic 

statistical facts about the Irish health services. 

This year (1984) health services will cost the State nearly 

£1,100 million - well over £1 billion - and that does not, of 

course, include private expenditure on health. 

Most of that money, about £697 million, is spent in providing 

services for people who are sick - or who think they are. Of 

that amount, £558 million is allocated to acute hospital care 

and £139 million is spent on non-hospital services, principal

lyon the general practitioner service. 

Paradoxically, in return for all that expenditure the nation 

is becoming 'sicker' all the time. In 1962 about 282,000 

people underwent treatment in acute, general and specialist 

hospitals; by 1982 admissions had risen to over 613,000. 

Neither of these figures includes the substantial number of 

admissions to men~al hospitals. Likewise there is a 
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considerable increase in the number of times ~edical card 

holders, about 40% of the population, attend their family 

doctor .. On average they attend about six times a year, 

compared with five times per annum ten years ago. 

It is important to bear these trends in mind when 'considering 

the increasing cost of the health services. There is the 

notion that much of the increase arises from inefficiency and 

from higher fees and remuneration to health service personnel. 

These may be factors in the rise in costs but. unquestionably, 

a major influence is that demands on the services are 

increasing in such a marked fashion. 

It hardly needs to be said that resistance to further public 

expenditure on health services is growing. In a period of 

economic recession, of unprecedented unemployment, of many 

people being pushed close to the poverty line, there is 

understandably intensive competition among government 

services for the limited resources of the State. These 

resources are not sufficiently expandable to meet all needs. 

Economic recession creates a vicious circle for it leads to 

the collapse of industry, to unemployment and high prices, 

while at the same time it saps the economy of the capacity 

to produce sufficient government revenue for radical remedial 

measures for its social consequences. 

In a time of recession the emphasis in government economic 

policy becomes one of creating employment, raising productivity 

and increaSing competitiveness. Priority is given to economic 

rather than SOCial spending. In such a situation a Minister 

for Health can no longer take a 'bleeding heart' to the 

Cabinet table and expect his government colleagues to give him 

an ever-increasing share of the cake, "even if it is intended 

for the sick. 

ObvIously, the position has now be~n reached where the 

containment of ill-health has become an urgent priority. 

Apart altog-ether from its social consequences, the signs are 
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that we are unlik~ly to be able to continue indefinitelY to 

meet the financial c.osts to which it gives rise. Cost 

containment on its own will not provide the answer: there 

also needs to be sickness containment and this, I suggest, 

is more important because of its hUmani tar ian benefi ts'. 

The problem is where to begin. The scope for radical and 

instant improvement in the level of martaI-ity and morbidity 

as a result of scientific advance is diminishing. Over the 

last one hundred years or 50 the developm~nt of bacteriology. 

the identification of. specific viruses, the discovery of 

effective therapeutic agents such as antibiotics, have brought 

about dramatic and almost instant changes in the pattern of 

illness, particula~ly where infectious disease is concerned. 

One hopes that the future too will bring notable advances, 

particularly in relation !:o cancer. -But the sco-pe for 

.immediate- "impact from such advances is diminishing. 

containment of ill-health now lies less in the laboratory 

than in social initiatives and in changes in patterns of 

human behaviour. All 6£ these take time and persuasion and, 

indeed, represent tasks that may be far more challenging than 

laboratory investigation. 

Many of the possi bi'lities for containment relate to those 

groups, referred to earlier, whose circumstances place them 

at special risk. I would like to discuss briefly the needs 

of some of these groups. 

The Elderly 

In Ireland curing the last few decades there has been, as 

in other developed countries, a marked increase in the 

expectancy of life. Fifty years ago the average life 

expectancy at birth for males was about fifty-seven years 

and for females about fifty-eight years. Now it is about 

seventy years for males and about seventy-five years for 

females. 
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If one were to draw a graph of the incidence of illness 

during the human life cycle it would be seen to rise sharply 

from age sixty onwards. This is particularly evident from 

the pattern of hospital admissions. Over a third of all 

hospital bed days are now accounted for by elderly patients. 

Various studies indicate that there may be much latent 

illness among the elderly which could be prevented or 

controlled and treated within the community. Admission to 

hospital would, in many cases, have been unnecessary if the 

elderly person had had ready access to appropriate com~unity

based services. While many of our community-based health 

services are at a rea'sonable level of provision there are 

considerable variations between different parts of the 

country, largely due to the difficulty of providing for 

areas where the population is sparse and scattered. 

The problem of providing for elderly people in these areas is 

aggravated when they have inadequate housing and/or live 

alone or with an elderly spouse or relative only. 

It is difficult for a statutory health body on its own··to 

provide a full caring and supervisorY service for old people 

living in rural isolation or even. indeed. for those living 

in cities and towns. Nevertheless, there is an increasing 

tendency for relatives and neighbours to take the view that 

the State has this responsibility - that State paternalism 

should replace filial duty and good neighbourliness. And 

there is the danger that society in general may detach itself 

from the notion that the individual has a special duty towards 

the elderly. It may feel that it has collectively fulfilled 

its duty by giving the.m old age pensions I together with other 

material benefits such as free television licences and free 

electricity. 

Many of the elderly require something more. The study by Daly 

and O'Connor (1984) for the National Council for the Aged 

reveals some of the fears and needs of elderly people living 

alone in a rural ~rea of the mid-west. The following are a 
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few brief quotations from the people interviewed: they need 

no cornmen t . 

One old lady said: 

"I think. that people have changed a bit. the young 

people especially. The young people used to sit and 

talk to you but they won-' t now, they are not as 

friendly. They used to come around before. we used 

to chat with them when they were coming from school ... 

But it's all pass on now." (p.38) 

Another old person commented: 

"The people have changed, they have no time for you 

now. Once you pass the age of 60 you are fJnished. ,,-

(p.38) 

Another said: 

"Everyone is kind of living in themselves now." (p.40) 

This report in general reveals the loneliness, the sense of 

abandonment and the fear of violence that exists among many 

of the elderly. As one old woman living alone remarked: 

"It is a lonely life ... ~ou are _not happy when you 

are on your own: It is alright during the day but 

during the night all I do is pray because I am 

afraid." (p.61) 

The researchers reported "Some people's loneliness is so 

acute that it has assumed control of their lives ... " (p.6l) 

Retirement 

One of the greatest problems of old age is the feeling of 

uselessness - the belief that one is no longer capable of 

contributing anything of value. This, more than anything 

else, leads to physical and psychological deterioratio~. 
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Nowadays people reaching retirement age are usually fitter 

and more capable than those of similar age a few decades ago. 

They have grown up in better times, with better standards of 

living and they usually reach retirement age when their 

capacity for work is still at a high level. On their retire

ment day they pass from a life of activity to, in many 

instances, a life of instant inactivity. 

Far too little thought has been given to the trauma of retire

ment particularly premature retirements caused largely by 

redundancies among middle-aged workers. We are, of course, 

beset with the problem of high unemployment and the need to 

find work for our young people. Of course, the old must step 

aside - but surely there must be a more humane system to allow 

them to do so than one which treats them as hUman disposables. 

A case can be argued for a more flexible retirement system 

which, on the one hand, would permit earlier retirement for 

those who would welcome it and, on the other hand, phase out 

gradually those who still have the capacity and the desire to 

go on working beyond the normal age. Retirement policies are 

sometimes arbitrary and insensitive. Recent changes in 

personnel policy in the public service, for instance, which 

clearly imply that all senior civil servants are overcome 

with ineptitude and decrepitude on reaching the age of sixty 

are hardly based on human understanding. It is a form of 

non-physical euthanasia, destructive in its consequences and 

unfairly selective in its application Since it has not been 

introduced to the political and judicial areas. Nor am I 

aware that the Church is contemplating a similar policy for 

the Hierarchy. 

The Long-term Unemployed 

If economic forecasts are correct, we have to face up to the 

prospect of long-term unemployment for a large segment of the 

population - for some, even a lifetime without work. 
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This gloomy prediction has very serious health implications. 

There are sufficient indications that unless we can devise 

suitable remedial measures the unemployment situation will 

give r-ise to considerable addittonal demands on the health 

services. 

The prospect of permanent widescale unemployment is likely to 

create a social change at least as radical in its impact as 

was the industrial revolution. That revolution resulted in 

social upheaval of such an unprecedented nature that the 

human race has still not completely adjusted itself to it. 

The technological changes it introduced, the urbanisation, 

the social mobility, the emergence of the nuclear famil~ have 

all been blamed for much of the mental and physicai illness 

of modern society. Its main impact, initially at least, was 

iq the-area of mental illness. The manner in which the 

mental hospital system developed in the nineteenth century 

shows that institutions could not be built quickly enough to 

deal with the mental breakdown of a society unable to cope 

with radical changes in the tempo of life and in its 

tr-aditional organisation. 

society is now faced with another traumatic r-evolution. From 

time immemorial people have had to work for their SUbsistence, 

whether it involved hunting with a bow and arrow, tilling the 

soil, or going daily to a factory or an office. Qur evolution 

as human beings, our incl inations, our phYSical and mental 

abilities, our soci"al mores have all developed ar-ound the 

concept of toil ~ of man as an active being. We are unlikely 

to adjust easily from a li,fe of meaningful activity to one of 

meaningless inactivity. 

There are now many studies available which' indicate that long

term unemployment has significant effects on both physical and 

mental health. The young have been shown to be particularly 

vulnerable. Some of those studies have been undertaken in 

Ir-eland under the direction of Professor John CUllen by the 

Irish Foundation for Human Development - financed mainly by 
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the Eastern Health Board and supported by University College 

Dublin. The studies have not received the attention they 

deserve in this country. but two papers prepared by the 

Foundation aroused great interest .when presented at a recent 

World Health Organisation conference in Sweden (Culler" 

Ronayne and Wynne. 1983: Cullen, Ryan and Cullen, 1983). 

As might be expected, no one has suggested a simple answer to 

the health problems which long-term unemployment is likely to 

create. One of the papers to which I have referred points 

out that "palliative interventions" will not be sufficient: 

what is needed are " .. more radical sociopolitical and socio

economic changes.". where meaning in life will be less 

arbitrarily conferred and more equitably distributed." 

(Cullen, Ronayne and Wynne, 1983, p.13) 

Lone Parents 

Lone parents are a particularly vulnerable group because they 

have to undergo the stress of rearing a child or children 

without a partner. While some of them ace fathers who have 

been abandoned by their wives, they are predominantly women -

either unmarried mothers, deserted wives or widows. Lone 

parents have been identified also as one of the groups most 

at risk of poverty (Joyce and McCashin, 1982) and it is of 

interest that the European Economic Commission, in drawing up 

proposals for a new anti-poverty programme, is giving special 

attention to this group. Essentially the problem of the lone 

parent in Ireland is a female one and it is in that context 

that I will comment on it. 

At the moment, according to the Department of Social Welfare, 

about 8,000 unmarried mothers, 5,100 deserted wives with 

children and 11,500 widows. wi th children are in receipt of 

social welfare benefits. Some of these are totally dependent 

on benefits; others are employed but faced with the problem 

of how to combine the dual role of being an employee and being 
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a mother caring for a small child or children. Many of these 

lone mothers cope adequately and courageously with their 

difficult situation. 

It is the policy of the Minister for Health to encourage 

health boards and voluntary organisations to provide 

hurseries, play groups and other day-care facilities to help 

families under pressure, particularly one parent families. 

Generally speaking it has been found possible to maintain 

existing levels of financial support for these activities 

despite the difficult financial climate. Regrettably, the 

statistics relating to children in care show that children 

of one parent familtes are particularly vulnerable, indicating 

the need to strengthen services to assist such farnili_~~,. 

During 1981 by __ f-ac-the largest group of children placed in 

the care of- the health boards - about 36% of all children 

coming into care - were the children of unmarried mothers. 

Even when one allows for children placed in care pending 

adoption and regards them as a special category, other 

children of unmarried mothers still .represented about 25% of 

all children in_ care. A fur,ther 13% of children in care were 

from one parent families other than those of unmarried 

mothers. These facts speak for themselves. 

The Travelling People 

Though the number of travelling people 1's small, their needs 

are great. While all theiT needs are not the responsibility 

of the health services their general wellbeing must certainly 

be seen as a health responsibility. 

Ways of meeting the needs of travelli~g people have ~een set 

out in the Report of The Travelling People Revi-ew Body, which 

was presented to the Ministers for Health and the Environment 

in 1983. However, Ministers by themselves cannot resolve the 

problems arising from the present situation of travelling 
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people: basically. the settled community has to accept 

measures which will allow them have permanent accommodation 

whether in houses or on serviced sites and halts. 

The issue is raised here because I cans10er that those of us 

involved in the health services have a responsibility to keep 

reminding people about a situation that can only grow in 

seriousness and become more difficult to remedy as long as 

the present prevarication and equivocation continue. 

I want to refer in particular to the travellers' children. 

There are at the moment about eighty young traveller children 

in the care of the Eastern Health Board, mainly in residential 

children's homes. A substantial number of other traveller 

children have been in and out of care. \"I'hile these children 

are well cared for by kindly people. they are growing up 

without the benefit of a stable family life. When they leave 

residential homes they return to a wretched roadside 

encampment - they may beg on the streets; many of them will 

not receive a continuous education; and their life expectancy 

is less than that of the rest of us. 

Over two hundred and fifty years ago, when the children of 

other homeless and dispossessed people were being neglected 

and abandoned in the streets of Dublin, it stung the ~aevic 

indignat~o of Jonathan Swift, the great literary Dean of 

St. Patrick's Cathedral. It was then that he wrote his most 

famous satirical pamphlet - A Modest Proposal - in Which he 

proposed that the many unwanted children of the period might, 

if cooked properly, provide a succulent new dish to excite 

the jaded palates of the ruling classes. 

I think we need more indignation nowadays. The incidence of 

what I wou'ld call the 'fire in the belly syndrome' is not 

particularly widespread and when it surfaces it is,. more 

often than not, concerned with self-interest. We are all to 

blame for the absence of effective action to meet the needs 

of the travellers. We live in a democracy, and local 
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politicans who refuse to agree to local authority plans are 

merely reflecting the views of those who elect them. To take 

any other attitude would probably be their politfcal swan s0l!g. 

Nevertheless one would like to see more local politicans 

prepared to risk their political careers for what must surely 

be a just and humanitarian cause. 

Conclusion 

In this p~per I have attempted to draw attention to aspects 

of the special needs of some groups. I have also suggested 

that if the rapidly growing toll of illness is to be stenuned 

it will be necessary to identify those who are specially 

vulnerable. I have suggested. too. that solutions to the 

problem of irlnes~ in modern,_society--are· to oe- found to a 

-d'iminls"hing extent in the laboratory and to an increasing 

extent in political, social and economic initiatives. I 

have also indicated that a little more concern and a li~tle 

more ariger would go a 1on9 way towards resolving some"of our 

social problems. 
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PR H1CIPLES FOR THE ALLOCATIOt' OF RESOURCES IN HEALTH CARE 

DIARMAID McCARTHY* 

In this paper the intention is to examine tr:e question of tl}e 

allocation DE resources in health care; the dimensions along 

which allocation decisions might be made; the principles which 

might be implied to govern such decisions: the framework within 

which rationing decisions are likely to be made in practice; 

and finally it is hoped to suggest some normative principles 

which might be made operational in a contemporary health care 

system. I feel that it would not be app~opriate for me to 

refer in particular to the Irish situation and so my examples 

will be drawn mainly from elsewhere. It will be for others to 

consider the extent to which the principles discussed are or 

could be applied in an Irish context. 

An Ethical Framework 

The very concepts of 'health care' and 'principles for the 

allocation of valued goods and services' are value-laden. 

They have also a particular significance within a specifically 

Christian understanding of man and society. Healing is a key 

*The views expressed in this paper are personal and do not 
purport to represent the views of the Department of Health. 

{ 
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element in the Christian experience while the notion of the 

'whole man' and his development is central to religious 

experience in general. Specifically. the life of Christ gives 

us many powerful examples of commitment to the sick, a commit

ment which has been the hallmark of the Christian community 

ever since, notably in the apostolate of the sick pursued by 

so many religious congregations. in Ireland as elsewheie. 

The distribution of valued, and inevitably. scarce resources 

is an "issue which has stimulated profound philosoohies as well 

as bloody revolutions throughout history. The science of 

ethics has attempted to systematize thought and action on this 

issue. The Christian perspective on it has proceeded from an 

understanding of the dignity of each person - a dignity which. 

through his relationship to God, transcends historical and 

material circumstances. While tr~ditionally- the ethi"cal 

perspective 'has focused primarily upon interpersonal relations, 

the Christian and specifically Catholic tradition has evolved a 

concept of human rights of which distributive principles of 

justice have been the social counterparts (Hollenbach, 1979). 

The growth of social interdependence and of the social sciences 

has made the development of social ethics adequate to the 

problems faced by contemporary man even more imperative. 

Whether such an endeavour is approached from within the tradit

ion of natural law philosophy or from a theological perspective 

or from the more pragmatic standpoint of political philosophy, 

Enda McDonagh (1979) considers that the substantive elements 

of, a contemporary SOCial ethic may be capable of wide agreement. 

Within the Catholic tradition, it has been suggested (Hollenbach) 

that the achievement of social justice requires the adoption of 

three strategic moral priorities: 

" (i) 

(ii) 

The needs of the poor take priority over the wants of 
the rich. 

The freedom of the dominated takes priority over the 
liberty of the powerful. 

(iii) The participation of marginalized groups takes priority 
over the preservation of an order which excludes them." 
(p. 204) 

1 
i 
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Medical Ethics 

The application of ethics to the area of health care is as old 

as the Hippocratic Oath itself. The main focus of attention 

has traditionally been the doctor-patient relationship and the 

guidelines which should govern that very unequal relationship. 

The growth of scientific medicine and the parallel increase in 

technical competence has raised new issues in this relationship 

and has challenged the assumptions upon which the received 

wisdom in this field had been based. The very concepts of life 

and death, formerly fixed poles around which the ethical debate 

was conducted, have appeared to be open to dispute. In addition 

to these new frontiers to the doctor's dilemma, the traditional 

concerns about the appropriate relationship between skilled 

professional and dependent client continue to require reflection 

and gUidance (Campbell and Higgs, 1982). 

Medical ethics have recognised the dilemma which arises when 

the capacity to treat patients is not adequate to the level of 

need. Ramsey (1970) has suggested that at anyone point in 

time where the eXisting level of resources is insufficient to 

treat all those who might benefit. the most appropriate way of 

deciding who should be treated is through a lottery in which 

all have an equal chance, or on the equally random basis of 

first come first served. In a more dynamic perspective the 

question of how resources are to be allocated in health care 

may not admit of such a satisfactory solution. The question 

then becomes one of enshrining in action the concept of health 

as'a human right, whether this is expressed as a political 

declaration, such as the Declaration of Alma-Ata made by the 

member states of the World Health Organisa-tion, including 

Ireland (WHO, 1978), or expressed in a"'!l0r~ ethical formulation 

such as that of the encyclical" Pacem -in Terris (1963): 

"r.-:.an has the right to life: to bodily integrity and to the 

means which are necessary and suitable for the proper 

development of life. These means are primarily ,food, 

clothing, shelter, rest, medical care, and finally, the 

necessary social services." (para. II) 
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Allocating Health Care: Rationing by Price 

Given that health care is no more important to life and its 

quality than food and clothing, why then should the dilemma 

of its allocation not be left to the ma"rket in the same way 

as are these other prerequisites? A number of characteristics 

of health care as a valued resource has been suggested as 

rendering the normal market arrangements inappropriate for its 

allocation (Arrow, 1963; Culyer. 197].). These include: 

(i) the demand for health care is irregular and unpredictable; 

(ii) the consumer generally lacks information on which to base 

his decisions to consume health care services; 

(iii) the consumer is generally unable to assess the quality of 

care provided, before, during and after treatment; 

(iv) the characteristics of professional ·practice on th"e--p-art 

of suppliers result in barriers to entry, restrictive 

practices and other obstacles to the operation of 

efficient markets in health care; 

(v) demand and supply are not independent in health care 

since the consumer's demand is for unspecified care which 

is translated into a demand for specific services by the 

provider, generally the doctor. including demands on his 

own services. 

In addition, and cruci?illy, there are significant external 

implications in the use of health care because, in economists' 

language, each person's utility function will include the 

availability of health care to others in need, recognising 

that slhe might some day be in need of health care (collard, 

1978). Mooney (1983) has recently suggested, on the basis of 

the work of Margolis (1982), that the externality factor in 

health caLe results in valuing 'access- to health care by others 

rather than valuing their use of health care services or even 

their health status itself. The policy responses to these 

factors will vary from country to country and over time. They 

may range from the direct provision of health care on a 
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national. comp~ehensive basis to subsidisation for the purchase 

of health services by the poor. 

Not all would accept that market forces are inappropriate to 

health care and this view is widely held within the United 

states, primari1y as an answer to the problem of escalating 

health care costs (see, for example. Pallard. 1983l. Equally, 

however, many commentators are convinced that the market model 

has failed to produce acceptable results in the United States 

(see Roemer and Roemer, 1982). 

One major attraction of allocating any scarce resource through 

the market place is that the price. mechanism acts as an alloc-

ative principle. If health care is provided as a 'merit g~od', 

that is, in accordance with some collective decision about how 

and to whom services are to be given, an alternative allocative 

principle must be devised. For example, Arthur Seldon (1977), a 

staunch critic of collective provision. has argued that: 

"The absence of prices as landmarks. benchmarks, bearings 

a~d signposts causes confusion. distortion and waste and 

their restoration where-ever possible is essential in 

making the best use of resources." (p.30) 

Of course, as Parker (1976) points out, even within a system 

of direct public provision of services there may well be scope 

for the imposition of charges to serve a number of purpos~s. 

Rationing Health Care: Non-market' Approaches 

If services are to be made available without a price. economic 

theory tells us that the demand for -the service will expand up 

to the point where no additional benefit can be obtained by 

the consumer. This is likely to result in a level of demand 

beyond the capacity of the community to provide. Indeed it 

has been suggested that "There is. in the nature of things, no 

possibility of saturating 'demand' for the reduction of 

mortality and the relief of pain." (~axwe11, 1974, p.7) 



18 

It might therefore be supposed that instead of attempting to 

meet demand for health care, the distribution should be based 

upon need which. as outlined earlier, constitutes the ethical 

principle which derives from a concept of distributive justice 

based on man's dignity. There are, however, a number of poss-

ible definitions of need, each of which carries different 

implications for resource allocation. These include: 

6ei.t need, where individuals perceive that they would 

benefit from the consu~ption of health care; 

e..xplLe~6ed need, where a demand for service is vOiced; 

CD1i1/JaJt.a.t..i.ve ne.ed, where groups with similar characteristics 

have differential services available to them; 

nOlLma.t.i.ve need, which is that determined by an e~pert. or

professional (Bradshaw, 1971). 

'It might be supposed that the adoption of the last concept -

that of normative need - would be desired and feasible and would 

enable objective priorities to be determined for allocation of 

scarce resources. Unfortunately, the situation is not so clear-

cut. Need is not an unambiguous concept on which a professional 

consensus can be reached. International evidence demonstrates 

that health care procedures, including surgery and the prescript

ion of drugs, can show dramatic variations in the face of comp ar--.l 

able populations. For example, in the 19705, in the United j 

States, a group of children were examined and those found to : 

require a tonsilectomy were excluded. This procedure was 

repeated on a number of occasions and each time a constant pro

portion of the children were assessed as requiring tonsilectorny 

(Malleson. 1973). The judgement of need by professionals is 

also heavi·ly dependent up~n the availability of resources and 

theiT perceived usefulness. Thus, increases in the level of 

hospital bed provision have in many instances_b.een-shown not 

to produce-any redUction in waiting ~ts. Technological 

advances are, of course, of great relevance since patients 

could not be said to be in need of dialysis for kidney failure 

before the technical means to provide it was available. Need 

is not, therefore, an objective criterion in practice, but, 
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reflects the response on the part of both patients and 

providers to the availability of resources for health care. 

Thii shifting character of need for health care is one of the 

principal causes of what Wildavsky (1981) calls "the political 

pathology of health policy" - that is, that with the sophistic

ation of available health care and the resources devoted to it 

we are nonetheless "doing better but feeling worse". Thus, the 

succes~ful conquest of many infectious diseases has resulted in 

an increased burden of chronic and degenerative disease. 

Dimensions of Public Choice 

If expert judgement of 'need' reflects the pattern of allocation 

of resources designed to meet 'need I, then policy-makers will be 

~equired to establish alternative principles to govern the 

allocation of resources. The framework established by Lind and 

Wiseman (1978) is particularly helpful in considering the 

dimensions along which decisions and priorities may be sought. 

They suggest that p~iorities might be set in terms of any or a 

combination of the following: 

Geographical areas 

Population groups, including social class 

Disease and dependency groups 

Service or care activities 

Alternative forms of intervention: prevention, care, cure 

Different health care agencies. 

Each of these will be considered in detail below. However, the 

particular objective which might be pursued in each case may 

vary over time and in different administrations. 

For a variety of histortcal and political reasons the 
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availability ana use of health care services, as well as 

indicators of health status. are unlikely to be constant within 

any community. The existence of these variations in Britain 

was one of the prir.cipal considerations leading to the establ

ishment of the Kational Health Service. Suer. variations in 

availability of. and access to. health care have traditionally 

been associated with the income and social class characteristics 

of each region. ?hese systematic v2riations have been sumnar

ised by Tudor Hart (1971) as constituting the inverse care law. 

that is. the availability of good medical care tends to vary 

inyersely with the need of the populaticn served. This is 

mainly due to the differential attractiveness of various 

locations tc the professional personnel required to provide 

services and this has given ~ise to manpower policies which 

seek to re-direct skilled manpower, using positive incentives 

and direct controls. 

Mooney (1982) has pointed out that the promotion of geographical 

equity, or territorial justice as it has been called. could 

involve pursuit of any cof the folTowing: 

(i) equality of expenditure per capita: 

(ii) equality of inputs per capita (taking account of differ

ences in purchasing power) : 

(iii) equality of input for equal need, as indicated by demo

graphic and utilisation data: 

(iv) equality of access for equal need; resulting in equal 

cost to patients; 

(v) equality of utilisation for equal need, including 

positive discrimination to increase uptake by certain 

groups; 

(vi) equality of marginal ~et need: 

(vii) equality of health status. 

~ooney (1982) points out that there may be a conflict between 

pursuit of equity in any of these terms and the pursuit of 

efficiency since the mini~um possible unit cost may not apply. 
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Formulae E6r allocating resources to' regions within the United 

Kingdom based on need have been in force Eor some time. 
1 

The 

formulae used have been criticised [or focusing upon an unduly 

narrow definition of need, and their application in circurnstances 

of financial retrenchment has produced serious difficulties in 

regions which formerly had been over-endowed according to the 

formulae. Social indicators to identify areas of particular 

need, in the context of policies of positive discrimination, 

have been applied in fields other than health care: one example 

being the report for the National Economic and Social Council 

by Bannon, Eustace and O'Neill (1981)", Such measures ~ould be 

adapted for use in health care (see, for example, Mangan and 

Chinn, 1983). Regional inequalities in access to care may re 

even greater in other European countries than in Britain 

(Maynard, 1981) and they have been reported to be highly 

significant in the Soviet Union (Ryan and Prentice. 1983). 

The principal social groups in relation to which distribution 

issues arise are the social classes. There is substantial inter

national evidence to support the existence of very significant 

distinctions between social classes with regard to health status, 

measured in terms of both mortality and morbidity, and the 

utilisation of health care services. In regard to Britain, 

evidence was presented in the Black Report which showed t~at: 

"If the mortality rates .of class 1 (professional workers 

and members of their families) had applied to classes 4 

and 5 (partly skilled and unskilled manual workers and 

members of their families) during 1970-72, .. 74.,000 lives 

o"f people aged under 75 would not have been lost. Thts 

estimate includes nearly 10,000 children and 32,000 men 

aged 15-64." (Department of Health and Social Services, 

1980. p.3) 

1. See, for example, Resource Allocation Working Party (1976). 
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The Report found that these social class differentials had 

actually increased since the establishment of the NHS and the 

consequent increase in access to technically superior services. 

Reported social class variations in relation to morbidity werJ 

similar to those for mortality. 

With regard to utilisation of services. this is generally higher 

in the lower socioeconomic groups, but the're is considerable 

controversy as to whether this utilisation is proportionat'e to 

need in terms of morbidity and disability (s~e Walters, 19~ 
Evidence for the more effectlve USe of preventive services by 

the higher income groups is more clear-cut, as are their 

generally more healthy life style and their environmental and 

occupational conditions. Even with regard to the content and 

quality of services provided there may be signi~~s:_~n_t "social 

class variations - for example", "in tne length and content of 

--consultations in general practice. As with geographical vari-

ations, allocational policies might aim to promote greater 

equality either in access to or utilisation of services, or 

in the health status of social groups. 

The question of which categories of patients and their assoc

iated illnesses should be treated is perhaps the most distress-

ing of the choices to be faced by policy-makers. Existing 

knowledge and skills might well enable lives to be saved or 

prolonged - but at immense financial cost. Even where the cost 

is not exceptional, when resources are particularly scarce such 

ch9ices are equally painful. For example, it has been estimated 

that it would cost an additional £50 million to treat kidney 

patients with dialysis in Britain who currently are denied 

treatment (Hampton, 1983). It has been suggested that one means 

of introducing greater consistency into deci-sions about the 

priority given to different conditions and diseases is to 

examine the implicit valuation, whether of life or of a specific 

degree of independent functioning, which follows from existing 

I 
! 

I 
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O~ past patterns of allocation (Hurst and Mooney, 1983). Such 

an approach 'might indicate that eXisting policy equates, at the 

margin, providing dialysis for a kidney patient ~ith doubling 

the care staff available for forty elderly patients in a 10ng

stay institution. Since it is at the margin that such decisions 

have to be taken this approach does at least expose the choice 

of priorities to scrutiny_ 

Distribution in terms of service Or care activities 

The allocation of resources might reflect priorities with regard 

to the quantity or quality of particular patterns of service or 

activity. For instance. health policy in most countries current

ly emphasises the desirability of promoting community care and in 

some cases specific targets have been set for the development of 

such activities relative to. for example. acute hospitals. 

Typically. a number of such s·crvice objectives may be specified 

and problems of mutual incompatibility may arise. For example, 

Gray and Hunter (1982) have pointed out that in Scotland an 

emphasis on reducing care in acute hospitals, which are used 

disproportionately by the elderly. may run counter to the 

objective of simultaneously increasing the level of services to 

the elderly. 

Priorities with regard to patterns of service may be rather 

loose and in some instances may amount to no more than political 

rhetoric. Walker (1982) has pointed out, for example, that in 

Britain the term community care has even been used to encompass 

residential institutions and he claims that it constitutes an 

example of Edelman'S concept of "words that succeed and policies 

that fail". 

Alternatively, priorities might be set with regard to maintain

ing or upgrading the quality of specific services. These might 

include such characteristics as the staffing levels, furnishings, 

food - both quality and variety - and physical amenities for 

patients. The observation of minimum standards may require no 
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more than a common-sense approach to the basic requirements 

for a comfortable and dignified existence. Beyond such minimal 

physical standards the quality of service provided should, 

presumably, reflect patients' expectations and experiences. 

However. as Kelman (1976) points out, it is rare for policy to 

proceed on the basis of priorities set in the light of the 

views of consumers. 

Distribution in terms of alternative forms of intervention 

For any given health problem within the community there is 

scope for responding in terms of ,prevention, cure and care. 

In some instances the scope nay be overwhelmingly for one 

rather than the others. Clearly much of the exis~i~g burden 

of premature _ffi0.FJ;.ality "and morbidity 15 preventable. In some 

irist';mces, the specific preventive action is clear-cut and its 

benefits readily quantified, such as the cessation of smoking 

or the stricter enforcement of speed limits and the wearing of 

In many other instances·, however, preventive 

measures which are theoretically sound may not produce the 

desired result. For example, a demonstration project in Finland 

was designed to produce a reduction in coronary heart disease 

by reducing the population's risk factors. These were, in fact, 

significantly lowered but without· any comparable reduction in 

heart disease (Oliver, 1984). As in other 'areas of choice, it 

is necessary that the options for selection should be compared 

with regard to effectiveness and efficiency. However, even 

where the effectiveness of preventive measures is established, 

their relative priority may be systematically unde~valued 

because of the distinction between the claims made by those 

currently ill and the possible future claims of currently 

healthy people who are at risk of becoming ill but who may be 

uninfluenced by their risk status. As Tudor Hart (1984) put 

it: 

"Disease-oriented care is full of apparent certainties; 

you either have a disease or you do not, you are either 

cured or you are not. Risk-oriented health maintenance 

! 
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is about measured doubts." (p.47) 

\-lith regard to the balance between curative and caring services, 

an appropriate outcome may be less likely because of the very 

success of curative medicine and the expectations which it has 

widely generated. Medical ethics has traditionally distinguished 

between ordinary means of sustaining life in dignity, which is 

the moral entitlement of every individual, and extraordinary 

means which do not result in the saving of life or its mainten

ance in tolerable conditions. The instutionalisation of extra

ordinary means in the technologically-oriented modern health 

care system may lead the community and policy-makers to discount 

the value of caring activities. This may be distinctly unhealthy 

since as Professor Maurice Reidy (1978) says: 

"Even when it comes tragically at an early age, death is 

not to be seen as something to be resisted at any cost. 

We need to recognise when life is at an end, and the 

hUman and dignified response is to meet our dying with 

calm, and with a peaceful awareness that our time has 

come." (p.65l 

For a variety of political, ideological or economic reasons the 

allocation of resources might reflect priorities as regards the 

division of labour within the health care system. That is, 

irrespective of the specific service goals being pursued, it 

might be desi"red to encourage certain tasks to be done by 

particular agencies or merely to extend the role of one agency 

relative to others. This might involve redefining the role of 

central and local authorities, or promoting involvement in 

service delivery by private. commercial concerns or voluntary 

organisations. 

The relative priority to be given to one agency or mode of 

service provision may be only implicit in the allocations made 

to other groups. Thus, for example, the allocation of resources 
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might well favour formal services to the relative neglect of 

informal caring agencies which do not come within the organ15-

ational remit of anyone authority. The most obvious example 

of this is with regard to informal care within the family. The 

full economic cost of this informal effort can be estimated 

(see, for example, Nissel and Bonninger, 1982). Families which 

undertake the care of a severely dependent member are likely to 

incur substantial costs, financial and otherwise. which may put 

them at a strong disadvantage relative to others (see. for 

example, Baldwin et a1 1983). This may have particular implic

ations for women who traditionally undertake the caring role 

S1nce as Walker (1981) points out: 

"While communi ty care policies are left predominar.tly to 

individual families, unsupported by the St_ate except in 

crises, the implicit .expectatron is that some women will 

quit· or s-eriously reduce their employment and suffer 

loss of pay, career prospects and fringe benefits and re

duced social contact and longer-term financial security. 

In addition, it is assumed that women will continue to 

care, despite what is often considerable stress, until 

this becomes intolerable and crisis intervention is 

necessary _" (p.553) 

The low priority implicitly attached to certain forms of care 

in the allocation of resources may, of course, be unacceptable 

to the parties concerned who may thus organise to increase 

their share of resources or else reduce their expected involve

ment (see, for example, Noonan, 1983). 

The Setting of Priorities 

Discussions of priorities in health care, as .in other aspects 

of public policy', typically presume that these ar-e set in a 

conscious fashi9n by those responsible constitutional~y or 

legally for the making of policy. By extension, .i t may be 

assumed that trends in policy over time will reflect the 

conscious decisions of policy-makers engaged in the planning 
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process. ThlS view of goal-oriented. rational decision-making 

which proceeds from a careful analysis of the available options 

has been outlined by Simon (1976) and is attractive, though at 

variance with reality. Nonetheless, it represents an ideal for 

decision-making in public health care policy and as such has 

been adopted by the WHO in its concept of a managerial process 

for national health development (~10. 19BO). 

It has been argued. notably by Lindblom (l9S9) , that policy

making is mOre the science of muddling through than any ~ore 

purposive process. In this perspective. not only is the 

traditional model of rational planning unattainable but the 

quality of decision-making which it implies would be poorer than 

when all of those with an interest in an issue - politicians, 

administrators, professionals. other interest groups and clients

have an opportunity to contribute towards the final outcome. 

This process which Lindblom calls "disjointed incrementalism" 

has considerable intuitive appeal as an account of dominant 

practice. 

Incrementalism may not, however, be acceptable if the results 

reflect unequal bargaining power among the participants. 

Furthermore, as Gray and Hunter (1982) point out "disjointed 

incrementalism is har-dly possible wi thout increments." (p. 6) 

When resources are acutely limited, policy cannot proceed on the 

basis of giving a 

being more highly 

little more to everyone with perhaps some areas 

favoured. Techniques have been developed to 

assist in the formulation of priorities and the setting of 

objectives and to enable these be reflected in the process of 

resource allocation. Perhaps the best known of these is the 

Planning, Programming Budgeting System (PPBS) of Which programme 

budgeting is the key concept. This attempts to identify specific 

targets and the activities associated with them and links the 

resources committed to the activities with the results achieved. 

As applied by the Department of Health and Social Services in 

Britain, the programme budget approach is intended to: 

(i) Show more clearly how resources are used.- the outputs or 
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beneffts produced, "and help consideration of future 

9riorities; 

(ii) suggest areas where cost effectiveness analysis would be 

useful, by associating different activities serving the 

same needs; 

(iii) improve the forecasting of expenditure by identifying 

trends in demands on resources; 

(iv) support claims for additional resources for specific 

policies in the light of trends in need and demand. l 

l'lhile there may be formidable difficulties in specifying and 

measuring outcomes there is no doubt that the clarification of 

objectives may be helpful in counteracting the impact of sheer 

inertia. But there must be some doubt a~ _1;0 .. the capaci ty of 

decision-makers to .cope wi th--more than a limi ted range of 

strategic objectives. Undaunted, the United States Department 

of Health and Human Services issued a planning document with 

1990 as its target in which two hundred and twenty-six object

ives in fifteen programme areas in three categories were out-

lined (Zwick,. 1983). Even ""here 

enunciated, however, it does not 

objectives are clearly 

follOW that they will be met 

or even reflected in allocation of resources. 

see Maynard and Tingle, 1975.) 

(For example, 

Rationing of Health Care by Providers 

Decision-making in public policy .at national level is primarily 

a matter of financial rationing. The rationing procedures 

available to central authorities ·may determine the types of 

decisions made and, in the British context, Lee and Mills (1982) 

have suggested that thi's has resulted in concentration of attent-

ion on capital projects and medical manpower (p.l22). Given the 

level of resources available, decisions must then b.e made every 

day by the actual providers of health care: this represents a 

second form of rationing - service rationing. 

1. Quoted in Lee and Mills, 1982. p.86. 
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Parker (1967) has suggested that there are three rationing 

strategies available: 

(i) restrictive strategies - involving explicit or implicit 

deterrence with the use of eligibility criteria. charges 

Or delay; 

(ii) dilutant strategies - reducing the level of service 

provided to individuals; 

(iii) terminating strategies - withdrawing services sooner 

than might be desirable. 

The rationing devices used in medical care and in the personal 

social services have been the subject of extensive study (see 

Foster. 1979: Judge, 1978). Such studies have highlighted the 

importance of informal rationing arrangements, notably the 

impact of intermediaries or 'gate-keepers' such as reception

ists (Hall, 1975). The informal nature of such decisions can 

result in dramatic variations between health care providers. 

Even where these might appear to be inevitable, such as in the 

home help service (Marks, 1975), explicit criteria can be 

generated - as Nicholson (l983) describes - to increase ·the 

degree of consistency in the response received by clients. 

The inevitable practical autonomy of health care professionals 

reaches its peak in the concept of clinical freedem whereby the 

management of patients, individually and collectively, is seen 

as the sale perogative of the doctor treating them. As a result. 

many standard treatments and procedures have not been suqject ~o 

any external evaluation, such as is now commonly appl~ed to new 

drug therapies. The impact of reduced resources has constituted 

a practical challenge to the traditional concept of autonomy, 

even if it remains unaltered in principle. 

editorial in the British Medical Journal: 

In the words of an 

"Cl-inical freedeom died accidentially, crUshed between the 

rising cost of new forms of investigation and treatment 

and the financial limits inevitable in an economy that 

cannot expand indefinitely. Clinical freedom should, 
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however, have been strangled long ago, for at best it was 

a cloak for ignorance and at worst an excuse .for quackery. 

Clinical freedom was a myth that prevented true advance." 

(Wing, 1983, p,1l5B) 

In summary, a variety of formal and informal, explicit and 

implicit, rationing devices are employed to allocate health 

care to groups and individuals. Judge suggested a typology 

for their analysis: 

"Dimension 

Hierarchy 

Frequency 

Probability 

Visability 

Rationality 

:rechnical ity -

Definition 

The locus of resource allocation 

The timing of decision-making 

The predictability of rationing 

The publicness of rationing 

The degree _of Jncrementalism 

The complexity of rationing." 

(Judge, 1978, p, B) 

Conclusions: Principles for the Allocation of Resources in 

Health Care 

At the beginning of this paper an outline of the traditional 

Christian understanding of rights to health care was presented 

in the context of a distributive principle of social justice 

derived from the equal dignity of each person. The -dimensions 

of choice which face decision-makers were then outlineq i~ an 

effort to illustrate the complexity of considerations which 

are relevant to any decisions on the allocation of resources. 

Finally, the actual arrangements which typically govern the 

process of allocating resources were indicated. 

At this stage, can we reach any conclusions about the operat

ional principles which would be compatible with the social 

ethical approach which was our point of departure: A number 

would appear to have merit. 
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(i) It is unethical to waste cesQur-ces on ineffective 

No matter what definition of priorities we adopt it is clear 

that the levels of need and demaDd will always exceed our 

capacity to meet them. Using the economic concept of 

'opportunity cost'. we can say that the true cost of providin~ 

any formal health cace is cepresented by the alternative needs 

or forms 0 f care wh i eh we are, inconsequence, unable to 

provide. It follows that resources shculd not be wasted in 

worthless procedures. The developing discipline of health 

economics has contributed greatly to the assessment of the 

cost effectiveness of many forms of health care. In particular, 

analysis has demonstrated the wide range of cost in the treat

ment of standard conditions which, for comparable outcomes, 

represents a waste of resource on the part of high cost 

providers and therefore an unethical denial of care to other 

patients. 

The implementation of this .principle has implications for 

policy-makers and for professionals delivering care. For 

example, McKeown (1976) has proposed that all new health care 

procedures should be subject to evaluation using randomised 

controlled trials before qualifying for payment out of public 

funds (Algie et al, 1983). 

This prinCiple will ultimately find expression only through 

the active involvement of health care professionals. This in 

turn implies that in their edUcation and training those 

professionals are exposed to the importance of considerations 

of efficiency and effectiveness - not least on ethical grounds -

and that they are equipped with basic skills to apply an 

evaluative framework to their own activity. This will produce 

effective results in a situation where professionals have an 

opportunity and incentive to exercise self-control or self-

audit. A notable example of this is the international movement 

towards clinical budgeting where health care professionals 

assume responsibility for the management of the resources needed 
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to care for their patients. as , ... leIl as for their clinical 

management. The results so far have been very encouraging. 

(iii ~o~~:,~r_~~~~~~_~~_2~~~~_~~_~~~~:~~2_~_~~~~~~r_~~~~:~~~"~~ 

~~~_!~_e~~~~~!!~~_~~!~~~_~~~~_~~~! 

These priorities derive from our understanding of man and his 

dignity and his consequent claim upon the community to afford 

him the wherewithal to realise his full potential. Prevention 

of ill health, especially primary prevention of the ill health 

which afflicts the poor and disadvantaged disportionately, must 

surely come within the realms of ordinary means for which, as 

we have seen, a moral imperative exists. In contrast. the 

esoteric application of scientific medicine must. in many 

instances, be seen as extraordinary means with a c~ns~q~ntlY 

lesser claim on our resources. and concern: 

(iii) !~~_~!!~~~~~~~_~~_:~~~~::~~_~~_~~_~~~~~~~~~~~_~~p~:~~~~~ 
~~~_~~~~!~_~~_~e~~_~~_~~~~~~ 

The pattern of allocation of resources in health care cannot be 

divorced from value judgements. The making of these judgements 

may be extremely painful but this cannot excuse us as a 

community from facing the problem of choice. The question of 

what needs shall be met is, therefore; not a medica] nor a 

technical one. --~-,----It is for medicine and the other health care 
=-----professions to indicate what results can be achieved with any 

given level of resources in each category of need. It should 

not be a closed question as to what options will be exercised 

in fact. The exercise of choice will. as a matter of practical 

necessity, be primarily a matter for key policy-makers in 

conjunction with the health care professions. Fortunately, the 

burden of choice is lessened by the fact that, in practice. 

choices are made at the margin. The deCisions to be taken 

rel"ate to where addi tional resources might be deployed to best 

effect or, if resources are reduced, where the decrement should 

be found in order to minimise the consequences. Careful 

analysis of the cost-effectiveness of alternative forms of care 

I 
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will be of assistance in this regard but will not d~termine the 

lssue. Various techniques have been devised, such as the Bud~et 

Priority system ,developed by Erunel University, to assist 

decision-makers 1n clarifying their own priorities and in 

facilitating a~reement in the light of the possible uses to 

which available resources might be put (Algie, Mallen and 

Foster, 1983) 

(iv) ~~~_~~~~~~~~_~~_j~~9~~~~~_~~~~~~_~~~~~~~_~~~_~~~~_~~!~~E= 

~~~~-~~~~:~~~:~~~~~~~~¥ 

As noted at the beginnlng of this paper, the concept of social 

justice requires that distributive arrangements in society 

should result in positive discrimination in favour of the least 

well-off rather than in a formally equal allocation. In the 

context of the health care debate. those who are least capable 

of exerting pressure to enforce their self-interest must have a 

prior claim on the exercise of collective choice. Their needs 

may be less dramatic than others and may. therefore. occupy a 

lower place in the consciousness of policy-makers and the 

community as a whole. Their health and well-being may depend 

upon the provision of a caring and comfortable environment in 

such settings as long-stay institutions. Once again the 

principle of the moral imperative of ordinary means must give 

these needs a high priority. even when they are not promoted 

wi th the, vigour of those associated with episodes of crisis. 

The achievement of this principle will require the same range 

of efforts as required for the building of a more just society 

generally. These were described by the Irish Bishops in their 

pastoral The Work of Justice: 

"Only a combination of moral commitment to justice and 

political commitment to the legislation and 'structures 

of justice, will create a just society; and continual 

vigilance is necessary to ensure both that the moral 

conviction will not become obscured and that the politic2l 

commitment will not be allowed to wane." (1977, pp.62-3) 

As noted earlier in this paper, the content of the social ethics 

approach to health care and that of more pragmatic analysts have 
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tended to coincide. The above moral principles may thus be 

compared with the guidelines or maxims proposed by the health 

economist Alan Maynard (1981) to guide those who would seek to 

improve the health of the community: 

"Maxim 1. Do not confuse inputs (expen?iture, doctors, 

beds. etc.) with outputs (improvements in the health 

status of the community). 

Mamim 2. . Do not assume that increased inputs lead to 

increased outputs. 

scientifically. 

This has to be demonstrated 

Maxim 3. Do not assume that increased inputs of health 

care are the only, or indeed the best way of improving 

health status .'" (p.147) 

In con.<;luding. -this discussion_ of ·-the--fss·ues which arise when 

one comes to examine the. question of allocation of resources I 

can do no better than to use a quotation from Professor Maurice 

Reidy: 

"The very complexity of these issues underlies the 

importance of open debate on the ethical aspects of 

policies of medical distribution .. " (1978, p.8l) 
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PRIMARY HEALTH CARE 

SHARON LEVINE, M.D. 

Primary health care is a rather large topic to attempt to 

discuss in the course of one paper. I have decided, therefore, 

to narrow the focus of my comments and shall be addressing, 

under several ~ub-headings, three broad issues; 

(i) financial and other costs of health care; 

(ii) the need for changed approaches to meeting the needs of 

industrialised societies; 

(iii) the fact that health is everyone's COncern. 

The Concept of Primary Health Care 

When the now famous resolution 'Health For All by the Year 

2000' was adopted by the World Health Assembly in 1977. primary 

health care was seen as the key to achieving that goal. In 

1978, the International Conference on Primary Health Care, 

jointly sponsored by WHO and UNICEF, was held at Alma-Ata. Two 

of the aims of the meeting were to outline the principles of 

primary health care, and to promote its development within the 

framework of comprehensive national health systems and services. 

There is no exact generally agreed definition of the term 

primary health care. Perhaps one of the most comprehensive 
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descriptions, however, is to be found in the Declaration of 

Alma-Ata: "Primary health care is essential health care .. made 

universally accessible to individuals and fami"lies in the 

community through their full participation and at a cost that 

the community and country can afford ... It forms an integral 

part both of the country's health system .. and of the overall 

social and economic development of the community. It is the 

first level of contact of individuals, the family and community 

with the national health system .. and constitutes the first 

element of a continuing health care process." (WHO, 1978, 

para. vi) 

This definition covers a lot of ground. It describes primary 

health care as a philosophy, and presents it as a strategy, as 

a level of health care services and as a set of activities. 

Eight essential elements of primary health care have been 

identified by WHO (1981), 

(i) education concerning prevailing health problems and 

methods of preventing and controlling them; 

(ii) promotion of food supply and proper nutrition; 

(iii) adequate supply of safe water and basic sanitation: 

(iv) maternal and child health, including family planning; 

(v) immunisation against the major infectious diseases; 

(vi) prevention and control of locally endemic diseases; 

(vii) appropriate treatment of common diseases and injuries; 

(viii) provision of essentia'l drugs. 

People in the industrialised world, however, tend to claim that 

as these eight elements are already present in their countries, 

the issue of primary health care is not really relevant to them. 

But, Dr. Kapriol argues, and many people agree with him, that 

1. Director of the Regional Office for Europe of WHO. 
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primary health care ~ necessary in the 'industrialised part of 

the world. He points out that: "Although the primary health 

care approach in Europe is different from that envisaged for 

the developing world, the Declaration of Alma-Ata .. identifies 

several principles that apply equally to both developed and 

developing countries: 

(a) health care should be related to the needs of the 

population; 

(b) consumers should participate, individually and collectively, 

in the planning and implementation of health care; 

(c) the fullest use must be made of available reSOUrces; and 

(d) primary health care is not an isolated approach but .the 

most local part of a comprehensive health system." 

(Kapr-io, 1979. p.v) 

Why Primary Health Care, and Why Now? 

It may be argued that these ideas are not really new, that we 

already do many of the things Dr. Kaprio suggests. Let me 

begin my response by pointing to some statistics for the 

European region. 

Infant mortality rates have fallen. (In Ireland, for example, 

the rate in 1976 was 14.6; by 1981 it had fallen to 10.6.) 

Life expectancy has risen dramatically. Tuberculosis is no 

longer a major killer, neither is rheumatic heart disease. 

Young women do not die of puerperal sepsis, nor do young men 

die of farm accidents very often any more. And I could go on 

to note many other improvements in age and sex specific 

mortality rates. 

How have these improvements come about? Scientific and medical 

technology have brought antibiotics, vaccinations, improved 

diagnosis. treatment and control of diseases, and new and 

improved surgical techniques. Industrialised countries now 

have maternal and child health programmes, occupational health 
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programmes, and access to essential drugs. Socioeconomic 

developments have contributed to better housing conditions and 

sanitation, ready access to clean water, and improved avail-

ability and quality of food. There has been a rise in per 

capita income, and educational standards have improved. 

perhaps in this list of achievements you will recognise the 

eight essential elements of primary health care mentioned 

earlier. So, in many respects, it can be claimed that the 

industrialised countries have already achieved the major world-

wide objectives of primary health care. At the same time, 

however, we need to look at some of the other changes that 

have o'ccurred in these countries wi thin the last half century 

in order to understand that perhaps some of the other components 

of primary health care need tOo be strengthened in them. Family 

structure has changed, and the whole shape of society is differ-

To find> -work people" often move far away from where they 

were born. Children move away from their parents. Grandparents 

live alone. Single parent families are no longer uncommon, and 

in most of the industrialised countries there are significant 

immigrant and migrant populations. In Ireland, there has been a 

rather rapid transition from a predominantly agricultural economy 

to an industry and service-oriented one. Almost a third of the 

Irish population lives in and around Dublin. The country has a 

very high dependency ratio and quite a number of middle-aged 

people who never married and who live alone. As in other 

industrialised countries many people, especially the young, are 

unemployed. Alcoholism, glue sniffing, drug abuse and violence 

are on the increase. 

At the same time, our understanding of what health is, and what 

it means to be healthy, has changed. We have altered our 

expectations of what nurses and doctors should do for us; when 

we should take medications; wher.e we should die; where we should 

be born. While we have an increased life expectancy. urbanis

ation and industrialisation, in their turn, have contributed to 

the development of new risks and new patterns of disease. In 

this WHO Region, the three leading causes of death between the 
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ages of forty-five and sixty-four are cancer, coronary heart· 

diseasci and ~ccidents. In the fifteen to twenty-four age 

group, accidents (mostly motor vehicle accidents), poisoning' 

and violence are the main causes of death n·mo, 1981). 

Life expectancy has increased - yes - but what of the quality 

of life? What kinds of new illness and disability do people 

now have to live with? What of the loneliness and isolation 

of the widowed, of the young person alone in a big city? 

What Has It Cost Us? 

Most industrialised countries now spend between 6-10% of their 

gross national product on health care. Of that, well over 50% 

is usually spent on hospital services (Leaf, 1984). And y"et, 

the demand for care continues unabated. Many countries have 

begun to see that in spite of very large expenditure, numerous 

health personnel, and high hospital bed to population ratios, 

there are still many people without access to medical care. 

~uch more serious is the evidence that despite good national 

statistics, differences in health status between social classes 

are either remaining the same or increasing. Nationwide in 

Sweden, for example, the proportion of people with impaired 

mObility declined between 1968 and 1974. But the biggest. drop 

occurred in social class 1, and there was. in fact, a rise in 

the number of people with impaired mobility in social class V 

(Dahlgren, 19~3). In Ireland, as in other industrialised 

countries, there are social class gradients for infant mortality, 

life expectancy, morbidity, choice of life style or use of 

preventive services. Infant mortality rates among travelling 

people are very high, and 1 ife expectancy 'at bi rth is for them 

much lower than for the rest of the population (Travelling 

People Review Body, 1983). 

A recent study which looked at mortality from causes considered 

to be amenable to medical intervention - meaning treatment 

rather than prevention - found considerable variation in 
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mortality rates between ninety-eight area health authorities 

England and Wales after adjustments were made for social 

factors (Charlton et a1, 1983). In other words. not only are 

in 

there social class differences, but there are also geographical 

differences in health status and use of services. 

I have referred to some of the financial costs. but there are 

emotional and social costs as well. In addition to those 

already referred to - loneliness, isolation - there is the fact 

that we have become alienated or separated from many of the 

processes involved in health care. We have become much less 

involved in decision-making. not only for ourselves, but for 

the communities and countries in which we live. This is 

epitomized by the fact that we often talk of patients, clients 

or statistics, and forget about people. 

Can We Afford To Continue Existing Patterns? 

The medically oriented care that we give is very good; it is 

also very expensive. Figure I is a simplified graph of expend-

iture on health care - the J, or U, curve showir.g that in a 

highly technically or medically oriented health care system, 

per capita expenditures on the very young and the very old are 

high. 

Figure I: Relationship between Health Expenditure and Age 

Expenditure 

Age 

1 

I 

.' 
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Ireland's over sixty-five population is relatively small at 

present, but that will change. of course. More important in 

terms of expense now, is the cost of health care for the below 

sixty-fives. Maybe a little bump should be put into the middle 

of the U curve to reflect the realisation that all age groups 

are entitled to comprehensive health care: this could be called 

the 'W' curve of health expenditure - because of its shape - as 

shown in Figure 2. 

Figure 2: Proposed 'W' Curve of Health Expenditure 

Expenditure 

Age 

Reference has a~ready been made to differences between social 

classes I and V, and between different areas of a country in 

rela~ion to health status and use of services: what are the 

long-term implications of these differences? In Ireland, lower 

income groups do have priority in the delivery of publicly

funded services and do, in fact, use general practitioner 

services more than any other group. But the question still has 

to be asked - is medical care alone always the solution? 

Medical technology can do a lot for musculo-skeletal problems, 
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chronic skin disorders and so on. Medical Lechno!ogy can treat 

the victims of car accidents, and it has a partial answer to 

lung cancer and a solution sometimes to heart disease. It can 

treat the diseases of childhood. But medical technology alone 

cannot make sure that all children get the vaccinations they 

need. Neither can it on its own ensure that all women have 

access to prenatal care. In fact, medical technology - and by 

that I mean also the people who work within the medical system

simply cannot provide all the answers. 

If I have become very medical 1n my examples it is for a 

purpose: I want to highlight the medical conditions for which 

our health system can provide some answers so that you may 

reflect on how incapable that health system is, or has been, 

of preventing those very same medical conditions, or of coping 

with them once they have reached a certain poin~. FOL example, 

what do --we d6- abou-t the situation of the middle-aged man, or 

woman,who gets a stroke and who goes on to live another ten, 

or even twenty, years par,tially paralysed, unable to care for 

him or herself properly. unable perhaps to get to the shops, 

or to visit friends and family? What do we do about the 

fifteen year old who has a serious motor accident and becomes 

paralysed? -What do we do about people who smoke or drink too 

much - are we sufficiently concerned to learn why they do so? 

And what do we do about all those things which contribute to 

.health status: nutrltion, emotional outlook, sense of physical 

.... 'ellbeing, where we live and work, the amount of physical 

exercise we get, our relationships with our families, our 

sense of. communi ty involvement? 

How do we try to answer these kinds of questions? There are 

two possible approaches, I suggest. We could spend more on 

health care, though I think you will agree that that really is 

not the answer - even if we could afford to spend more than we 

already do.-

The second approach would be to become more efficient, imagin-
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ative and flexible with the money and the resources that we do 

have, and to develop new ways of solving old problems? No one 

can give a specific answer as to how to do these th.ings. But 

each of us, each community, each country, has to take part in 

finding the answer, and that is really what primary health care 

is all about. 

Rather simplistically. this means drawing up some sort of 

be-lance sheet. On the resources side can be included ideas, 

money. personnel, buildings, communi ty groups, voluntary 

organisations. self-help groups and so on; on the needs side 

can be listed the traditional medical conditions. But the 

health care system must also include prevention, health 

promotion. cure, rehabilitation and support services. What 

those services must be, and the balance between them, will vary 

from community to community, and from country to country. 

The Conference on Primary Health Care in Industrialised 

Countries (Bordeaux, France, November 1983) was held to assess 

the progress which these countries have made in identifying 

their changing health care needs, and in implementing the 

concepts put forth at Alma-Ata (WHO, 1984). Each of them has 

a very different looking balance sheet and each of them has a 

very unique approach to primary health care. Naturally, none 

of their experiences has been exactly like Ireland's, but none 

of the challenges facing them is entirely unlike those faCing 

Ireland either. 

Primary Health Care In Industrialised Countries 

Each country represented at the Bordeaux· Conference described 

only one situation out of many to illustrate how it had 

identified priority areas and developed strategies, but the 

collective experiences of the countries very effectively showed 

primary health care to be a philosophy, "a strategy. a level of 

intervention and a set of activities - as I have already 

suggested is implied in the Alma-Ata definition. For that 
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reason, therefore, I have chosen to use some of the projects 

described at the Conference as examples of programmes that 

would be appropriate for use in industri'ali"sed countries 

generally. I have deliberately avoided· using names, less to 

preserve anonymity than to underscore the fact that we all face 

similar challenges, though our responses may well be somewhat 

different; 

O~e country felt that improving eating habits would positively 

influence general health status and wellbeing. In addi ticn to 

addressing national issues, its new food and nutrition policy 

followed the 1974 World Food Conference guidelines, thereby 

reflecting an awareness of global ptiorities as well. 

Another country, realising over twelve years ago that approx

imately 90% of its public e~p~_nc1.i tur,e __ ori. ,health was-on 

speci-a"li'sed hospital services and that primary health care was 

not being given much support at national level, passed a 

primary health care act, which allocated much more to the 

primary level. integrated primary health care services and 

coordinated them with the other two sectors. Today, that 

country's health statistics still rank among the best in 

Europe, and total health care costs remain quite stable at 

about 6.5% of GNP. 

In yet another country the way in which health and social 

services were organised", and the virtual disappearance of the 

extended family. contributed to a rise in the number of old 

people who were ending their days in hospital. The government 

has now adopted a two-pronged approach to improving the 

situation. First, health professionals are being trained in 

the proper care of old people; conditions in nursing homes 

are being improved; and there is support for the development 

of rehabilitation programmes and for the coordination of health 

and social services. Second. because most old people really 

would prefer to stay in their own homes, if possible, the 

creation of home support programmes and short-term treatment 

facilities has been given top priority. 
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A description was given by another country of the evolution of 

solo medical practices into a community health centre. Several 

young physicians had felt that an impoverished area in one of 

their larger cities. where more than 30% of the population were 

over sixty-five years, and over 10% were immigr3nts, would 

benefit from an integrated and community-based approach to 

providing health care. Nurses, doctors, physiotherapists, 

dieticians, social workers and an educator now combine forces 

to provide comprehensive health care - including psychological 

and social as well as medical services. 

Other countries, recognising that urbanisation, sedentary life 

styles and pollution seem to be posing new health risKs, have 

shifted financial and manpower resources from programmes where 

goals have already been achieved to areas needing more support. 

For example, the number of yearly medical examinations given to 

school children has been decreased so that dental or develop

mental screening programmes can be set up instead. An increased 

awareness of the social and economic consequences of worksite 

accidents has led to the establishment or strengthening of 

occupational health programmes. Despite strong resistance from 

industry, most governments are trying to lower the consumption 

of alcohol and tobacco. Seat belt laws and lower speed limits 

have been introduced and have resulted in lower road accident 

tolls. 

In relation to strategy, a number of approaches can be discerned. 

Some countries have enacted legislation completely reforming 

their health care systems., allocation of resources and training 

of personnel. In many instances, increased emphasis is being 

placed on decentralising responsibility for developing and main-

taining health services. Horizontally organised programmes have 

begun to replace vertical ones since this seems to facilitate 

planning and management. Income incentives have been used to 

encourage primary health care personnel to settle in under

served areas. In some instances, new graduates will not be 

given a licence to practice in areas with high personnel to 

population ratios. Preferential payment has been attempted in 
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an effort to stimulate entry into under-represented fields, 

especially those providing prlmary care. Retraining programmes 

have been undertaken for nurses and other professionals who 

want to move from secondary and tertiary institutions in order 

to work in primary care settings. Undergraduate programmes now 

spend a great deal more teaching time on primary health care. 

Overall, 'much more attention is now being paid to life styles 

and the importance of health promotion and disease prevention. 

There is increased recognition of the roles that midwives, 

?ocial workers, physiotherapists, chiropodists, pharmacists and 

other health personnel can play in primary health care. 

Individual; family and conununity participation in planning and 

delivery of primary health care is increasing. A few experi-

ments in shifting financial resources from ~~e. ,type of, service 

to another have b~eD ,tried-- for" example, increasing support to 

families'who keep their elderly or sick at home. reimbursing 

nurses for services performed in the community rather than in 

institutional settings. 

Many more ,examples could be gi ven~ . At this point, however, I 

would like to make a comment in relation to primary health care 

being viewed as one way to control the ever-rising costs of 

'health care. In the early stages of implementing primary health 

care it is not always evident that overall expenditures are 

being. or will be, lowered. Costs to train and retrain profes-

sionals; build health centres; provide home services, including 

portable machinery; or establish new programmes are high. Few 

governments have been able to reduce their health bUdgets. but 

several have been able to slow down significantly increases in 

health spending by introdUCing primary care services. 

In 1980, the WHO European Regional Committee approved a Regional 

Strategy for attaining health for all. Three main elements were 

identified: 

the promotion of life styles conducive to health; 

.the redUction of preventable conQitions; and 

1 

1 , , , , 
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the reorientation of the health care system to cover the 

whole. population (WHO, 1982). 

These objectives call for a significant reorganisation of. the 

health care systems of most industrialised countries but the 

infrastructure for it is there, and so is the will. The role 

of the WHO is to support member states in their efforts - of 

which strengthening pril,lary health care is a major component. 

Now, WHO/EURO is involved in the very difficult process of 

developing targets in support of the Regional Strategy. 

Conclusion 

I am aware that I have spoken from a very medical perspective 

but. in this Region, medicine is a very important part of the 

total health care system. 

three points very clear. 

Still, I hope that I have made 

First, financial and other costs are forcing us to consider 

o'rganising heal th services in new ways. Second, traditional 

approaches cannot meet all the needs of industrialised 

societies. Third, health is not the concern of health profes

sionals only: it is increasingly obvious that the contributions 

of lay people, professionals from other sectors, politicians 

and planners are required if the goal of 'Health for All' is 

to be achieved by the year 2000. 
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NEW POSSIBILITIES IN HEALTH AND SOCIAL CARE 

ROBBIE GILLIGAN 

The title of my paper is, to say the least, a rather broad one 

and ~o I have decided to confine myself in a number of respects. 

Firstly, I am not going to talk about medical or acute care: I 

am not medically qualified and, in any case, this Conference 

stems from a concern for the needs of those who are dependent 

in a chronic rather than an acute wayan health and social care 

services. Secondly, I am not going to focus on the scope for 

improvement in the operation of large-scale institutional care 

I have not worked in, or for, large institutions. However, 

I have worked in the community care programmes of two health 

boards, and for a national organisation very active at local 

level, and so the focus of my attention will be on community 

care services. I wil·l be arguing that despite the evidence 

here and elsewhere of the considerable potential of such 

services, not enough attention is being given to developing 

them. 

In making my case, I will seek to show how the ne"eds of five 

groups who are chronically and unambiguously dependent on health 

and social services mi"ght be more fully and appropriately met in 

a revamped system of community care. These five groups are the 

mentally handicapped, the physically disabled, the psychiatric

ally ill, the elderly, and socially de£)rived children and young 

people. In sketching out possible new approaches, I will not be 
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indulging in some kind of personal utopian fantasy or some kind 

of health care science fiction. I will actually be drawi~g on 

examples from schemes, projects, and services which are already 

in operation, whether on a modest or wider scale, either here 

or abroad. I have chosen schemes which seem administratively, 

economically and therapeutically viable. 

In the framework of community care which I envisage for these 

five groups, I see four levels at which care may occur. Each 

of these levels reflects two core assumptions from which my 

thinking proceeds: the first is that the normal living arrange

ment in our society is within a family or domestic household 

and, following from this, the second, that people who a~e 

chronically dependent are likely to feel stigmatised if their 

living arrangements are significantly different from the norm. 

This stigma is likely .. to_ compound and aggravate-their original 

health-and social care problems. The orientation of health 

and social care provision then, I am arguing, must be to preserve 

opportunities for o~dinary domestic living, or recreate them for 

those for whom such arrangements have broken doWn. A fully 

funct~oning system of community care should have available a 

repertoire of options to offer a person in need of chronic care. 

The four levels of care which give expression to this value of 

ordinary domestic living are: 

(i) living in or with one's own··family. 

(ii) living alone; 

(iii) living in someone else's family, i.e. a non-relative's 

family; 

(iv) living in some kind of group living arrangement, i.e. 

in a group of non-relatives. 

The task of community care services then is to provide and 

maintain the supports and assistance necessary so that these 

living arrangements remain feasible and tolerable, both for 

the person being cared for and those around him or her·. 

-, 
• 
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In the next section of this paper I will look at different 

examples of practice at the four levels of community care ,which 

are already meeting the chronic health and social care needs of 

the five groups I have selected. 

I will take each of these levels in tUrn and explore schemes 

and projects which ~ave been developed to support community 

care of this kind. 

Four Levels of Care in the Community 

Caring for someone who is chronically dependent usually involves 

considerable personal sacrifice and may provoke a good deal of 

stress over time (Equal Opportunities Commission, 1)80). That 

stress needs a safe release if it is not to damage the person 

being cared for or the carer. We may see the worst effects of 

stress that has become unbearable when children are battered. 

But the literature also refers to 'granny bashing' (Renvoize, 

1979). The strain of single-handedly bathing, toileting, feed

ing and pacifying a cranky, senile and doubly-incontinent eighty 

year old parent should not be underestimated, especially if you 

are, as is not unlikely, sixty and suffering from rheumatoid 

arthritis. Similarly the stress of caring for a physically dis-

abled or mentally handicapped child or young person may place 

great strain on a marriage or, indeed, affect the care of other 

children in a family.l The message here may seem ~aunting, but 

is not necessarily pessimistic. I suggest that families want to 

care for their loved ones, that parents want to be good parents, 

that adult children are willing to care for aged parents, so 

long as the personal costs involved in this caring are not 

prohibitive. 

The challenge then for policy makers and profeSSionals is to 

1. For a sensitive account of these issues, see Featherstone 

(1980) . 
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provide the supports which minimise the sense of burden and 

maximise morale among carers. Financial supports are important. 

The ludicrously anomalous and inadequate nature of the prescribed 

relative allowance has been highlighted recently (Koonan. 1983). 

Full-time carers must get financial assistance fro~ the State 

commensurate with their contribution to society and the savings 

their caring effects for the Exchequer. 

Full-time carers need support in other forms: the opportunity 

to 'sound-off' with others in a similar position; the possibil

ity of having a respite period during the day, through the 

provision of a day-care centre or service for the person for 

whom they care; or through 'babysitting' services; or the 

possibility of a longer period of respite care 

holiday break for the dependent member, and so 

by way 
1 on. 

of a 

-Th~e absence of such supports may hasten the breakdown of the 

caring arrangement by the family and may consign the person 

cared for to long-term institutional care at considerable 

economic and human cost.
2 

In order to show that there are concrete possibilities in this 

area, I will describe a number of model schemes already in 

existence. 

In the case of children, there are many interesting examples: 

the support of expectant and new parents; the use of .homemakers 

and family aides; the use of volunteers; of self-help and support 

groups; of specialised day care - including day fostering; the 

development of t"esource centres for the use of families at times 

of crisis or as a source of more general and routine support. 

Initiatives to support expectant and new parents are an impot"t

ant development. They reflect a welcome and growing appreciation 

1. See "Examples of New Initiatives to Support Carers", Appendix 
in Equal Opportunities Commission (1982). 

2. See Gilligan (1981) for discussion of evidence of lack of 
appropriate community supports -for old people. 
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among pLofessionals that not all new parents are uniformly 

well-equipped for the exacting demands of their new role and 

that the capacity for good parenting is not biologically deter-

mined or guaranteed. The development of ante-natal classes in 

many maternity hospitals is certainly welcome, but it would be 

interesting to establish how complete, or representative, 

attendance at these classes 15, and how valuable participants 

find them. and why. ,The work of the ISPCC Family Centre in 

Darndale,which runs support groups for pregnant women from the 

sixth month of pregnancy to two months after the child is 

delivered. seems to set an important headline for the deve19pment 

of such services in the future (ISPCC, 1981). The scope for 

more work with groups of new parents seems unlimited and this 

18 a promislng area for the development of services by public 

health nurses. The British t:ealth visitor has already adopted 

such an approach through involvement in post-natal work with 

mothers and support for mother and toddler groups (Hiskins, 

1981, Jones, 1981). 

Homemakers are widely used in the United States l and ~here are 

instances of their use in some community care areas here - for 

example in the Western and Southern Health Boards. Family aides 

are common in the United Kingdom, and there is an interesting 

scheme using local women helping local families in North and 

West Belfast, operated by the Belfast Voluntary Welfare Service 

(Draper. 1980). The SCOPE project in Southampton, Which is 

designed to relieve the stress and loneliness of rearing 

children in the anonymity of a modern housing estate, is an 

inspiring example of the value of support groups on a self-help 

baSis with professional back-up (Poulton, 1982). 

The Home-Start scheme, initiated in Leicester, and now developing 

elsewhere, illustrates the contribution that selected volunteers 

can make to meeting the needs of vulnerable children and their 

families (Van der Eyl~en, 1982). The day fostering scheme 

1. See various articles in Maybanks and Bryce (1979), and 
Kadushin (1980). 

2. See, for example, the Avon Home Aide Scheme, described in 
Dowling. (1983). 
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initiated by the Eastern Health Board is an imaginative use of 

selected local resource families fcr the benefit of local 

children who might otherwise have to be taken into care (Roche. 

1982) . 

Resource centres seem likely to prove an essential element of 

support services to families in the future: evidence of the value 

of existing centres is very encouraging (Nic GiolIa Choille. 

:983: Phelan. 1983; Adamson and Warren, 19831. They can provide 

a wide range of services, facilities and supports - for example. 

group work, day care, toy library, personal develop~ent, 

counselling. 

'Babysitting' schemes. such as that operated by St. Vincent's 

Mental Handicap Centre in Dublin, or "=.t'!§! ,res pi te-care- family 

pla_c~~nt scheme ,- Break- Away-: -operated by Dublin mental handicap 

agencies (Walsh, 1983) are two examples of support to families 

caring for mentally handicapped members. 'Portage' type schemes, 

which provide guidelines to parents on the use of a behaviour 

modification programme tailored to aid their child's development, 

seem to have considerable potential (Hanvey, 1981). Suppcrt 

groups, or one-ta-one contact with the parents of similar 

children at the point of a couple's discovery of their child's 

handicap, or subsequently, can be of invaluable moral and 

practical support to parents (Earrison, 1982). 

In the case of the psychiatrically ilL, the value of day care 

to the patients' family has been confirmed by a Dublin research 

project (Byrne, O'Connor and Fahy, 1974), and the therapeutic 

value of educational groups for the families of young 

schizophrenics has been confirmed by recent research abroad 

(Berkowitz et aI, 1981). 

Reg~rding the elderly, a number of British studies confirm the 

value to relatives of the availability of day_care provision 

for old people (Chrisholm and Fletcher, 1979:-Mendel, 1979; 

Brocklehurst and Tucker, 1980). It relieves pressure, permits 

attention to other routine chores, and boosts the morale of 

the carer and the person cared for. In rural areas in Britain, 
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mobile day-care facilities as used in Sunderland and West 

Dorset are of interest (Kaim-Caudle. 1977; Shires. 1977). 

Respite care arrangements in residential care or short-term 

fostering are also important (see, for example, Newton, 1979) 

The Care Attendant Scheme operated by the Irish Wheelchair 

Association (Faughnan, 1983) and the British Crossroads Cere 

Attendant Scheme (Oliver. 1983) are two examples of relief 

support being made available to the full-time carers of a 

physically disabled family member. The work of Stone House, 

an informal style community centre for disabled people in 

Northan~tonshire. represents another possible example of support 

to families who care for disabled members (Tuckey and Tuckey. 

1981). Playg:-cups for physically disabled children may be as 

important for the parent as for the children: the work of the 

ISPCC in Galway is an example of this (ISPCC. 1980). 

The next level of care is that of supporting vulnerable people 

in their own homes when they live alone. The support may take 

various forms: financial assistance if, as is likely. their 

vulnerability excludes them from the labour force: assistance 

with the selection or modification of accommodation: regular 

practical help with daily living routine. 

We know that old people are capable of living alone, whether 

they do so through choice or fate; it may be possible for 

certain chronically, psychiatrically ill people also to live 

alone (see Edwards and Carter. 1979). 

Young people who have grown up in care have to find a new living 

arrangement for themselves when the time comes for them to leave 

residential care. The British experience suggests that, given 

support, many of them are capable of managing independent living 

(Robinson, 1983). 

In certain favourable circumstances the physically disabled also 
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may be able to live by themselves (Shearer. 1983). 

In all cases a key ~recondition is the suitability of the 

housing accommodation: design. accessibility, rental charges. 

warden support and so on may mean the difference between the 

viability or otherwise of a particular living arrangement. 

This highlights the special dependence of community care - if 

it is to be effective - on other services such as housing or, 

as mentioned earlier, income maintenance. While these may be 

largely outside the administrative orbit of the health and 

social services, they must be within its ambit of concern if 

community care is to become a reality in individual cases. l 

The delivery of the necessary care and support to dependent or 

vulnerable people presents a special challenge for community 

care services - not least in regard .to care of -the elderly. 

An impressively well-researched and thought through scheme in 

Kent has used 'volunteers'. who revei ve a mode!=;t remunerat.l0'1. 

to assist old people in need in their own homes (Challis and 

Davies. 1980 ; Goldberg and Connelly. 1982) _ The scheme. organ-

ised by three soci a1 workers. has a budget of two-thirds the 

cost of residential care per person helped and has. over twelve 

months. pr-oduced outcomes in the experimental group more favour-

able than those of a carefully matched control group. The French 

use an interesting scheme which guarantees hospital standard care 

for a time-limited period to old people iil at home in order to 

prevent their admission on an ir.patient basis (Clarke. 1974; 

Cang, 1976-77; Clarke, 1979)_ 

Day hospitals and day centres both have an important role to play 

in securing the welfare of old people living in their own homes.
2 

Good neighbour schemes. as in Kilkenny; street warden schemes: 

home help services: active retirement associations. such as 

1. The special scheme administered by the health boards to 
assist in the repair of old people's dwellings is a good 
example of this. 

2. For a comprehensive review of the British literature on day_ 
care services see Goldberg and Connelly (1982). 
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that in Dun Laoghaire: all have an important contribution to 

make to the health, welfare, and morale of old people (Kennedy. 

1981; Abrams et a:", 1~78; Goldberg and Connelly, 1978). 

In the case of young people newly out of care, various schemes 

have been devised in Britain which could be considered for 

emulation here. not least the Barnardo's 16+ Project which 

tries to provide an individual package for each young person 

from a versatile range of options (Sayer et ~l. 1962). 

For the phYSically disabled. the de-institutionalisation move

~ent has given rise to the use of attendant schemes which make 

independent living possible for otherwise very dependent dis

abled people (see Oliver, 1983: Crewe and Z01a. 1983). Clearly 

adaptations and modifications in housing design are also 

important preconditions. 

In the case of the psychiatrically' ill, social work and nursing 

support may make independent living a possibility (Hudson. 1982: 

Wing and Olsen. 1979). Similarly people who are not seriously 

mentally handicapped may achieve independent living if they have 

an adequate range of supports - for instance, through day care, 

social outlets and counselling. 

The third level is a living arrangement that entails what is 

known as boarding out or fostering. There is a fairly long 

tradition of the boarding out of children in this country 

(Robins, 1980), but its application in response to other 

categories of need has not been so widely contemplated. Yet 

there are clear grounds for a much more ambitious use of this 

form of community care. In the case of children, those with 

complicated medical and social histories were, until recently, 

ruled unsuitable fqr fostering. Belief that such children could 

not be fostered has now been proved erroneous and there is 

evidence from abroad of mentally ~andicapped, physically disabled, 
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and even delinquent older children enjoying successful periods 

of foster care and. also, of their being suitable for adoption. 

Unfortunately, in Ireland, the failure to reform the adoption 

laws has deprived a significant minority of children, some of 

whom are disabled, of a secure upbringing in a permanent family 

home (Federation of Services for Unmarried Parents and Their 

Children, 1978). 

As I already pointed out, the use of fostering need not be 

confined to children. Provision for the boarding out of 

psychiatrically ill people was made as long ago as 1945 - in 

the Mental Treatment Act of that year - but I am not aware of 

any such scheme in operation although Dr. John Owens, Clinical 

Director in St. Davnet's Hospital, Monaghan, is about to launch 

one in the catchment area of the services for which he is 

responsible. There have been schemes '£or- some time in Norway 

"and' Hoiland (Wing, 1957) and, more recently, in the united 

Kingdom (Anstee. 1978; Olsen.' 1976; smith. 1975: Smith 1979). 

The benefits resulting from such schemes seem to more than 

justify these developments. 

In the case of the elderly in Ireland, three health boards have 
1 

proviSion for the boarding out of old people In the United 

Kingdom there are at least thirty-six such schemes, the majority 

devoted to short-term placement, but in some, long-ter-m care is 

being attempted (Thornton and Moore, 1980). 

In the field of mental handicap, fostering can be used on a 

short-term or long-term basis with both children. and adults. 

The Break Away Scheme, in Dublin, illustrates the favourable 

outcome that can ensue from respite care arrangements effected 

through placement in non-relative families. The social workers 

involved in the scheme see family placement as having a 

versatile role in the care of mentally handicapped adults ar-d 

children, including the possible linking of a foster family 

to a resident in long-term care who might spend occasional 

1. See Dail Debates, Vol.347, No.6, January 31 1984. The 
weekly payments are extremely ~odest and unlikely at the 
lower rate to prove attractive: the rates vary from £5-£20 
per week. 
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peeiads with the family (\-Jalsh, 1983). The work of the Parents 

for Children agency in the United Kingdom (Sawbridge, 1983) and 

Spalding for Children in the United States (Donley, 1975) 

demonstrates the scope for placement of mentally handicapped 

children in long-term Eoster care or, even, for adoption. In 

the United Kingdom, Nottingham Social Services Department have 

just embarked upon a scheme for the boarding out of mentally 

handicapped adults (sec Commur.1J:.j"_Care, 1 ~1arch 1984, p. 7). 

There have been impressive results too in the use of fostering 

for quite disturbed and delinquent adolescents in the United 

Kingdom. West Germany, Sweden. Canada and the United States 

(Hazel. 1981). 

The final level of care is group living arrangements in, for 

example, a group home or a hostel which can be staffed or 

unstaffed. Such centres may be situated near the residents' 

communi ty of origin or at a distance from it. They 'may provide 

long-term or short-term accommodation, and are likely to be 

characterised by an informal and non-medical atmosphere. 

This kind of group living occurs usually in non-purpose built 

accommodation which replicates households of the kind common-

place in the locality. It can be considered a part of community 

care since it avoids, it is hoped, the large-scale and 

institutionalised nature of more traditional residential. 

hospital or institutional settings. Group living in the 

reSidents' locality ha~ been successful for children in care, 

for elderly people and for mentally handicapped adults. 

Unstaffed accommodation. that is. where no staff actually live 

on the premises. has proven viable with young adults who have 

grown up in care, with mentally handicapped adults, and with 

chronic psychiatric patients. This form of group living is 

attractive on at least two counts: it is cheaper and it minimises 
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the difference between the group household and others in the 

locality. 

However, such group households will only survive if given the 

right level of support. Swedish mental handicap policy widely 

promotes schemes for detached group living. with residents in 

suitable flats supported b~ a central staffed unit (see Race 

and Race. 1979). Briti3h schemes support, through social work 

and home help services. groups of carefully blended mentally 

handicapped adults (Malin, 1982). 

In the psychiatric field - where unstaffed settings seem to have 

first emerged - there is a long and relatively successful 

tradition of this form of provision (Ryan, 1979). In Ireland 

this type of group living does not seem as fully dev~!oped _as 

it might be, though in some parts of tne country there is wide 

use"of such -fa~iiities.l The literature suggests a certain 

caution about the long-term possibilities which group living 

offers for the psychiatrically ill. It does seem, however, 

that the worst symptoms of psychiatric illness and consequent 

institutionalisation can be alleviated by enthusiastic and 

competent staff whether on a peripatetic or residential basis 

(Ryan, 1979), 

Group living in the residents' own neighbourhood clearly has many 

attractions. The Soci.ety of St. Vincent de Paul and the Tabor 

Society in inner city Dublin have undertaken provision of this 

kind for children in care (Gilligan 1982: Manning 1979). In 

Kilkerrin, East ,Galway, .the County Galway Association for the 

Mentally Handicapped has adapted and staffed a sr:12.11 unit for the 

use of residents from the locality. A group living scheme for 

the elderly in Grainguecullen, Co. Carlow provides an alternative 

to residential care thirty miles away (see "Parish Home for the 

Elderly", 1984). On a larger scale the North-Western Health 

Board's community nursing units set a headline in this regard. 

1. See Department of Health (1983) for reference to twenty 
homes run under the auspices of St. Davnet's Hospital, 
Monaghan. 

I 
1 
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There can be other variations on the theme of group ·living, 

for example, mixing populations: a scheme in Cardiff has 

combined accomnodation for mentally handicapped adults and 

for university students., to obvious mutual advantage (Hanvey, 

1981l . 

In the caSe of young people leaving care, an unstaffed but 

carefully supported group living scheme, under the auspices of 

a special voluntary committee, is in operation in Warwickshire 

and seems to be proving successful (O'Sullivan, 1.984). 

Or course, these and other group living options are equally 

important for physically disabled people also (Tubridy, 1983). 

Key Issues in Developing Community Care 

In the light of the above overview of new, or nearly new, 

initiatives in community care for chronica-lly dependent groups, 

what questions are raised? If these initiatives can occur and 

succeed in one place why can they not be replicated? Is it 

caution, inertia, or cost, or some other factor or set of 

factors which inhibit~ such developments? 

There are, in my view, certain features which must be present 

if the kind of community care for which I have been arguing is 

to develop: these I will now look at under four headings. 

In relation to this point I suggest that: 

planning should not be seen as a specialist function, but 

should be an activity c.entral to all professional practice'; 

a commitment to planning should ackncwledge the primacy of 

adequate and holistic assessment. Where possible, this 

assessment should occur in situ for the person assessed so 

that the most reliable picture can be formed. Research from 

St. Brendan's Hospital highlights the impact of rigorous 
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assessment in achieving a major decrease in admissions of 

inappropriate cases (M!:Genriis et a1. 19B3); 

a commitment to planning entails a commitment to research. 

Professor Conor Ward (1981) has argued ccgently for the 

application of Irish social science research to policy and 

practice. Research is not a frill to titillate academics, 

it is a vital tool for shaping policy and ~ractice. 

(ii) Resources 

Obviously, a renewal of community care is dependent on resources. 

Perhaps cost might seem to be the ~0St obvious objection to my 

vision of community care. The sceptics may find ready refuge 

in the argument that money for it is not available: the health 

services are already in straitened circumstances, merely trying 

to maintain the ex~sting,_ level_of ser-vices-; not to m"Emfion 

developing new initiatives. Yet, I contend that cost is not 

necessarily a valid basis for objecting to the "introduction of 

the kinds of support I have suggested. These need not be 

extravagently expensive: indeed I would hold that in many 

instances they may be a good deal less costly than more 

traditional and institutionalised forms of care (see, for 

instance. Challis and Davies. 1980). 

I am not arguing for the downgrading of institutional care: I 

am asking for the extension of the range of. options ayailable 

to service users and providers when considering a response to 

a given or changing set of needs. Many of the options I have 

outlined make use of volunteers, of self-help, of unstaffed but 

supported residences. of foster care families, and so on. I am 

not trying to foist monetarist welfare restrictions on an 

already underdeveloped and depleted set of services. What I am 

seeking is the resources in terms of administrative imagination 

and professional skill to enable alternative forms of support 

to thrive and flourish. 

A fUrther point in relation to the scarcity of resources is 

that too often, in all sectors, new projects are conceived in 

terms of the physical plant they will require rather than the 
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programme and process they will facilitate. I suggest that 

human resources - staff cOmmitme~t and skill - are infinitely 

more important than physical resources in determining the impact 

of projects. The quality of human relationships between service 

users and providers determines service effectiveness: research 

in the area of counselling effectiveness and school effectiveness 

conii r~.:; this (Truax and Carkhuff. 1967; Rutter et a1, 1979). 

The practical lessons of this are: 

we must give greater priority to investment and planning in 

terms of personnel than heretofore: 

,",'e must give much more support to those full-time carers in 

the community who in 

in health and social 

many ways 
. 1 

serV1 ces 

bear a burden created by gaps 

To quote Yeats, "Too long a 

sacrifice can make a stone a'!: the heart"; 

we must also support those professional workers exposed to 

the raw pain and hurt emotions of people who are suffering. 

The Americans have coined the term 'burn-out' to connote the 

risk from stress experienced by workers who are bombarded 

relentlessly by the pain of human existence. The symptoms 

of 'burn-out' - depression, recurrent physical illness, anc 

plummeting staff morale - will emerge unless staff feel 

valued and supported. We think nothing of having personnel 

to service building~ - our physical resources: I suggest that 

we must also consider the need to service our hUman resources 

if we are concerned to maximise morale and thereby effective

ness (Mattingley. 1981; Street, 1981). Considering the amount 

of puolic money devoted to training and paying personnel, it 

seems folly to ignore this point. (In case I am misunder-

stood, ~atisfactory physical working conditions are also 

necessary for good staff morale) . 

1. I would contend that a community care policy founded. as at 
present, largely on the unpaid efforts of women at home is 
built on a very precarious base. It is vulnerable to demo
graphic changes - changes in the labour force, in family 
size, in social and geographical mobility, in marriage 
patterns. Community care must offer a wider framework and 
range of options easily available at local level. 
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For care services to be truly responsive to the 'consumers' 

those dependent on community care - I feel that: 

our services must espouse the principle of normalisation 

(Lishman, 1982) - that is, making sure ~hat the price of 

stigma for service users is not so high as to compound 

their original problem: we can do this by minimising the 

extent to which they become 'different' by virtue of their 

use of a service: 

the services must preserve and respect strengths and threads 
1 in the life of the person helped. The idea of developing 

residential care in residents' own neighbourhood is an 

excellent example of this kin-d of a~p.E0ach, -so too is· day 

fostering by !_Qcal_fami-lies o£ local chi Idren; and the 

nurt-uring and preserving of family and neighbourly ties for 

people who must live in residential settings (Gibson, 1984); 

services must have a developmental orientation. The lesson 

of the maxim "give a man a fish he eats today; teach a man 

to fish he eats forever", should be indelibly imprinted on 

the consciousness of all those with even the vaguest assoc

iation with health and social services:' we must engage 

service users as partners, as far as possible, in resolving 

their own and each other I 5 problems (P.olman., 1983). The 

remarkable growth and impact of self-help groups is one 
2 example of the value of a developmental approach. If, as 

is now being postulated, personal health depends on 

personal responsibility, then we must give (back) to people 

1. In the study by Power (1980) of old people living alone,the 
general resilience of old ?eople and their prefere~ce for 
remaining in their familiar surroundings is highlighted. 

2. I estimate there are over eighty self-help groups in the 
health and social field in this country. For a useful 
overview of the role of self-help groups see Levy (1982). 

I 
• , 
j 
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personal responsibility, authority and influence. l 

III regard to this final point. it seems to me that: 

services must be adaptable and flexlble; it is too easy for 

them to become rigid and unresponsive to changing need. 

For example. the needs on a brand new housing estate may be 

quite different to those in a fifteen or twenty-year old 

estate and, in the latter case, what was needed when the 

estate was built may not be needed now; 

services must operate predominantly from a family perspective: 

they should be delivered in, with, and for families; 

services should exploit the capacity of group membership to 

influence and alter behaViour. We know that groups can be 

used as a medium through which to impart information, raise 

morale. promote solidurity and motivate change. In the light 

of this, indiVidual casework by any kind of professional- with 

pregnant or new mothers, depressed or isolated people. 

alcoholics. etc. - now' seems less appropriate in terms of 

economy of effort and usefulness (Smith. Wood and Smale. 

1980; McCaughan. 1980); 

community care policy and services must acknowledge their 

interdependence with housing, employment and income main

tenance policies and services and, therefore, must engage 

in dialogue with, and seek to influence and promote. these 

other services; 

there must be a multidisciplinary approach if initiatives. 

such as those I have outlined. are to operate effectively. 

There is still very great room for improvement in cooperation 

and communication between different disciplines at community 

care team level. Denying or glossing over such difficulties 

1. "People have the right and the duty to participate individually 
and collectively in the planning and implementation of their 
health care. Consequently. community involvement in shaping 
its own health and socia-economic future, "including mass 
involvement of women, men and youth. is a key factor in the 
strategy." (WHO. 1981, para.9 (3). p.34) 
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will not make them go away. 

Finally in relation to the organisation of services, I would 

like to present what is a personal. and possibly minority, view 

on the McKinsey inspired programmes through which the health 

serVlces are now organised. 

I have felt for some time that the arbitrary diVIsion of 

services between the various programmes is unhelpful. In the 

course of preparing this paper-, the point has ::ecor.;e even 

clearer for me. One of the biggest obstacles to change seems 

to me - an outsider to health board management - to be the 

boundaries between programmes. How can integrated planning 

for different categories of people occur when responses to 

their needs are quite arbitrarily divided bet~een~different-

programmes. For e~ample, chi-ld gufdance clinics, where they 

exist, -are a community service, yet they are not part of the 

Community Care Programme. Similarly, services to the mentally 

handicapped which should be more community crie~ted remain 

part of special hospital care. Residential care of the elderly 

may be found as part of anyone of three programmes. Is this 

really conducive to coherent and responsive planning? (Being 

an academic, I suppose I'm free to ask questions, but I also 

ask them as someone who has worked for two health boards.) 

Conclusion 

In this paper I have argued that community care is a concept 

which is not being fully fleshed out and applied in a.thought

through way in respect of the care of those five categories 

of people whose needs I have examined and who are chronically 

dependent on health and social services. I have called for 

the adoption of a framework which seeks to maximise the number 

of such dependent people who can live in ordinary families or 

households, preferably their own or, failing that, in one 

organised with the support of the relevant services. In either 

case, my contention is that a certain level of 'support tailored 
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to meet individual need will be required. 

I have described what I believe is an inspiring, if arbitrary, 

selection of practice from here and abroad - an exciting mosaic 

of possibilities that seem ripe for use or extension here 1n 

Ireland. I have argued that developing community care is not 

just a que~tion of finance. I have shown that there is an 

abundance of ideas. As to how development can take place, is 

there the imagination and will to use these so as to ralse the 

quality of life of the dependent groups? If we fail to respond 

to these needs through community care, does this not call into 

question the very idea of community care and our commitment to 

it? 
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IRISH HEALTH SERVICE EXPENDITURE: POLICY TREr;OS AND I~CE~JTIVES 

JM1ES RAFTERY* 

Expenditure Trends 

Irish total health service expenditure amounted to just over 9% 

of GNP in 1983, a figure exceeded by only a handful of other 

countries, all much wealthier than Ireland. Public expenditure 

on health services amounted to 8% of GKpl and the remaining. 1%2 

was accounted for by private expenditure. By contrast, public 

expenditure on health services in the seven major OECD countries 

was just over 5% (GECD Observer, p.4). 

This paper concentrates on public expenditure and examines trends 

over the period for which detailed data are available. Because 

of the concern with future directions in health policy, attention 

is devoted both to recent policy changes and to their effects on 

expenditure. Finally. the system is examined for the incentives 

it contains for encouraging usage and some suggestions for 

ch anges a re made. 

*The views expressed are the personal views of the author and 
do not reflect the views of the National Economic and Social 
Council. 

1. Derived from Revised Publi·c Servi·ces Estimates 1984. 

2. Derived from Household Budget' Survey 1980 i see also Raftery 
(1983) . 
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Public health service expenditure (current and capital) doubled 

as a percentage of GNP over the 19705, from around 4% in 1972 

to over 8.5% in 1981. As shown in Figure 1, growth occurred in 

two steps, the first in the 1973-75 period and the second in the 

period 1977-80. Expenditure was restrained between 1975 and 

1977 and since 1980, with a fall for the first time to 8.2% 

evident in 1983. The 1984 Estimates Volume projects a further 

fall to 7.7% of GNP in 1984. 

Figure I: Public· Health Service Expenditure (current and capital) as % GNP 
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The composition of Ireland's public (non-capital) expenditure 

on health services is illustrated in Figure 2. In 1983 the 

General Hospital Programme accounted for just over half the 

total, followed by the Community Health Programme (13%) and the 

Psychiatric Programme (12%). The Programme for the Handicapped 
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absorbed 10%, followed in turn by the Community Welfa~e 

Programme (8%) and the Community Protection Programme (2%) 

The General Support Programme, which includes administration, 

accounted for 5%. 

Figure 2: Composition of Current Public Heallh Service Expenditure, 1983 

Communily Protection 
Progranune (2%) 

Community 
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Expenditure on institutions, including that in the General 

Hospital and Psychiatric Programmes and the residential care 

for the mentally handicapped, amounted to just over 70% of 

'1 d' 1 non-caplta expen lture. 

The trends in expenditure by programme in constant 1983 

1. Derived from Revised Public Services Estimates 1984. 
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" 1 prlces are charted in Figure 3 and the data are provided in 

Appendix 1 {pp.93-4}. 

Figure 3: Trt!'nds in Heallh Service ExpendilUre by Programme (constant 1983 prices) 
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Real current expenditure levelled off in 1982 with little change 

in 1983 and a decline to 1980 levels is projected for 1984. It 

is apparent that the General Hospital Programme accounted for 

the bulk (just over 70%) of the increase in total non-capital 

1. Constant prices have been obtained by deflating expenditure 
by the implicit price index for net public current expend
iture. Use of this index shows current health service 
expenditure levelling off in 1982. The levelling off shown 
in Figure 1 referred to total public expenditure (current 
and capital) as a share of GNP, with a slightly different 
pattern as a result. 
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expenditure between 1977 and 1979. Expenditure on other 

programmes has changed very little over the period, with most 

exhibiting a slight upward trend, particularly the Programme 

for the Handicapped. The 1984 Estimates Volume, however, 

projects a fall in all programme expenditures of about 6% in 

real terms. This decline would be due largely to a 2.75% 

reduction in pay allocation in 1984 compared with 1983. In 

order to examine this projected decline, however. it is 

necessary to examine policy changes in particular programmes. 

Poli cy Changes 

The major policy changes in recent years have been in two sub

programmes - the General Practitioner Service (including pre

scribed drugs) and the Drug Subsidy Scheme (for persons not 

eligible under the General Practitioner Service). The result 

has been that real expenditure on the Community Health Service 

Programme declined in 1983 while expenditure on all other 

programmes increased slightly. Expenditure on these two sub

programmes is shown in Table 1. In current prices. expenditure 

on both schemes fell in 1983 and it is estimated that the 

decline in the Drug Subsidy Scheme will continue in 1984. 

Expressed in constant prices, expenditure on both schemes ,fell 

sharply in 1983 and is projected to continue to fall in 1984. 

Table 1: Expenditure on General Practitioner Services and 
Drug Subsidy Scheme 1981-1984 

1981 

1982 

1983 

1984 
(prOjected) 

C\lrrE!1t prices £m 

General Drug 
Practitioner Subsidy 
Scheme Scheme 

71.-1 

92.0 

88.6 

94.0 

10.8 

12.5 

8-.3 

6. J 

Cbnstant 1983 prices £m 

General 
Practitioner 
Scheme 

87.7 

99.4 

88.6 

86.8 

Drug 
Subsidy 
Scheme 

13.3 

13.6 

8.4 

5.7 

Source: Estimates for Public Services Volumes. 

Note: Deflated by the implicit price index of net current 
public expenditure. 
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The poltcy changes \,:hich led to these declines included: 

(i) restricting the list of prescribed drugs in the General 

Practitioner Scheme i~ 1983 (originally estimated savings 

of £7.5 million)~ 

(ii) restricting the number of students with Category 1 

eligibility in 1984 (estimated saving of £2.5 million) 

(iii) increases in the threshold beyond which the Drug Subsidy 

Scheme operates - from £16 to £23 per month in 1983, and 

to £28 per month in 1984 (estimated saving of £5 million 

in 1983). 

Commenting on the changes the National Economic and Social 

Council (1983) noted: "While it is difficult to assess fully 

the effects of restricting the list of GM5 drugs, the savings 

on the Drug Subsidy Sc..!:le.I!1e are. at .the expense of "the -higher 

i~cci~~ groups. The main potential area of savings in the 

health services, however, is the general hospital services 

where there has been little progress in recent years." (NESC, 

1983, p.37) 

Expenditure on the General Hospital Programme, in current and 

ronstant prices, is shown in Table 2. 

Table 2: Expenditure on General Hospital Programme 1981-1984 

Current prices Constant 1983 prices 

£m £m 

1981 458.4 558.7 

1982 507.7 548.5 

1983 558.1 558.1 

1984 577.8 525.3 

Source: Estimat"es' for Public Service Volumes ~ Statistical 
Information Relevant to the Health Services, 1983. 

r:eflator; /l.s Table 1. 
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The sheer size of the Programme is worth noting since it is 

the single largest item in public expenditure, at over 4% G~P 

in 1983. In constant prices. expenditure has shovm very 

little change between 1981 and 1983 but a sizeable drop of 

about 5% is estimated for 1984. 

One way of assessing Ireland's General Hospital Programme is to 

compare bed/population ratios across different countries, as 

has been done as part of a study for NESC (Raftery. 1983). 

Table 3. reproduced from the study. shows that by comparison 

with the United Kingdom group of countries. Ireland has a 

relatively high ratio for most types of hospital beds (with the 

notable exception of maternity beds per 1,000 births). In 

general, Ireland shares a relatively high provision of acute 

beds with Northern Ireland, while Scotland and Wales have less 

generous provisions ana England has the lowest ratio. Acute 

hospital beds are the major component of the General Hospital 

Programme and have very much higher current costs than other 

types of hospital beds. The same NESC study has shown that 

admission rates, by age group, to acute hospitals in Ireland 

are considerably higher than those in England and Wales. The 

evidence is, then, that Ireland has a relatively high proviSion 

of acute hospital beds and that these beas make possible high 

admission rates. 

One of the means by which the De~artment of Health has attempted 

to curb net public expenditure in the general hospitals has been 

by increasing charges on private' and serrii-private accommodation. 

Charges have been almost doubled between December 1981 and 

January 1984. The result has been that incoIl!e has increased 

from 4% of gross expEnditure in 1981 to almost 6% in 1984 (see 

Table Al p. 93). These changes tJave led to increased VHI 

premiums which are in tUrn significantly financed by tax relief. 

estimated at £12 million in 1983-84 (NESC, 1983. Table 2.13, 

p. 73) • 
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Table 3: Occupied (1) Beds in Hospitals and ResiOential Centres, ~:urrbers 

per 1,000 ?opulation, L~ Countries and Ireland 1979 

England Wales Srotland Northern Ireland 
Ireland 

Acute specialties (2) 2.1 2.1 2.5 3.5 3.2 
(2.8) (3.1) (3.5) (4.2) (3.8) 

J'o\3temi t-y beds 
births (3) 

per 1.000 32 34 41 32 25 

Psyci1iatric illness, 3.1 3.1 4.7 3.8(7) 5.2 
ITEntal handicap. (4) (3.5) (3.4) (5.1) (4.6) 

Geriatric per 1,000 24.7 31. 3 30.7 33.3 39.5 
persons aged 65+. (5) 

other (6) 0.4 

'Ibtal beds per 1,000. 9.1- -10.3' 11.9 11. 4 (7) 13.5 
- "l=Opulati'Cii 

Source: NESC (1983), p.69. 

Notes: 

(~) 'Occupied' rather than' available' bed population ratios 
have been used because data on the. latter are not collected 
in all cases. The figures in brackets show ratios for 
'available' beds, where possible. 

(2) UK data from Regional Trends 1982, EMSO, Table 4.4. Ireland's 
data from Statistical Information Relevant to the Health 
Services 1981, Table Gl, excluding maternity, psychiatric 
and geriatr-ic assessment beds, all district h6spitals, 
cottage hospitals and all private hospitals. 

(3) Data supplied by the Department of Health. 

(4) UK data by combining 'I<lbles 4.4 and 4.15 Regional Trends 
1982. Ireland's statistic was derived by combining Health 
Board Psychiatric Hospitals and Units, Special Psychiatric 
Hospitals, acute psychiatric beds, Special Residential 
Centres for the Mentally Handicapped. 

(5) UK data as for (4). Ireland's. statistic was derived by 
combining acute geriatric assessment beds, longstay 
District Hospitals and the 1980 data on Health Board 
Geriatric Units (including private and voluntary Hospitals 
and Homes) in Statistical Information Relevant to the 
Health Services, 1982. 

(6) Other comprises Short Stay District Hospitals and Cottage 
P.ospitals., which do not fit easily into any of the other 
categories. 

(7) Northern Ireland' s stat~stic excludes mentally handicapped. 

I 
I 
l 
I 
• , 
1 , 
1 
1 
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From the discussion so far two points can be asserted with some 

confidence: 

(i) policy changes to-date have concentrated on the General 

Practitioner Service and the Drug Subsidy Scheme. The 

savings involved have been small and probably disproportion

ate to the amount of opposition and criticism generated by 

the changes; 

(ii) any significant expansion of public health service expend

iture whether towards community care or towards improving 

institutional care for the old, the mentally ill and the 

mentally handicapped, would appear to require a reallocation 

of funds from the General Hospital Programme which seems to 

be relatively well provided for in Ireland. 

Incentives 

One useful way of examining how health service usage might be 

altered is to look at the healtt! services as a system, identify 

the decision points and examine the incentives which influence 

decision-makers at each point. Such an approach is outlined 

in crude diagrammatic form in Figure 4 and although much more 

detailed work is required to fully model the complexities of 

the system, the overall implications are clear. There are 

considerable incentives towards increased usage and virtually 

no incentives to minimise usage. This becomes clear from a 

consideration of the major decision points in Figure 4. 

The key decision points and the incentives that operate at those 

points are as follows: 

(i) The visit to the general practitioner 

People go to their general practitioner when they feel sick or 

are worried. about being sick. S/he sends most people home with 

a prescription but passes a minority on for further treatment, 

either in a hospital or by a consultant. Since the general 
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Figure 4: HeaJth Service Decision Points 
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practitioner is paid on a fee per visit basis, there may be an 

incentive to refer patients back for fUrther visits. An 

important study by Tussing (1983) showed that return visits 

were most ~ikely in areas with a large number of general 

practitioners. In other words, where their incomes might be 

depressed by' having smaller numbers of patients per doctor, 

general practitioners responded by boosting the number of 

visits and thus boosting their own incomes. This was particular

ly true for visits by medical card holders who receiv~ general 
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practitioner services free - though at the expense of the 

State of course. 

to return visits. 

Patients who have to pay are more resistant 

The general practitioner has an incentive also to refer to 

hospital any patient about whom there is uncertainty. A range 

of high technology aids will be available in the hospital to 

assist in the diagnosis at no cost to either the general 

practitioner or the patient. Indeed non medical card holders 

who have to pay to see their general practitioner will receive 

treatment at less cost to themselves by being in hospital. 

(ii) Hospital admission 

Patients are admitted to hospital on the basis of decisions made 

by both hospital doctors (junior doctors or conSUltants) and 

health service administrators. Irish hospital beds tend to be 

almost fully occupied - on average there is about 90% usage of 

available capacity. The need for the services the hospital 

supplies tends to be measured by the demand for those services. 

Any hospital or ward with a low bed-occupancy rate would be 

under pressure for a budget cut. At a time of severe economic 

restraint no hospital administrator or doctor is going to allow 

beds to lie empty for fear that the beds might be 'removed' and 

the budget reduced. 

(iii) Hospital discharges 

A similar argument applies to hospital discharges. Once it is 

realised that administrators have their own interests and 

budgets to defend, it becomes clear that there is an incentive 

within the present health service system to keep beds occupied 

and to discharge patients only when cases of more pressing 

urgency arrive. 

The patient too is influenced by certain incentives in his usage 
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of hospital services. In the first place since virtually all 

hospital care is provided without charge, the 'cost' to the 

patient of being in hospital is determined by the opportunities 

foregone by being there. People aged over sixty-five who 

generally have low opportunity costs account for more than one

third of the total days spent in hospital. For many of those 

at work, the various insurance schemes ensure that little income 

is lost through being in hospital. Indeed, since costs of food, 

heat etc. are covered by the hospital, the main incentive for 

the patient to seek discharge is the desire to resume normal 

activity. When that normal activity is unattractive as in the 

case of people who are lonely or who live in poor conditions, 

remaining in hospital may be the more attractive option. 

Secondly, the way in which the VHI scheme operates enc~urages 

patients t? .s~ek_ ir.patient-treatment. VHI now covers out

patient expenses - in contrast to past procedure when to be 

covered one had to be hospitalised - but the first £120 of 

outpatient expenses per year for a family is not covered. 

VBl was designed for a period when most individuals would have 

had to bear the cost of illness themselves: today all but the 

top 15% of income earners receive public hospital care free 

and this top 15% are charged only for consultants' fees. VHI 

is now used largely to obtain private and se~i-private care, 

which means more space and privacy and faster access to 

consultants. For anyone paying i'ncome tax, there is a strong 

incentive to take out maximum VHI cover because the premium is 

tax deductible. In this way the government substantially funds 

VHI holders who use their insurance to seek faster treatment in 

more comfortable surroundings. 

The conclusion must therefore be that, overall, there are 

strong incentives in the present system to encourage maximum 

use ~f health services. This is hardly surprising since the 

thrust of policy has been based on the assumption that increased 

usage of health services will contain illness. However, the 

combination of economic stringency, and growing doubts about 
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the efficacy of much medical practice l have led to fundamental 

reappraisals of health care systems in many countries. What 

alternatives are possible? 

Alternative Incentives 

If health care was a 'normal good' - then price CQuid be used 

to restrict demand. One argument for intervening in a market 
2 is that it is necessary for the public good - as in the case 

of public provision of health services for infectious diseases. 

In fact, however, very little of today's health spending is in 

respect of such diseases. Another argument in favour of inter-

vention is that public health services redistribute spending 

towards the poor. However, there is no evidence that services 

flow mainly to the poor, or that the health of the poor ~s 

significantly improved by public health expenditure. 

Nevertheless. because of the uncertainties associated with 

illness. the scope for charging for medical care is limited 

and a high level of public provision is likely to continue. 

The main· scope for charges will probably be for hospital 

accommodation - the so-called 'hotel costs' - and for the less 

essential drugs. 

This is a method of providing health care which has been 

developed in America in recent years. On joining a HMO a 

person is guaranteed health care for a specified period. Thus 

1. See Kennedy (1983) and Le Grand (1982) for a discussion of 
the efficacy of medical procedures. 

2~ See Judge (1980) for a' discussion of the economic arguments 
about pricing social services. 
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it is in the docto~'s interest to maintain the patient's health 

and to treat him at minimum cost when he is ill. The arrange-

ment is somewhat similar to a maintenance agreement between, 

say, a garage and a company ..... ith a fleet of cars, whereby the 

garage undertakes to keep the cars in good condition for a pre

paid amount. 

Patients who enrol in HMOs in the United States use hospitals 

25-40% less than those with ordinary insurance. HMOs effective-

ly reverse the incentives which exist at present within our 

system and thus encourage doctors to use less costly procedures. 

In the United States, however, only about 4% of the population 

have enrolled in HMOs, despite some encouragement from the 

Government. The main reasons for this appear to be the exist-

ance of tax allowances on conventional insurance, prefe:r:e.n~~,s_ 

by both doctors and. patients, for -expen'sive -treatment and 

di{ficuit- leg-al requirements in respect of enrolment. Suggest

ions which might make HMOs more attractive include the provision 

of equal public subsidies for all health care plans. l 

The replacement of the present fee per service payments to 

doctors by a salary independent of the number of visits has 

frequently been proposed. This could entail a move towards 

the United Kingdom system where gener.al practitioners are paid 

on a capitation basis, that is by the number of patients on 

their books. Although such a change might reduce the incentive 

to prescribe return visits, it is not clear that it would solve 

the major problem of the lack of incentives for doctors to 

provide cost effective treatment, particularly in regard to 

hospital referrals. Attempts to control hospital expenditure 

elsewhere have centred on developing performance indicators by 

specialty, particularly by Diagnostic Related Groups (DRGs). 

1. A good review of thi's approach is contained in Macrae (1984). 
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This approach is limited, however, by the poor quality of 

diagnostic information which in turn is largely controlled by 

doctors. In this context it might be noted that The National 

Planning Board (1984) has recommended a move to clinical 

budgeting within hospitals. 

Since the supply of health services appears to create a demand 

for these services. it can be argued that instead of trying to 

change the incentives the correct policy would be to reduce the 

supply. The National Planning Board (1984), for example, has 

suggested closing down some 5.000 hospital beds. However, the 

opposition of both health service workers and local communities 

has made this option difficult to implement,' even in the United 

Kingdom and the United States. 

Conclusions 

Free public health services developed at a time when much 

illness was due to 'natural' factors. for example. infectious 

diseases and epidemics. These ailments have been referred to 

as 'natural morbidity'. By contrast .. today, 'social morbidity' 

accounts for the bulk of illness, in other words diseases which 

are related to our life styles. The major causes of death. 

such as cancer, aCCidents and respiratory illnesses, are to a 

significant extent determined by the choices people make about 

diet. smoking, alcOhol, exercise and stress. Yet treatment of 

these is funded as though they were inevitable and naturally 

occurring. 

The present methods of financing the health services encourage 

increased usage at all stages. If it is unacceptable to charge 

users economic prices for services, there is a need to alter 

the incentives in other ways. A switch to Health Maintenance 

Organisations is the most attractiVe option in theory. In 
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practice it is more likely that supply of health services will 

be restricted by frozen and declining budgets. The danger is 

that these reductions may be along the lines of least resist

ance which could leave the major hospital budgets unchanged. 
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Table AI: Appendix 
A. Current Public Expenditure on Health Services by Programme, 1976-1984 

Em 

1976 1977 1978 1979 1980 1981 1982 1983 1984 
(projected) 

Community Protection 6.1 7.6 9.4 12.3 13.9 15.6 16.4 16.9 17.7 
Community Health Services 45.1 46.5 57.6 70.0 82.7 115.1 143.0 139.2 144.4 
Community Welfare 16.9 27.6 30.0 36.2 43.5 54.8 72.0 83.4 88.2 

Total Community 68.1 81.7 97.0 118.6 140.1 185.4 231.4 239.5 250.3 
Psychiatric Programme 39.1 46.5 55.6 69.0 85.5 105.7 120.0 131.1 134.0 
Programme for the Handicapped 22.2 30.1 37.1 47.8 61.0 65.7 91.4 107.7 110.7 
General Hospital Programme 139.5 173.0 213.2 306.4 -378.5 458.4 507.7 558.1 557.8 

. General Support Programme 21.7 24.3 26.1 30.8 32.0 42.9 48.2 54.2 56.9 
Gross Expenditure 290.6 355.6 429.0 5n.5 697.0 858.0 998.7 1090.5 1129.6 
Income 16.0 27.1 29.0 32.5 31.0 35.3 50.7 57.5 65.5 
Net Expenditun; 274.6 328.5 400.0 540.0 666.0 822.7 948.0 1033.0 1064.1 

B. Percentage Share of Gross Current Public Expenditure 'by Programme 

% % % % % % % % % 
Community Protection 2.1 2.1 2.2 2.2 2.0 1.6 1.6 1.6 1.6 
Community Health 15.5 13.1 13.4 12.2 11.9 14.2 14.3 12.8 12.8 
Community Care 5.8 7.8 7.0 6.3 6.2 7.1 7.2 7.7 7.8 

Total Community 23.4 23.0 22.6 20.7 20.1 22.9 23.1 22.0 22.2 
Psychiatric Programme 13.5 13.1 13.0 12.1 12.3 11.9 12.0 . 12.0 11.9 
Programme for the Handicapped 7.6 8.5 8.6 8.3 8.8 8.9 9.1 9.9 9.8 
General Hospital Programme 48.0 48.6 49.7 53.5 54.3 51.6 51.0 51.2 51.2 
General Support Programme 7.5 6.8 6.1 5.4 4.6 4.7 4.8 5.0 5.0 

Note: The figures given in the fourth row of each table, Total Community, comprise the sum of the first three rows. There are also 
community aspects to both the Psychiatric Programme and the Programme for the Handicapped. 

Source: Department of Health, Estimates Volumes. The 1979 and 1980 data have been adjusted to include 1979 pay inc,"ases 
. awarded in 1980 but back·dated to 1979. 
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Table A.2: Current Public Health Service Expenditure by Programme 1977-83 and 1984 projected 
constant 1983 Prices 

£m 
Programme 

Projected 
1981 I 

1984 % change 1977 1978 1979 1980 1982 1983 
projected 197i83 % change 

1983-84 

Community Protection 17.4 19.4 22.0 20.4 19.0 17.7 16.9 16.1 -2.9 -4.7 

Community Health Services 106.2 118.8 125.0 121.1 140.4 154.4 139.2 131.3 +31.1 -5.7 

Community Welfare 63.0 61.9 64.6 63.7 66.8 77.8 83.4 80.2 +32.4 -3.8 

Psychiatric 106.2 114.6 123.2 125.2 128.9 i 29.6 131.1 121.8 +23.5 -7.1 

Programme for Handicapped 68.7 76.5 85.4 89.3 80.1 98.7 107.7 100.6 +56.7 -6.6 

General Hospitals 395.0 440:0 547.2 554.2 559.0 548.3 558.1 525.3 +41.3 -5.9 

General Support 55.5 53.8 55.0 46.9 52.3 52.1 54,2 51.7 -2.3 -4.6 
, 

Gross Expenditure 811.9 884.5 1022.3 1020.5 1046.3 1078.5 1090.5 1026.9 +34.3 -5.8 

Income 61.9 59.8 58.0 45.4 43.1 54.8 57.5 59.6 -7.1 -3.7 

Net Expenditure 750.0 824.7 964.3 975.1 1003.3 IOf3.8 1033.0 967.4 +37.7 -6.4 
, 

______________________ e __ ~ _____ 0" ___ a _~ ________ ~ _______ ..... _________ "'--- .... ~._~.~. __ ~ __ ..... ~_. 0 ••••• "e. 
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OBS7ACLSS TO CEANGE 

PETER A. DALY, I-I.E., F.R.C.P.I. 

Introduction 

Other presentations at this Conference, and tr.e position 

papers prepared for it, have outlined unmet needs in community 

services, the inappropriate use of hospital beds for long-stay 

care patients and the need for greater development in the 

primary care field. I do not propose therefore to dwell on 

these areas but, rather, will examine the hospital services 

mainly as they operate independently of these factors, the 

~eeds which they are expected to meet, the abuses which exist 

in the present services, and where there is potential for 

improvement. 

The leading causes of death in western countries are listed 

in Table 1. The morbidity caused by these conditions 

provides, in the main, the rationale for the existence of 

acute hospital services. It is therefore appropriate to 

examine these disease processes in some depth and to analyse 

the use of resources in treating such conditions. Clearly 

major advances are being made in the treatment, both medical 

and surgical, of many of these conditions - for example, 

coronary-artery by-pass surgery for coronary-artery disease, 

and chemotherapy and radiotherapy in the management of cancer 

patients. The skill of the vascular surgeon can be employed 
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Table 1: Leading Causes of Death, U.S.A. 1'978. 

Rank Cause of Death ~ of Total Deaths 

1 Heart Diseases 37.8 

2 Cancer 20.6 

3 Cerebrovascular 9.1 
Disease 

4 Accidents 5.5 

5 Pneumonia and 3.0 
Influenza 

6 ChroniC Obstructive 2.6 
Lung Disease 

7 Diabetes Melli tu~ 1..8 

8 Cirrhosis of Liver 1.6 

9 Arteriosclerosis 1.5 

10 Suicide 1.4 

Miscellaneous 15.1 

in the prevention of strokes, and the care of the accident 

victim in the well-equipped modern facility by a team of 

skilled "indiv"iduals has meant a better survival rate with 

decreased morbidity in survivors. 

Is there anything to suggest that there will be a change in 

this disease pattern in the future? Clearly many of these 

diseases are associated with a certain life style common in 

western countries and characterised by over-eating, exerCising 

too little, tobacco-smoking, alcohol consumption and careless 

driving of motor vehicles. For example, lung cancer is caused 

in more than 80% of cases by cigarette smoking. Statistics 

show that the incidence of this disease is continuing to rise 
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in both men and Women (Silverberg, 1983). While some count-

ries such as the United States and the United Kingdom have 

begun to get the message across to their populations, the 

situation in Ireland remains unsatisfactory with no real 

progress in convincing the public of the anti-social nature 

of this habit. One could say that the smoker is still regard

ed as the norm with the non-smoker, especially if he protests, 

regarded as a crank or crusader (Wynder ar.d Eoffmanr., 1979). 

If we are to oe serious then about reducing the allocation of 

resources to the care of patients ... ,'i th these corrunon condi tions 

we will, I fear, have to plan more for the generatior.s to come 

since a change in life style to involve a balanced diet with 

reduced animal-fat content, more exercise and a reductior. in 

cigarette and alcohol consumption, ~ill take many years to be 

reflected in the morbidity and mortality statistics. A heavy 

commitment will therefore be needed to meet the needs of our 

community in years to come, but a concomitant educational 

assault must be undertaken thro~gh the schools and the Health 

Education Bureau. A caveat on the value of education must be 

entered, as a constant source of disapPOintment to me person

ally is the high smoking-rate among the nursing profession. 

Denial is a strong human instinct and perhaps the most diffi-

cult to overcome. Clearly al~o, from recent experience in 

Britain, one must not underestimate the strength of the 

'tobacco lobby'. 

I t-Unori ty" Disorders and Necessary t-iaintenance 

There is a minority in any population Which is stricken by a 

spectrum of diseases either congeni~al or acquired which need 

careful medical supervision and, while perhaps rare, cause a 

considerable drain on resources. 

Diabetics 

Patients with cystic fibrosis 

Haemophiliacs 

Examples are: 
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Patients with leukaemia and other malignant disorders 

Patients with chronic arthritis 

Patients with chronic renal failure. 

The goal in the minority of these patients will be cure, but 

control of the disease process 'and the prolongation of useful 

life will be the more realistic attainment in most patients. 

Proper care will involve heavy commitment of personnel, 

equipment and medication for the support of such patients, and 

will range from the provision of factor replacement for the 

haemophiliac patient to transplantation technology for the 

patient with kidney disease or leukaemia. With thE'_ advances 

in medical technology it is d,ifficult to forsee other than an 

increased demand in this area and unfair, to take a very basic 

example, to expect a patient to suffer for a number of years 

on a waiting list for a total hip replacement. To-date, 

through the efforts of pressure gro~s, _~i~or~.-t:y Q..is9rders 

have -increasingly had their needs met, but the situation is 

not satisfactory and better planning and allocation of 

resources is necessary. For a country of our size, with the 

financial difficulties we face, more centralization is clearly 

desirable to achieve these aims. 

Unmet Needs 

As well as the areas listed earlier, there are major needs in 

the community still poorly met or not met at all. Present 

facilities are inadequate in the areas of coronary-artery 

surgery, psychiatry, care of the mentally handicapped, care 

and rehabilitation of the young and middle-aged physically 

handicapped, care of people with sexually-transmitted diseases 

and infectious diseases, and the care of special groups such 

as the homeless and travellers for whom the present services 

operate only on a 'kiss-and-run' basis. 

Taking all this into consideration, it is obvious that a major 

input of resources will be needed to meet these needs. But it 

must not escape our planners that I have not yet touched on 



the needs of the largest group in our hospitals. for whom the 

services meet the greatest need of all - caring. The role of 

the health-caring professionals is often ffijstakenly seen as 

that of curing. Surgeons may flatter themselv~s (often 

rightly) that they cure patients, but the main thrust of 

medical practice is merely intervention in the context of a 

disease episode which is really part of a chronic process. 

Caring 

We frequently read criticism in the public press highlighting 

trye increasing allocation to health care and lamenting the 

lack of statistical evidence of reward for such a high input. 

Such commentators, economists in the maln, see a high cure 

rate as the only measure of success. Those involved in the 

caring professions realise that expectations of cure are often 

unreal and that success can only be measured in terms of 

restoration to relative health and the alleviation of suffer

ing. With this perspective, and recognising the improvement 

in living standards generally and the advances in medical 

science, it is easy to see how a large financial allocation 

can be used in the context of health care with no improvement 

in mortality statistics. Not only do facilities for patients 

have to be considered but working conditions for staff must 

also be kept in mind: inadequacies in both areas clearly exist 

in our hospitals. Common diseases where a lot of caring with 

no prospect of cure is involved would include: 

Chronic bronchitis 

Chronic arthritis 

Ischaemic heart disease 

Peripheral and cerebrovascular disease 

Cancer 

Psychiatric and psychosocial diseases. 

If we take a patient with malignant disease as an example, the 

thrust of my statement can be understood. Consider an elderly 

lady with breast cancer which has spread into her bones, 
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producing a fracture of her shoulder and who has pair. secondary 

to this and spinal involvement. Care of such a patient may 

involve orthopaedic surgery to stabilise her shoulder. radi

ation therapy to treat her spinal metastases, expensive 

medications to treat her di~ease and control her pain, and the 

support of medical. nursing and para-medical staff in hospital 

and in the community. This patient's survival may not be 

materially altered by the treatment but the quality of her 

life will be greatly enhanced. Are we -to deprive her of such 

treatment because of the absence of statistical benefit or do 

we consign her in pain to her upset family? I feel notl The 

health services are· there to care for people in need and must 

continue to do so. What is intolerable is that having brought 

such a patient back to a state of relative independence she 

should, through lack of proper facilities, remain unnecessarily 

in an acute-care facili ~y..: !:!~~_e there is much--room for 

-fmprovement. 

The Diagnostic Boom 

It is hard to credit the diagnostic facilities available to 

the doctor today when one considers what was available to him 

at the turn of the century. Progress in this area has been 

unprecedented, frequently a spin-off from scientific discovery 

in the context of war, space-travel and the needs of industry. 

Our ability to investigate is almost unlimited and in the 

context of patient management the doctor is faced with a 

situation similar to the child in a sweet shop. 

sider the advances. 

Radiology: 

Vascular imaging to outline blood vessels 

Radionuclide scanning 

Computerized axial tomography (CT scanning) 

Nuclear magnetic resonance scanning 

Ultra-sonography 

Let us con-
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Laboratory: 

High technology machines to give broad blood profiles in 

(a) Haematology and (b) Biochemis try 

Labour intensive developments in areas such as microbiology, 

immunology and histopathology. 

Endoscopy with fibreoptic lnstruments: 

Upper gastrointestinal 

Lower gastrointestinal 

Bronchial tree and nasal sinuses 

Peritoneal_ cavity (laparoscopy) 

The advantages of this technology are clear: it gives the 

ability to define the extent of disease processes and enables 

better planning of treatment strategies. Surgeons no longer 

have to operate with inadequate information, and advances in 

the field of anaesthesia mean that more patients can be 

operated or, with greater safety. 

Unfortunately, this technology boom has brought many problems 

both for the general public, exposed to misinformation about 

it through the media, and for the medical profession itself 

(Abrams. 1979; Reuben, 1984). Both groups have begun to 

perceive the existence of such a range of facilities as provid

ing therapy in, itself, giving rise to .false reassurance in the 

general public who feel that the all-powerful medical profess

ion with its range of technology can cure all ills, and 

confusion in the medical profession which frequently indulges 

in an orgy of over investigation in the absence of real thera

peutic options. If there are areas within the hospital 

services whence real savings could be made, this must be a 

priority area for examination. I must be clear in saying that 

this abuse of diagnostic tools is no excuse for the non

provision of modern diagnostic facilities with proper back-up 

staff. Strict rules should apply and investigative procedures 

should generally be undertaken only if: 

(i) the outcome of the test will change therapy; and 
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(ii) the result will have an important effect on patients' 

lives outside the area of medical intervention, for 

example, in determining the employability of an individual: 

in estimating survival in patients, with incurable cancer~ 

in reassuring anxious patients and families. 

Abuse of investigative facilities is frequent, and common 

examples are: 

radionuclide imaging of patients with end-stage congestive 

cardiac failure; 

carotid studies (i.e. looking for vascular obstruction) in 

patients unfit for surgery; 

HLA B-2? studies on patients with clinical and radiological 

eVidence of ankylosing spondylitis; 

studies to confirm _the_ advanced -nature of mali'gn'ahtdl-sease 

where this is obvious on the basis of clinical examination 

or biochemical evaluation. 

One could also question the extensive use of endoscopy in the 

evaluation of upper-gastrointestinal bleeding since it has 

been shown that the outcome in such patients is not affected 

by the information obtained (Peterson et aI, 1981; Dronfield 

et aI, 1977~ Holdstock and Calley, 1983). 

It has been said that there should be a need to know rather 

than a mere desire to know when ordering a particular investig-

ation. Nonetheless, if we are to continue to strive to under-

stand disease processes, those involved in academic research 

and teaching should have greater latitude in this area. If 

this latitude is granted, it must incur the responsibility to 

d~st~nguish those tests which are indicated to secure 

diagnostic information for research purposes from those which 

are mandatory for the clinical management of the patient. 

Politics Within Medicine 

Medicine is no different to any other field in having its own 
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internal politics. Independent of national political influences 

and the politics of the medical and nursing professional organ

isations, there are cogent reasons why so-called 'hospital 

politics' should exist. No organisation runs without lea~ership, 

and pride in one's institution is a major component of success in 

any field. For these reasons, medicine is a highly competitive 

field and prestige is sought in many areas, nota~ly in: 

upholding the tradition of caring; 

the range of services, diagnostic and therapeutic, offered; 

the capacity to attract interest from outside, for example, 

in the provision of health care to under-developed countries. 

Allied to this, there are the university links in the teaching 

hospitals, and the different traditions - religious and other -

in the voluntary hospitals. Unfortunately many such institutions 

face great difficulty in maintaining their often excellent 

traditions in the absence of independent funding. While many of 

the aims of such bodies are worthy. and competition is generally 

healthy, unnecessary suspicion and selfish ~ttitudes have. in 

the past, frequently led to poor cooperation and duplication of 

services. The ritual courting of public representatives to 

serve sectional interests and sychophantic approaches to him 

who pays 'the piper' are no substitute for a rational plan 

for the development of hospital services, and dubious policy 

decisions in the context of changes of government are not very 

edifying for those working in the hospital service nor, I am 

sure, for the officials of the Department of Health. 

In a labour-intensive area such as the health· services it is 

inevitable, and correct, that trade-union politics should 

exist. By nature. acute hospitals should provide a continuous 

service, twenty-four hours a day, three hundred and sixty-five 

days a year. It is rational to expect that trained personnel 

would be rostered to provide this service. It is also rational 

to expect that expensive diagnostic equipment should not 

remain idle for long hours while patients lie in bed awaiting 
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investigation - an expensive situation. Unfortunately reason 

does not prevail and the situation which exists is far from 

ideal. We have restrictive working practices with high over

time payments to selected individuals in the face of progressive 

shortening of the working-week, longer holiday periods and paid 

leave with consequent hiring of locum staff. Expensive equip

ment lies idle for approximately two-thirds of the time. 

Clearly rationalisation is called for in these areas. 

In the medical area the operation of the archaic pyramid 

structure, with a small number of consultants and a broad base 

of inexperienced junior house doctors, has frequently been 

questioned as expensive and inefficient. ~owheie is this more 

obvious than in the accident and emergency departments where 

young doctors, with poor supervision, are called on to make 

difficult decisions. This lead:~ !:g yarious_ inefficiencies such 

as patients being seen who should rightly be attending their 

general practitioners, Qverinvestigation of patients, delays 

in making decisions with a resulting overcrowding of facilities 

and occasionally bad therapeutic decisions. The provision of 

a greater number of fully-trained specialists at the apex with a 

reduction in the number of poorly-trained individuals at the 

base would seem to be a logical cou~se. 

In the field of nursing the~e is again an overutilization of 

student nurses, now well-paid, to staff the hospitals, while 

there is a lack of job opportunities for trained staff. While 

some recently-trained nurses are now finding employment abroad, 

the net effect of this approach is to postpone unemployment for 

three to four years. It is anticipated that the situation for 

recently-qualified doctors will be similar in a short time. 

Clearly some reorganisation is necessary. 

Conclusions 

It is difficult to envisage a major reduction in the allocation 

to hospital services for the forseeable future when one 
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considers the morbid conditions affecting our community. 

Efforts by the medical profession to alter the patterns of 

morbidity and mortality have not met with great success ta

date and only major political decisions, it is felt, can bring 

real c~ange. 

We must not forget that, as well as needing community care, a 

minority of the population will also need intensive medical 

support through the hospital services and, as medical knowledge 

grows, the demand in this area is likely to increase. The main 

thrust of medicine lies in caring for people, rather than 

curing. Recently we have seen a disintergration of the broad 

family unit and the need to substitute for this has thrown a 

large and unnecessary strain on acute hospital services. 

Better community services can compensate but frequently the 

facilities of acute-care medicine will be needed to support 

patients even those with terminal illnesses. 

Overinvestigation of patients where no therapeutic options 

exist is a reasonable criticism which can be levelled at the 

medical profession. Unfortunately the general public has come 

to expect intensiVe investigation, and education of the public 

as well as the profession will be necessary to rectify this 

abuse. 

The fieid of medicine provides a political arena with many 

threads of interaction and different traditions rooted in the 

evolution of caring and educational institutions. With 

resources now coming from central funding it seems logical to 

streamline hospital administration and bring it totally under 

governmental control. Efficiency and caring, however, would 

not seem to be the hallmarks of state-run enterprises and it 

would be shameful to lose the ethos of the voluntary hospitals. 

Nonetheless, greater efficiency and rationalisation is called 

for and in the face of dwindling resources, mature and rational 

decisions will have to be made. Similarly, better use of 

expensive equipment and deployment of hospital personnel will 

have to be considered. 
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The problems which we face are not peculiar to rrelar.d anc 

even in the world's wealthiest nation. ~he ccst of medical 

cere is a major cause of worry. ~r. Alexa~der Leaf (1984) of 

the Massachusetts Ger.eral Hospital recently put five sUGgest

ions to the medical profession which might help to stem the 

tide. 

,. (i) 

" (i i) 

These are: 

Assess new technologies, procecures, and therapies much 

more carefully before introducinQ t~em ir.to practice, 

so that their benefits and costs are knowr.." 

Lducate the Woedical professior. and the public to accept 

medical decisions that are based or. probabilities of 

success or failure and to stop gamblir.9 expensive and 

scarce resources on long shots." 

"(iii) Remove fiscal incentives from the medical decisior:-

" (iv) 

" (v) 

making process. The cost issue aside, med2.cal .q~.~!~~ons 

should Die based solely on the probability of improving 

the patient's health. Fiscal gain to the physician 

should not consciously or unconsciously influence suc~ 

deciSions." 

Allocate more support for medi'cal research." (In the 

past this has paid handsome dividends, for example 

immunisation and sanitation.) 

Introduce more preventive medicine into clinical 

practice." (pp. 719-20). 

In the end it would appear that the major obstacles to progress 

are the old human failings of ignorance, pride and greed and 

not a lack of financial resources. 
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ADDRESS TO CONFERENCE 

by 

TEE MHaSTER FOR HEALTH, BARRY DSSMOND T.D. 

Introduction 

On the eve of the World Day of Health, there are few more 

important issues demanding attention than the subject of this 

Conference. 

There are many questions which must be asked about the future 

direction of our health services. As Minister for Health I 

would like to have the resources to meet all the needs which I 

know exist for health and welfare services but it is ~y un

fortunate lot to have a purse smaller than the demands upon it. 

choice is always difficult, but it is more painful during times 

of recession and poor economic growth. It is vitally important 

that, as a society, we should be clear about priorities for 

public expenditure on the health services. In deciding these 

priorities we must be continually aware of the danger that the 

demand for high-powered, sophisticated services for the acutely 

ill will reduce resources for what have been described as 

'Cinderella' services - those for the chronically ill, disabled 

and the deprived. 

Who are we talking about when we refer to those who need long

term care? It seems to me that these are" the elderly, the 

I 
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~entally ill and the handicapped, travellers. children in care, 

drug addicts. and prisoners .. .,ri th medical and psychiatri.c 

problems. They are the members of our society who are not 

suffering from illnesses which can be cured quickly by medical 

intervention. but who neee continuinq or intermittant help from 

the health services for many months or years. 

The Elderly 

While the number of persons aged over sixty-five is 350,000. 

the proportion of elderly people Who require long-ter~ care or 

assistance at any time is relatively small - only about 7%. 

At present there are nearly 15,000 elderly people in long-stay 

hospitals. welfare homes and in voluntary and private nursing 

homes. About two-thirds of these aLe over seventy-five. although 

this age group accounts =or just OVer one-third of all elderly 

people. It is the experience of countries whose ?opulations have 

reached a more advcnced stage of ageing than our own that. as 

mOre people live beyond seventy-five, demand for long-term care 

increases. About 10,000 old people receive assistance at home 

from home helps and meals-an-wheels. 

There are certain paradoxes about our services for elderly 

people. The first is that although \ve have considerably more 

long-stay beds than even generous bed norms would warrant. the 

demand for beds for elderly people is insistent. Secondly, 

those areas with apparent low bed numbers are coping as well 

This as, if not better than, those with a high number of beds. 

suggests that we should examine very carefully the ways in 

which elderly people can be supported at home rather than in 

institutions or welfare homes. Dominated by the tradition of 

institutionalising the elderly. relatives and professionals 

may see it as the only alternative to an impossible situation 

at home. The payment by the Western Health Board of an allow

ance to persons caring for relatives or neighbours may explain 

why that Doard needs less long-stay beds than others. Similarly, 

the North-Western Health Board's emphasis on support for elderly 
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people in their homes may have reduced its need for long-stay 

beds. 

Policy t-owards the care of the elderly has followed the lines 

of the enlightened Care of the Aged Report, published in 1968. 

Sixteen years later it seems appropriate to review the assumpt

ions of that Report in the light of new developments and new 

thinking about the elderly_ We need to look more closely at 

the support - in terms of nursing, phsysiotherapy and chiro!XrlY -

required by elderly people to lead an active life at home for as 

long as possible and the consequences for the care of the 

elderly of changes in family work patterns, in particular the 

increasing number of married women who are .. ~C?rking_ 9~ts.ide the 

home. ~y Departm~nt will shortly be undertaking a review of 

services for the elderly Which, it is hoped, will provide plan

ning guidelines for services up to the turn of the century. 

In the meantime I am particularly concerned that no policy of 

my Department should increase the financial burden of medical 

or nursing care on the elderly who cannot afford to pay. As 

announced in the Budget, a special age allowance is being 

granted to people age sixty-six years and over in assessing 

their income for medical cards. As from 1st July, 1984, a 

person aged between sixty-six years and seventy-nine years 

will be allowed an additional income of £5 per week (£10 if 

married) when his or her entitlement to a medical card is being 

determined. People aged eighty years and over will be allowed 

an additional income of £8 per week or £16 if married. This 

means that a married couple aged between sixty-six and seventy

nine years will be entitled to a medical card if they have an 

income of £95 a week or less. You may also recall that when 

the subvention for private hospital care was withdraWn last year, 

I specifically excluded those private homes and psychiatric 

hospitals providing long-term care. Elderly people in private 

nursing homes approved for subvention from the health boards 
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still receive assistance towards the cost 0= their care. 

I am not at all happy with the standard of accommodation in 

some of our geriatric hospitals and homes. It concerns ~e that 

society in general and the various medical and nursing ?rofessions 

seem to plac~ such emphasis on the development of bigger acute 

hospitals, which inevitably must drain away resources from the 

geriatric hospi tals and homes. The burden of making the best of 

difficult circumstances has fallen on the stafE of these 

institutions who, with their professionalism an~' dedicatio~. are 

doing a remarkable job. I am pleased to say that this year my 

Department will be spending £3.25 million on improving accommod

ation for elderly patients and that this level of expenditure 

will continue in future years. 

Psychiatric Services 

Expenditure on the psychiatric services will be in the region of 

£159 million this year. almost all of which will be spent on 

people needing long~term care. The policy of the health services 

in recent years has been to provide support in outpatient 

clinics, hostels, day centres, based as close to the person's 

home as possible. These are encouraging developments. We must. 

however, seriously question the present role of the psychiatric 

hospitals. By European standards we have a relatively high 

number of psychiatric beds. In 1980 there were just over eight 

admissions to psychiatric hospitals for every 1,000 population. 

of which more than one quarter were admissions for alcoholism 

and alcoholic psychosis. Many of these represented repeat 

admissions for the same person. The cost of inpatient treat

ment for this preventable condition is enormous. It is clear 

that we have not done enough to reduce the incidence of alcohol

ism nor to provide alternative forms of treatment. 
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Poor accommodation ------------------

Accommodation for patients receiving long-term care in some 

mental hospitals continues to be of an unacceptably low standard. 

Two years ago my Department began a planned programme to improve 

patients' living standards in district psychiatric hospitals. 

but much remains to be done. I am making £2 million available 

this year. in uddition to the contributions of health boards. 

to continue this work. You will also be aware of the efforts 

made to bring the recruitment. division of work and promotion 

practices of psychiatric nurses into line with EEC legislation. 

P.owever, there is a limit to the extent to which these hospitals 

can be made acceptable by modern standards. 

At the end of 1981 my Department established a Study Group to 

examine the psychiatric __ serv~ces _,:lOd devise __ a .framework-for the

future planning and development of services for the mentally 

ill. The report of this group. which will be available in the 

middle of this year. will make recommendations on the ideal 

organisation of services and will lay down quantitative norms 

for service provision. It will also set targets for medical, 

nursing and administrative leadership throughout the country. 

The implementation of the recommendations of this report will 

reduce the present unacceptable variations between regions in 

the range and quality of services and ensure a high standard 

throughout the country. 

Drug Addicts 

The rehabilitation of drug addicts calls for special attention. 

Despite warnings, neither the Garda Siochana nor the health 

services were prepared for the dramatic growth in drug addiction 

in recent years. Your Council in an excent report. The Prison 

system, drew attention to the shortage of places for rehabilitat

ion of addicts attempting to 'kick' the habit. 

I am glad to say tha.t thanks to the foresight of the Archbishop 
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of Dublin. Dr. De=mot Ryan. and the genercsity of the ~aughters 

of Charity. St. Martha's College. ~avan has been made availahle 

to expand the rehabilitation services of the Cool mine Therape~tic 

Centre, Clonsi l1a. The nu~ber of residents undergoing a programre 

of rehabilitation at any time has there~y increasec to about 

seventy. An additicnal detoxification and treatment unit is 

being planned for St. ~ames's Hospital. 

Your Council also made an excellent submission to the Special 

Governmental Task Force on Drug .A.ouse in !·iay 1983, in which yeu 

highlighted the need for a new independent body to co:;.bat drug 

abuse, more research, an annual report on drug abuse, and ~ore 

financial resources. You will have seen in the Government Press 

Statement o!: September, 1983, outlining the various recollU!'!end

ations of the Task Force, that the Task Force took full account 

of your views. It rccomrnended the establishment of a new 

National Coordinating Committee on Drug Abuse which is to report 

annually to the Minister. This Ccmmittee will be esta~lished by 

next September. The Task Force also recommended that the Medico-

Social Research Board should carry out four additional research 

projects which would -provide reliable information on the drug 

problem, enhance decision-making at all levels and =acilitate 

the planning of intervention strategies. The Task Force also 

made some, very important recommendations in the areas of law 

enforce~ent, education, community and youth development and 

health, and the Government is committed to implementing these 

recommendations wit_hout delay. I should also mention that 

£600,000 was provided specifically in the 1984 allocation to 

the Depar.tment of Health to pay for activities to combat the 

consequences of drug abuse. I am confident that with the 

implementation of the Task Force's recommendations, the drug 

problem can be tackled and contair:ed. 

The Nentally P.andicapped 

There are about 26,000 adults and children who are mentally 

handicapped. The community can be reasonably proud of the 
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development of services for this gLOUP over the last decade 

due to close collaboration between the religious orders and 

the statutory authorities. 

Since I became Minister for Health I have been made continually 

aware of the need, not only to maintain the existing level and 

high standard of services, but also to develop facilities. The 

difficult economic climate has not made my task easy but the 

special and urgent needs of the mentally handicapped have, I am 

glad to say, been recognised. Indeed, in the current year ana 

in spite of the difficult economic circumstances, I have found 

it possible to make available over £800,000 to enable the phased 

opening of the newly-constructed mental handicap complex at 

Cheevers town in Dublin. The first phase. with or.e hundred and 

seventy-four day and residential places, will open in May of 

this year. I have also .apprqyed. the._construction of a new 

centre at swinford, Co. Mayo, which is expected to be completed 

by May 1985. The building of an adult day centre Eor St. 

Michael's House in Co. Dublin began in September of la-st year. 

The seventy places it will provide for severely mentally handi

capped people will help to relieve demand for facilities for 

handicapped adults. I am glad to say that the decision to 

exempt priority projects in the mental handicap service from 

the embargo on the recruitment of staff to the public sector 

allowed the recruitment of one hundred and fifty staff and the 

commissioning of forty new projects last year. 

Green Paper on Disabled 

On Monday 9 April, 1984, I will publish the Green Paper on the 

Disabled, which deals in a comprehensive way with the needs of 

those with disabilities. An outstanding feature of the Second 

National Understanding of 1980 was the agreement between the 

social partners that the Department of Health would publish a 

Green Paper on services for the" 150,000 disabled people in 

Ireland as a ,fun'damental contribution towards their leading· the 

fullest possible life. I very much regret that this Green Paper 
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has taken some four years to come to publication. I look 

forward to receiving submissions on it from interested parties 

so that long-term policy can be agreed a~d implemented. 

Prisoners -----

Your Coun~il in its report. The Prison System, drew attention 

to the fact th~t about 20% of the prison population -about six 

hundred - require some psychiatric attention, principally for 

depression and neurosis. A certain amount of disquiet \-.'a5 

expressed in the report about the use by prison of:icers of 

medication. There are, without doubt, lacunae in the prison 

medical services, and these are being examined at present. 

While primarily the responsibili ty of my colleague, the i'-linister 

for Justice. my Department will assist. in w~atever way it can, 

with medical advice on the development of a comprehensive 

service within the prisons. 

Travellers 

The health needs of the travelling community pose a different 

kind of problem for the health services than do the needs of 

other groups requiring long-term care. Travellers now number 

about 16,000 - equivalent to the population of a town the size 

of Tralee - over 75% of whom are under twenty-five years of ace. 

The Report of The Travellino People Review Body hi~hlighted the 

hazards to the health of travellers presented by the conditions 

in which many of the families live. Low life expectancy and 

apparent high rates of infant mortality among travellers testify 

to the toll of death and morbidity among. them. While travellers 

use acute medical care, they tend to make only sporadic calls on 

preventive services. This mainly affects' young children and 

pregnant women and their needs present an immediate challenge to 

the health services. The problem is to ensure that travellers 

receive the services to which everyone is entit1ed. The 

counci llors of a number of local authori ties, and of Dublir. County 
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Council in particular, have failed to face up to their respons

ibility to provide travellers with accommodation of a standard 

acceptable in a civilised society. Good accommodation is the 

key to raising standards of health and education among 

travellers. 

Deprived Children 

The needs of deprived children have been receiving a great deal 

of attention in my Department. Draft heads of the first of 

three Children's Bills have been circulated to other departments 

for comment. This Bill will deal with the protection and care 

of children including pr~school services, residential centres, 

fosterage, child pornography and the control of volatile sub

stances. The second Bill, which should be _ready __ lat_er in the 

year, will make changes--in the adoption laws based on the report 

of the RevieW Committee on Adoption which will be completed 

before Easter 1984. The third Bill will deal with young people 

in trouble with the law. It was originally intended that all 

the changes in the law relating to children should be included 

in one piece of legislation, but the difficulties of drafting 

the juvenile justice legislation would have held up the intro

duction of urgent child care provisions. 

Residential homes 

The recent transfer of functions relating to a number of ~esid

ential homes run by the religious orders from the Minister for 

EdUcation to the Minister for Health has placed statutory and 

administrative responsibility for all children's homes in one 

Department. To coincide with this transfer I have made ~vail

able £1 million for the purposes both of changing the method 

of funding these homes from a capitation system to direct fund

ing through local health boards and of e~sing the financial 

difficulties with which I know many homes are faced. 

a major step towards the integrated and coordinated child" care 
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services at local level recommended by the Task Force on Child 

Care Services. 

Last ·year new regulations revising and up-dating rules in rela

tion to fostering were introduced to reflect modern thinking on 

the care of children. r!ealth boards will be encouraged to 

further develop programmes to improve the recrui trnent and 

training of foster parents. I will be making monies available 

to enable boards to increase the allowances paid to foster 

parents later this year. 

Financial Constraints 

The share of resources in the health services devoted to loog-

term care has been increasing. It rose from 34% of total 

expenditure in 1976 to 36% in 1984. Expenditure this year on 

those who require long-term care in institutions or in the 

community will be nearly £411 million. The challenge in the 

years ahead will be to maintain the levels of service for those 

who need long-term care while at the same time meeting the 

increasing demand created by a growing population and rising 

health expectations. Although our predominantly young populat-

ion is an asset as far as health services are concerned, 

population growth means that demand for acute and long-term 

care will increase for the foreseeable future. It has been 

estimated that, given expected population growth by 1991, the 

demand for psychiatric services will increase by about 15% and 

for mental handicap places by about 10%. Another important 

aspect of population change will be the number of people living 

to seventy-five years and over which will result IOn an increase 

in demand for long-stay beds by as much as 13%. To maintain 

existing patterns of consumption in the health services would 

require a significant "increase in real terms of expenditure on 

the services. Since the share of the nation'S resources devoted 

to health is high by international standards, and p~rticularly 

high given our level of economic development, any increase in 

the proportion of national resources spent on the health services 
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cannot be contemplated lightly. Other sectors - education. job 

creation, income maintenance - need resources as much or more 

than the health services. 

Because of the limitation of the amount of money for the health 

services it beco~es an urgent priority to ensure that expenditure 

of a non-essential nature is identified. Many unnecessary and 

costly procedures have grown up over the years and are now built 

into the system. The amount of overtime worked by health 

personnel; weekend admissions to hospi tals'; the organisation of 

out?ali~r.t departments; and arrangements for supplying drugs 

all need to be examined carefully to ensure that value for money 

is being achieved. Those working in the !lealth service_.have ·con

dit-ions- of employment equal to the best in Europe. In return. 

society has a right to expect a contribution of the highest 

possible quality from them in the provision of services and 

careful use of tax payers' money. I am optimistiC that much 

can a~d will be done to increase value for money in existing 

services. 

But even substantial savings will not be enough to fund new 

demand for serv1ces from an expanding p09ulation increasingly 

conscious of its health. We will have to take a more funda

mental look at th~ way the health services are structured. in 

particular the bias towards medical care. Rising expectations 

for health care in this count~y have essentially meant rising 

expectations for medical care. Admissions to acute hospitals 

and consultations in the General Medical Service have been 

growing much faster than the population. Almost £90 million 

is spent annually on drugs in the health services. Hospital 

admission rates require special examination since there is 

evidence to suggest that these rates are unncessarily high. 

Admission for examination and investioaticn and for treatment 

of symptoms and ill-defined conditions is the fastest growing 

reason for admission to acute general hospitals. In 1978 
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these categories were the third and fourth most frequent, 

accounting for over 20% of all admissions. \..,rhile increased 

hospitalisation has helped reduce infant mortality and increased 

the quality of life for many people, because of road accidents 

and the rising incidence of diseases associated with life style, 

the population can hardly be said to be any healthier now than 

in the early 19705. Our medical services provide an efficient 

repairing service for a population with badly maintained health. 

Smoking 

Our society has accepted that medical care is a right which 

should be available to all irrespective of their ability to pay. 

We hear less about the accompanying duty to maintain health and 

the obligation to use curative services sparingly. On an occas

ion like this, when we are contemplating value for money and 

future directions in health policy. we cannot ignore a major 

black spot which is not only undermining the nation's health 

but consuming expensive medical care unnecessarily. 

of cigarette smoking. 

I speak 

A national disaster 

Let me put it in a historical perspective. During the 19405 

before the drugs which were to transform the treatment of 

tuberculosis became available. we were urgently building 

sanatoria to tackle the national disaster of three thousand 

people dying each year from the disease. Now. because of a 

self-imposed habit, it is estimated that approximately the 

same number of people are dying annually as a ~esult of cigarette 

smoking. In addition a great many others are physically impaired 

because of smoking. 

The fact is that for over twenty years now scientific evidence 

has been building up which confirms that smoking is the single 

most important cause of avoidable- ·illness and death in our 
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society. To quote The Royal College of Physicians in London: 

"Cigarette smoking is now as important:. a cause of death as were 

the great epidemic diseases such as typhoid, cholera and 

tuberculosis that affected the previous generations of this 

country." Smoking-related diseases are such important causes 

of disability and prematu~e death that the ending of cigarette 

smoking could do more to improve health and prolong life thar. 

any other single action in the whole field of 9reventi ve 

medicine. 

Present controls 

At present attempts to restrict the destructive effects of 

smoking on the health of the Irish population are. concentrated 

ma~~ly _ on_ edu~_a_t;J9n __ and_.certain -limited legislative" contr-cils. 

Valuable educational ~or~ is being done by such bodies as the 

Irish Cancer Society. the Irish Heart Foundation and the Health 

Education Bureau and they are helping to alert many people to 

the dangers of smoking. On the legislative front, provisions 

exist for controls on advertising, sponsorship and sales pro

motion of tobacco products and I feel the maintenance of these 

controls has enabled us to reduce to a limited degree the 

seductive and persuasive methods used to encourage people, 

especially the young, to take up and continue smokir.g. 

But I do not think we have gone far enough. As Minister for 

Health I feel that I have a very special responsibility to take 

a much tougher l-ine on the freedom with which cigarettes can be 

advertised, sold and smoked. Clinical studies show that the 

unborn child. too. can be at risk when the expectant mother 

smokes. I would like to say that the Government has agreed 

proposals which reflect my concern about the inadequacy of 

existing controls and which confer powers which will give me 

the authority to take the tougher line which the present state 
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of af f ai i-s demands. I hope to announce next week the details 

of the measures agreed by the Government. 

Public Attitudes 

That there is excessive use of medical services to treat pre

ventable diseases is not appreciated by the public. On the 

contrary, I am only too aware o~ the demands to expand hospital 

facilities throughout the country. For more than thirty years 

the emphasis in the health services has been on the provision 

and improvement of hospitals. From the 19605 until recently it. 

was possible to improve hospital services and at the same time 

put resources into long-stay and community-based facilities, 

thanks to economic growth and an expanding GNP per capita. Noy,' , 

however, things have changed and difficult choices will have to 

be made between competing priorities. Professor Joe Lee has 

recently referred to a characteristic of Irish society which he 

terms "a cultural resentment of the necessity for choice". In 

his view we prefer soft options and 'fixing' things in the short

term rather than making unpleasant and intellectually demanding 

decisions about priorities in the medium and long-term. 

Deciding Priorities 

In the health services a failure to make priorities explicit is 

itself a decision to let the trends of history and the dictates 

of popular demand determine the priorities. The prospect that 

pay costs and the acute hospital services will consume an even 

larger share of a stable level of expe~diture on the health 

services, must alarm every concerned citizen. Under these 

circumstances, the Council for Social Welfare's interest in 

the needs of those who require long-term care is more than 

understandable. 
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I think the time has come to make decisions on priorities in 

the health services more explicit and open. If people are to 

act responsibly and accept difficult decisions, they must be 

informed of the policy choices and consequences. 

I have come to the conclusion that it will be necessary to 

produce a Green Paper in which I can put forward for consider

ation and debate some fundamental issues in relation to the 

fina~cing and organisation of the health services. We must 

address ourselves to the dilemma of attempting to satisfy 

ever-in~reasing demand for services in the face of the limited 

resources which OUr society can afford to devote specifically 

to health care. 

While the quality and scope of our public health seLvices have 

undeniably shown a vast impLovement OVer the last ten years, 

we have now reached a point, in common with many other developed 

countries-, where the allocation of yet more and more financial 

resources may not necessarily improve the actual quality of the 

health service which is received by individual patients. The 

problems which now face us in this regard are much more 

sophisticated than some outside commentators are wont to 

acknowledge. 

One might pOint out that net non-capital expenditure on health 

services here in Ireland has grown from some £400- million in 

1978· - only six years ago - to an estimated £1,064 million in' 

the present year. These figures represent an increase of 166%. 

In terms of percentage of GNP, the growth over the same period 

was from 6.25% in 1978 to about 7.3% this year. It is perfectly 

obvious that it is no longer possible to sustain these trends 

into the future. given on the one hand the maximum level of 

resources which will be available to Government in the short 

to medium tenm and, on the other hand, the other pressing 

demands which must also be satlsfied -by the Exchequer, such as 

unemployment related expenditure which in 1984 will amount to 

----, 
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III million per week. 

The Green Paper will discuss the constraints on expenditure on 

the health services; alternative ways of meeting the rising 

demand for improved health and health services; list the options 

facing the country in the organisation and financing of health 

services; outline the meaSUres needed to improve the health of 

the nation and the ways in which the health services can be made 

responsive to the people they serve. Some would argue for a 

more vigorous establishment of priorit,ies in the health services. 

An informed debate on these issues is now required and I hope 

that the proposed Green Paper will stimulate this process of 

review and discussion. Work on the preparation of this document 

is underway and I intend to publish it this year. I am convinced 

that the population can be healthier without a substantial 

increase in health expenditure. 

The Council's Role 

The Council for Social Welfare has a role to play in improving 

the health services. This Conference, for example, provides an 

invaluable forum for people to think about health issues and to 

put forward ideas for change. Perhaps the Council's role is 

primarily one of changing attitudes. A major obstacle to the 

development of a more hUmane service for many of those who need 

long-term care, in particular the mentally ill and handicapped, 

has been the reluctance of some neighbourhoods to accept the 

provision of hostel accommodation and day centres. 

This antagonism stems partly from a fear of the unknown. Some 

of the most expensive houses have been recently built around an 

existing mental hospital and people have been perfectly happy 

to buy them. Yet if a new hostel or hospital were erected, 

residents might object strongly. We will not be able to modern

ise our psychiatric services unless we can bring the community 

with us. The Council might like to address itself to the problem 

of changing attitudes to mentally ill and handicapped people and 
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to strategies for the development of community~based services. 

In conclusion. I would like to thank you for your ~ind invitat-

ion to address this Conference. I look forward to hearing the 

outcome of your discussions and to studying the papers delivered 

by your speakers. 

. , 
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RESPO~SE OF TnE HEp.LTH SERVICES TO THE NEEDS OF 

THE ELDERLY IN THE COMMUNITY: SO~E BASIC PRINCIPLES 

BOB CARROLL 

"You can be young at 75 I I don't feel my age at all. I 

feel no different. If I have the flu, which I did, I 

never go to a doctor. Some time ago I fell and fractured 

this leg and was in hospital for 7 weeks. When I came 

back I was on two crutches and then I went on one crutch 

... I used to have to go up the hill to fetch water with 

a bucket everyday. I went on my c~utch and did the best 

I could. That will tell you how adaptive I was - another 

person would get somebody to do it for them. One day I 

decided to wheel the bicycle up the hill and use it as a 

crutch and put the bucket of water on the back. But 

instead of wheeling the bike I cycled it. I can do 

anything now." (Daly and O'Connor. 1984, pp.47-8) 

The Needs of the Whole Person 

It is not as inappropriate as it might seem to begin an examin

ation of the needs of the elderly by adverting to the fact that 

we all. elderly and non-elderly alike. share common basic needs. 

Bearing in mind Maslow's celebrated hierarchical ranking. we can 

appreciate that the elderly too, not only have bodily or physical 

needs, but equally they need sec~rity. to be loved. appreciated 

and' affirmed. to have status and standing with others and. 
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finally, they need th~ fulfilment which is attained by the 

giving of oneself to others. 

If one can generalise at all, one might conclude that what the 

elderly need most is to be like the rest of us. The frustration 

of any of the above listed common human needs will have a 

detrimental effect on the emotional, mental and physical health 

of the individual old person. 

Clearly. therefore, it is not sufficient for the health services 

to address themselve~ only to manifestations of physical or 

mental illness if they are to adequately respond to the needs of 

the elderly. That this is not simply a theoretic principle can 

be appreciated by anyone ma~ing but the most cursory examination 

of the quality of life of elderly persons confined to our 

geriatric hospitals, ~e}fc~r~ homes or .nursing-homes.- Besides, 

when 'the -elderiy themselves are consulted - as they were, for 

example, in the preparation of the National Council for the 

Aged's Report on elderly people's experience of living alone in 

a rural community (Daly and O'Connor, 1984) or in the Society of 

St. Vincent de Paul's investigation of the housing and social 

contact situations of the elderly living alone (Power, 1980) -

security, a respected place in the community and other such 

considerations featured as prominently as physical health and 

other 'concrete' needs. Care must, t~erefore, be given to 

elderly people's overall needs both in institutions and in the 

community if their health is to be main-tairied at an optimum 

level for as long as possible. 

Ageing: Callendaric and Biologic 

What can modify, but not completely suppress, the basiC human 

needs as experienced by elderly people is the physiological 

process of ageing itself. Inexorable though this may be. its 

impact varies very much from person to person and the dominance 

of the most basic need - that of survival - may not be felt by 

some people until they are very old, if indeed ever. We know 
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that some people age quickly. and that comparatively old people 

:nay appear much younger than they are in years. Li fe expectancy 

in the industrialised countries has increased dramatically to 

around seventy-three years because many more people are surviving 

to a very old age. 

In fact. it may legitimately be argued that our collective 

consciousness of ageing has not adjusted to this dramatic 

improvement in the life and health expectancies of the older 

generations. We do not distinguish sufficiently between 

callendaric and biologic age ~ith the result that becoming;?le 

is presented as more problematic than it need be. 'The majority 

of elderly people in developed countries like ours are living 

healthy independent lives. Only 6% at most of the British 

population aged sixty-five and over, for example, is in 

residential or hospital accommodation (Goldberg and Conn.elly, 

1982, p. 40). And, whilst there is a higher incidence of handicap 

among the older age groups than among the younger - 35% .in the 

over seventy-five age group as compared .,.:ith 2% in the .five to 

twenty-four age group, according to a report of a Dutch ,survey 

(Lishman, 1982) - it is nonetheless invalid to equate ageing with 

disability. 

"Old age does not necessarily involve disability .. and 

the majority of elderly people do not come into contact 

with the welfare services. 80% of elderly people are 

not physically impaired and 90% are not suffering from 

mental deterioration, nor are the majority confined to 

the house, wheelchair or bed." (King, 1982, p.27) 

"But from research the irony emerges that while the young 

people may see the elderly as having mOre problems than 

they admit they experience, the elderly may be justified 

in seeing themselves to be the victims of stereotyping by 

the young, of being defined as a problem rather than 

having a contribution to make in society." (p.26) 

It is generally acknowledged that the~e is too much emphasis on 
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institutional care of the aged at the expense of making greater 

efforts to allow them remain in the community. Equally, there 

is too much emphasis on 'helping' the elderly, when many might 

be encouraged to playa greater role in helping themselves. 

Were the end of a working life, or the end of a life with one's 

children living in the home, not seen as the end of a useful 

life, then it might be easier to foster the idea that 'age is 

opportunity'. Such changes in the perception of ageing by the 

elderly themselves and the public at large would undoubtedly 

improve the physical wellbeing and the health chances of many 

people. In the interests of the health of the elderly much public 

education designed to improve our image of 'becoming old' or 

'being old' needs urgently to be undertaken. Pre-retirement 

and activation programmes together with an emphasis on particip

ation are all-important in this context. 

summar1s1ng Dr. Ann-Marie Guillemard's study of the retired 

members of a French pension fund, Michael Fogarty (1983) had 

this to say: 

"She looked at their whole way of life and classified them 

into six main groups. One-third to two-fifths were in the 

fullest sense socially active and engaged. Some of these 

were· what she called the people of the 'third age'. with a 

wide range of interests and activities. often followed out 

with commitment and professional skill; these people were 

likely to have high life satisfaction. Others might be 

called the challengers and claimants. often with a back

ground of trade union or other activity, the 'grey power' 

people, as you might say: less satisfied with the world 

around them, often with less material resources, but 

generally living a lively and effective life and eager 

to kick ~he world around. 

Then there was a second group of about the same size, not 

specially active in the sense of acquiring new expertise 

or fighting on in politics or pensioners' organisations, 

but with a strong family and/or social network and plenty 

of interests in their homes, and again living a very 
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satisfying life. 

Finally. ho ..... ever, Dr. Guillemard found that 25-30 per cent 

of her pensioners came into the two categories of 

'spectators' (high on television watching, for one thing) 

or 'withdrawn': eating, sleeping, worrying about their 

health. and sitting in front of the television waiting 

for death. It is that last category, the people who may 

be short of material resources but are short above all 

of 'capacity to cope', which really worries me. If you 

live to my age you have seen it happening with young-old 

contemporaries, let alone the very elderly" and it is npt 

a pretty sight." (pp.29-30) 

Clearly the life chances of this last group of elderly people 

are not as great as those of their more active and involved 

contemporaries. This group too may be the most problematic for 

the health services, in that passive elderly people lacking 

resources and motivation may drift more easily and quickly into 

situations where they must be looked after on a full-time basis 

by the health services. These are the people least likely to 

resist the passage from callendaric to biologic old age. 

The Health Needs of the Elderly Living in the Community: Basic 

Principles 

In considering the question of the response of the health 

services to the needs of the elderly, one is most inclined to 

begin at the apex of the triangle, as it were, that is to say 

the point where the fewest elderly are receiving the most 

intensive medical care and attention. Since we, on the other 

hand. are considering the needs of the elderly living in the 

community we must start at the base. 

We take the image of a triangle. not 50 much to make a demo

graphic point as to illustrate the gradual impact of biologic 

ageing on the population and the need for a planned continuum 
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of services equating with. and responding accurately to, this 

impact. 

Starting at the base, therefore, we look at the needs of those 

elderly living in the community who are beginning to be affected 

by the biologic processes of ageing. In this context there are 

principles or particul~r importance to authorities concerned 

with responding adequately and appropriately to the health needs 

of this group. They are as follows: 

(i) some categories of elderly people are more vulnerable than 

others: 

(ii) housing conditions and income levels have an undeniable 

impact on the well~eing of the elderly, and ultimately 

on their health; 

(iii) felt need is not necessarily expr~ssed _need. And " .. -the· 

··se1f:....repor,ting of illness is not a satisfactory method of 

detecting disease at an early stage .. " (Sir Ferguson 

Anderson, quoted in Walsh (1980), p. 62): 

(iv) if elderly people who are ill or in any way incapacitated 

continue to live in the community, it is with mo~e or 

less assistance not only from the statutory secto~ but 

also from voluntary bodies and from family, relatives, 

friends or neighbours, who themselves may need assistance 

if they are to play their role effectively. 

In 1981 there were 369,000 people aged sixty-five and over in 

the country, representing 10.7% of the population. The number 

of such people is increasing by about 4,000 per annum. Of the 

5 ixty-f i ve and over population, however, 131,900 were aged 

seventy-five or over and 63,400 were aged eighty or over, 

representing 36% and 17% of the elderly popUlation, respectively. 

The number of the most elderly is projected to increase at a 

faster rate than the elderly population in general: 13.4% and 

"18.8% respectively for the over seventy-fives and over eighties 
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between 1981 and 1991 (Kational Council for the Age~. 1984. 

p.31: ?4l). 

The older people are tne more vulnerable they are likely to be. 

Quite apart from the fact that they will tene to be poorer and 

live in worse housing than the rest of the eleerly· population, 

the process of ageing begins to take a greater toll the older 

they become. As might be expected, the most elderly make 

greater demands on the ~ealth services, needing more and longer 

medical attention than the rest of the population. 

In recent years tnere has been a dramatic increase in the number 

of elderly people living alone. rising by 40% between 1971 anc 

1979. In 1979 there were 60.100 elderly people living alone, 

with women outnumbering men by almost two to o~e. Khi1e recent 

studies (Power, 1980, in" particular) have been at pains to point 

out that living alone is not to be equated with lonelir.ess, they 

have also highlighted the sizeable number of peop~e in this 

category suffering from loneliness, fear, or loss of respect 

and st~,tus. 

Given the fragility of many elderly people, the living alone 

factor may very much heighten their vulnerability. In this 

context, it is frightening to note that only half of the elder

ly living a19ne believe that they would be able to summon help 

in an emergency (Power, 1980). Clearly, greater heed must be 

taken of this fact in any design to improve the community-based 

response to the health needs of the elderly. Otherwise. more 

elderly people living alone will tend to look for institutional 

care solutions to their problems earlier than they need to. In 

1975, for exa~ple, nearly 90% of the elderly in institutional 

care in Ireland were single people ar.d therefore more likely to 

have been living alone (Department of Health, 1975). 

(ii) ~~e~~~_~~_~~~~~~~_~~~_~~~~~~_~~~~!_~~_~~~_~~!!~~~~2_~! 

!~~_=!~=~!r 
Commenting on the condition of dwel):ings and ameni ties of elderly 
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households, Whelan and Vaughan (1982) say that it is surely 

remarkable that as many as 32% of elderly households do not 

have an inside w.e. and that almost 40% lack a fixed bath or 

shower. The Society of St. Vincent de Paul had already dis

covered that 32% of the elderly living alone in the Republic, 

as compared with 8% in Northern Ireland, had no flush toilet; 

30% had no basic water amenity at all compared to 7% in Northern 

Ireland; and 69% lac}<ed exclusive use of the five most basic 

water amenities whereas in Northern Ireland the figure was 36% 

(Power. 1981. Table 3.1, p.20). Clearly such deprivation does 

not enhance the health prospects of the elderly. The fact that 

the Task Force on Housing Aid for the Slderly Living Alone is 

being administered for the Department of the Environment by the 

health boards is a recognition of the intrinsic connection 

between housing conditions and health. 

-An an-alysi-s of the income and expenditure of elderly households 

(National Council for the Aged. 1984) concluded that the 

incidence of poverty in different types of elderly households 

in 1980 was as follows: 

30% of all households headed by an elderly person; 

30% of the most elderly households; 

56% of all elderly households depending on social welfare 

pensions for 70% or more of their gross income; 

7,3% of 'the elderly living alone (see Table 5'.2, p.lOl). 

These figures were calculated by taking a disposable income of 

£33.00 per week as being (using an appropriate equivalence 

scale) the threshold marking the poorest 20% of all households 

in the country. 

From these figures it is clear that the elderly living alone, 

the most elderly, and those dependent primarily on social 

welfare pensions for their income are more vulnerable economic

ally than the rest of the elderly population. 
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An analysi~ of expenditure patterns in the same report confirms 

this conclusion about the most elderly households and the 

pension-dependent households. as Table 1 illustrates. 

Table 1: Proportion of Household Expenditure on Necessities by 
Household Type, 1980. 

Household Type 

All Households 

Elderly Households 

Most Elderly Households 

Pension-dependent 
Households 

% of Expenditure 
Spen t on Food 

28 

33 

35 

41 

% of Expenditure 
Spent on All 

Necessities (a) 

50 

53 

59 

71 

Note: (a) Food. clothing and foot't.'ear, fuel and light, housing. 

So\!rce: ~ational Council for the Aged (1984), Table 5.3, p.lOS. 

Quoting from the National Prices Commission monthly report 

No.58, Gilligan (1981) noted that " .. 73% of the elderly 

studied were living on a nutritionally inadequate diet". (p.125) 

In their account of a 1975 dietary survey of a central Dublin 

popUlation, Doherty, O'Shea and Kevany (1978) link low income, 

dietary deficiency and health risks. 

" .. the high frequency of intakes deficient in energy is of 

considerable importance, particularly when it occurs in 

the young .. and the aged (65 years plus) ... 

(The Survey) presents strong evidence that dietary intake 

is inadequate in a substantial proportion of low-income 

individuals in Dublin. By implication, such evidence 

further suggests that in a proportion of these cases, long

term inadequate intakes will have affected the health and 

well-being of vulnerable individu21s. While this study has 
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been limited to the observation of energy and specific 

nutrients considered to be critical in low-income diets. 

it is likely that in non-formulated diets the intake of 

other essential nutrients may also be inadequate." (p.591) 

Financial poverty may often be equated with poor dietary intake, 

therefore. and this in turn has serious health implications for 

the physically most vulnerable, particularly children and the 

elderly. 

The elderly have a much greater need of fuel and light than the 

average consumer. The poorest elderly, who may be hardest hit 

by the effects of inflation on fuel prices, become seriously 

vulnerable to hypothermia if to their poverty is added very old 

age, any disability, illness or physical or mental impairment. 

"In the UK, \Vicks (1978) found that low income, social 

isolation through living alone, and advancing age were 

significant but by no means exclusive factors in the 

incidence of hypothermia. His findings suggest that 

around 9 per cent of the elderly can be deemed to be 

'at risk' of hypothermia." (Gilligan, 1981, p.129) 

"When comparing themselves with their contemporaries, rural 

elderly people tend to count their blessings. Over half 

the population think that their health is very good con

sidering their age, even those who have disabilities. They 

typically tend to isolate the things that are wrong with 

them and then to comment favourably on their health . 

... Overall, it is true that these people are stoical 

about their health and can readily list many examples of 

people who are worse off in confirmation of their feelings 

of relative privilege." (Daly and O'Connor, 1984, pp.91-2) 

Since we are already on our guard against equating old age with 

I 
t 
I 
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ill health, we mu~t be prepared to accept optimistic assessments 

of their health by old people. However, we must ,also be aWare 

that cultural or social factors may influence the reporting 

process. Many old people are slow for example to report housing 

or health problems for fear of pressure on them to leave their 

present dwelling, however poor it may be, or however ill they 

may feel. 

Consistency in the assessment of need may not be easy to attain 

therefore. Equally, great sensitivity may be required in deter-

mining the most appropriate response in each individual case of 

ill health. In one case, residential care may be a welcome 

relief, whereas In another the reassurance of improved community 

support may be the answer to the same health problem. 

Whatever the response, a recent study of unreported treatable 

illness in an elderly Irish population has a very important 

message for all concerned with the health care of the elderly 

in Ireland. l The following is a summary of the findings: 

"In the majority of cases, osteo-arthritis, chronic 

bronchitis and peptic ulcer disease had been previously 

diagnosed by the general practitioner and treated where 

possible. The less symptomatic illnesses like hypertension. 

congestive heart failure, sight and mental impairment, 

deafness, dental disease and foot ailments were all grossly 

under-diagnosed and largely untreated. Out of twenty-three 

cases with significant hypertension, ten (43%) were newly 

discovered and a further six (26%) had a blood pressure of 

220/115 mm Hg or higher. Only two (15%) out of thirteen 

with heart failure were free from congestive changes. 

The incidence of previously unrecognised sight impairment 

(32%), subsequently confirmed by ophthalmologists, is much 

higher than comparable studies done in the United Kingdom." 

(WalSh, 1980, p.67). 

1. The study was based on interviews and examination of one 
hundred and five people aged sixty-five and over in a 
North Dublin City parish. 
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Tussing (1981) cites the same study to question the effectiveness 

of the 'outreach' of the health care services. "Do those", he 

asks, "who need care actually receive it?"(p.227). He argues 

that the strengthening of primary and community care together 

with improved outreach to elderly and disadvantaged populations 

are more important priorities than the extension of the free 

hospital service to the entire population by abolishing the 

income limit (Category II) eligibility for the health services. 

It is hard to argue with this pOint of view in the light of a 

comparison between the resources of a much more vulnerable 

elderly population and those of ~pproximately 15% of the 

population whose income places them in Category III, or the 

highest income bracket. 

(i v) ~~ep~~~_~-~-~_~~~~e~~~~~~~~~~~~~~~!:_~~E~~~~-_-~·~~~~~_~~= ~~~ 

~~~~~~!.!:~ 

The need for elderly people to continue to live in the community 

for as long as possible has been reiterated time and time again 

in surveys, reports and policy planning reviews produced during 

the last two decades. The Inter-Departmental Committee on the 

Care of the Aged (1968) said that while the cost might be higher 

" .. it may be more economic in the long run t~an to wait until 

institutional care becomes a necessity." (para.6.1. p.S8). The 

ccoperation of general practitioners in preventing unnecessary 

institutional care was advocated by the Committee and twenty

three recommendations relating to new or improved community care 

services were made. Since that time, many improvements in 

community care provisions for the elderly have been introduced 

which have undoubtedly enabled more elderly people to continue 

to live at hom8 for longer than they would have otherwise. 

However, the fact that the same theme must continue to be 

stressed (see for example National Council for the Aged, 1983) 

indicates that, despite improvements, policy has not been 

translated into the level of action that is required if it is 

to be thoroughly implemented nationally. Appeals must still 
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be made, fo~ example, that cutbacks in health expenditure 

affecting the ophthalmic, dental, transport and general medical 

services needs of the elderly be rescinded. Such critical 

services as the home help scheme are no longer expanding in 

line 'v.'ith the increased number of elderly people living in the 

community and they remain, relative to similar services in 

Northern I~eland for example, quite underdeveloped (Power, 1980, 

p.86; pp.127-8). 

Though there are literally hundreds of voluntary organisations 

providing meals-an-wheels, laundry, chiropody, social and other 

day-care services, in addition to those provided by the health 

boards themselves. little organised consultation or planning 

between the statutory and voluntary secto~s is in evidence. 

Careful planning on a who-does-what basis is therefore sadly 

lacking. No blueprints are available to help local groups 

determine how best to use their resources in a \,.,ray that will 

complement the services provided by the health boards. Limited 

accountability with regard to the quality of service provided 

is required of the voluntary organisations receiving 'Section 

65' grant-aid to finance the p~ovision of services to the 

elderly. 

Though no thorough inventory of the services to the elderly 

living in the community has in fact been attempted, it is 

nonetheless clear that provision is patchy both in scope and 

quality. While the elderly in some places are lucky enough 

to enjoy an excellent range of services, in others they are 

forgotten citizens. 

Perhaps, however; the health services L most serious Sin of 

ommission is in relation to full-time voluntary carers who by 

their provision of a twenty-four hour on-call service make 

it possible for seriously incapaciated elderly people to 

continue living at home. The failure to take this group 

seriously is highlighted (a) by the inadequacy of .the provisions 

of the prescribed relative allowance (Noonan, 1983)1 and (b) by 

1. This study reports only on single WOmen. 
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the total lack of statistical or other information on the 

number of carers looking after incapacitated elderly people on 

a full-time basis in the community. 

"Family Care remains by far the predominant source of 

community care for older persons, estimated in the u.s. 
to save the equivalent of billions of dollars nationwide. 

There are probably five demented patients in the cownunity 

for everyone in care." (Belton, 1983, pp.14-S) 

If the health services are to foster care ~ the community as 

well as care in the community, the voluntary sector must be 

accepted and treated much more as a contributory partner in 

the provision of community care of the aged. 

Link Between Institutional and Community Care of the Aged 

More thano.,e-thi~d of acute general hospital bed days are taken 

up by the over sixty-fives who represent only 10.7% of the 

population. In 1975 more than 5% of the elderly were in long-

term institutional care: 2.6% in long-stay geriatric hospitals. 

district hospitals and welfare homes; 1.5% in psychiatric 

hospitals and 1.0% in voluntary or private nursing homes 

(Belton. 1983. p.14). 

Apart from the cost of this institutional care. estimated at 

£100 million in 1982. it has been established that while in 

theory there may be sufficient extended nursing care beds to 

cover demand there is, in practice. a shortage of such beds. 

The reason is that up to 50% of long-term care beds are occupied 

by welfare patients. Moreover it has also been calculated 

that " .. between 20% and 30% of institutionalised elderly could 

live in the corrununity, given adequate housing and services .. " 

(Belton. p.14). 

Too many elderly persons are finding themselves in the wrong 

place, at considerable cost to themselves in terms of their 
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welfare (given the custodial rather than rehabilitative nature 

of our long-term care in~titutions), and at considerable cost 

to the State which must support them. 1'''.'0 important reasons 

for this may be ~dentified. 

Firstly, the information ba~e necessary for good planning and 

evaluation of institutional care services appears to be quite 

inadequate. 

" .. while we know the number of patients in "institutions we 

have insufficient knowledge of their physical anc mental 

,condition, their home background, their prospects for 

discharge. Also, while we have good information on the 

numbers of institutions and the numbers of places in them, 

our knowledge of the facilities provided in the institut

ions, the criteria for admission of patients and the 

standards of care provided is not precise. Our information 

about the use being made of, and the value obtained from. 

the various community services is scanty. while we have 

little knowledge of the problems in the community which 

have not been identified as being in need of services. 

We consider that a good information set is vital to enable 

the service to be realistically planned and evaluated .. " 

{Eastern Health Board, 1982, p.9). 

Secondly, official planning guidelines for geriatric services 

are inadequate. A national plan for such services based on 

health needs at every level is urgently required if all the 

relevant agencies are to make the appropriate provisions and 

if they are to coordinate their efforts in so doir.g. 

In this context it is signi ficant that catchment areas for the 

different health board programmes - institutional and 

community - do not coincide, making it very difficult for the 

implementation of a harmonious continuum of health services 

for the elderly. encompassing both community a~d institutional 

care. 
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Conclusions 

It is more difficult for the health services to respond in the 

most appropriate and effective ways to the particular needs of 

the elderly living in the community if general principles, which 

should inform such responses, have not been established in 

advance. In th1S paper an attempt has been made to isolate 

some of these principles! it remains to indicate a few of the 

ways in which they may be put into practice. 

The first conclusion which must be drawn is that the most 

effective approach to health care in the long-run is to look 

to the overall welfare of the elderly. Physical or mental 

health cannot be taken in isolation from elderly people's 

general welfare, which in turn is based on the fulfilment of 

the same basic needs as those of other people. 

In this context a much more positive approach must be taken by 

the public at large, by the elderly themselves and by the 

voluntary and statutory agencies responsible for the elderly 

in the community. Being over sixty-five is not necessarily 

the end: it may even mark a time of new beginnings, a time of 

increased opportunities. 

Vigilance should be exercised. for example in relation to the 

media, to ensure that a positive rather than a negative image 

of being old is projected. The elderly themselves should be 

encouraged to participate actively in as many aspects of life 

as possible. whether community-based or other. And the health 

agencies should not allow their institutional preoccupations 

with the 5% of the elderly in their care to colour their 

approach in such a way that rehabilitative care is not actively 

promoted at every level of service. Such attitudes, it can 

confidently be predicted, will help promote both a greater 

will on the part of older people to go on living in the 

community and less reliance on institutional care to solve 

problems other than those of an intensiVe medical nature. 
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Secondly, it must be recognised that some categories of elderly 

people are more vulnerable than others and a deqree of positive 

discrimination in their favour must be exercised. In order to 

do this. hO\O,lever. the most vulnerable elderly in the community 

must be identified. if possible before they refer themselves 

or are referrea for long-term institutional care. As already 

stated. felt need is not necessarily expressed need: so it is 

not adequate to rely on a process whereby those most in need 

identify themselves. 

It is strongly recommended, therefore, that a thorough and 

systematic surveying of the elderly be undertaken at community 

level on a regular basis. If the relevant ager.cies, both 

statutory and voluntary. are working together to provide a 

comprehensive care service. such an exercise need not prove 

too difficult or complicated. Its ai~ should be to identify: 

the most elderly old people. those over seventy-five for 

examplei 

old people living alone. particularly those who are geo

graphically very isolated, and those recently bereaved; 

pension-dependent elderly, those who rely exclusively or 

almost exclusively on a state pension for their income; 

those in substandard housing; 

those with major health problems, particularly those who 

are receiving intensive care from another member of their 

family or some other person. 

Such an exercise would make it possible to draw up an invent

ory of the elderly most at risk and in need of particular care 

and attention. It would also enable the health authorities to 

identify those people living in the community who are looking 

after invalid or incapacitated elderly parents or relatives or. 

a full-time, but voluntary, basis. Given the often highly 

demanding nature of this caring work, it is important that 

such peop'le too receive adequate sUP90rt and assistance from 

the health services. 
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In those places around the country where efforts have been made 

to compile comprehensive listings of the elderly at risk there 

is a greater degree of confidence that their most urgent needs 

are being answered. 1 Elsewhere the services must rely on 

registers kept by public health nurses. These, however. only 

include people who have been referred to the health services 

and they do not pretend to provide the comprehensive information 

that will lead to ~dequate preventive care for the elderly at 

risk. 

Comprehensive information of this kind may be seen as the first 

step in planning good community care services for older people. 

Currently economic and other considerations are spurring the 

institutional health care services to examine the levels of 

provision required to meet the needs of the elderly who are, or 

will be, coming to them. Thus, for example, it is estimated by 

th-e Easte-iFi Health- Bo'ard ('1"982) that approxi'mately· the fol-lowing 

number of beds are required per 1,000 of the population aged 

sixty-five and over: 

Type of Institutional Care 

Assessment 

Rehabilitation 

Long-term Care 

Day Hospital 

Welfare Home 

Number of beds/places 
per 1,000 of population 

aged 65 and over 

2.5 

3.25 

15.0 

2.0 

20.0 

The Eastern Health Board (1980) suggested that each consultant 

1. Examples of such work include the 'checklisting' carried 
out by the Society of St. Vincent de Paul in parishes in 
Donegal, Sligo. Athlone, Waterford and elsewhere. In some 
cases this work was undertaken in cooperation with other 
agencies. A similar initiative has been organised by the 
Joint Working Group on the Needs of the Elderly - a 
committee on which voluntary and statutory groups are 
represented - which is systematically 'checklisting' the 
needs of the elderly in a number of Dublin parishes. 
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geriatrician having an assessment unit of thirty beds should 

have a back-up team as follows: 

1 Senior Registrar or Registrar 

2 House Officers 

2 Physi"otherapists 

2 Occupational Therapists 

2 Medical Social Workers 

1 (part-time) Speech Therapist 

24 Nursing and Other Staff 

) on rotation 

)through various 

)departments of hospital 

The Report recommended that special attention should 'be given 

to the management and rotation of nursing staff. 

British studies and surveys indicate that one public health 

nurse, twenty home helps and ten voluntary workers would be 

needed to care for a population of 1,000 people aged sixty

five and over (see for example Isaacs and Neville, 1976). In 

Ireland, however, a comprehensive analysis of the specific 

needs of the more vulnerable elderly living in the community 

must be undertaken before planning guidelines can be success

fully introduced at local level. 

If institutional and communi'ty care are seen as interdependent 

and together responsible for providing a continuum of care for 

the elderly, there is no reason why similar projections of 

service provision require~ents should nnt be proposed for all 

areas of community care. These would include requirements for 

special housing, sheltered housing, day care, transport, 

community nursing, home helps, etc. 

If a coordinated plan providing for a continuum of services 

for all elderly people in need - from the most incapacitated 

needing full-time medical care and attention to those whose 

only requirement may be regular social contact and stimulus 

within the community setting - is to be effective, close co

operation between the institutional and community care teams 

will be essential. 

Furthermore, at the community level it will be essential that 
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all statutory authorities. be they responsible for medical care. 

housing or social welfare, must also adopt a serious team 

approach. 

There are many service needs in these areas which can be 

legislated for. and which require particular standards of 

provision from paid staff. However, there are many other 

needs which cannot be legislated for and which can only be 

met through the goodwill of volunteers, friends, relatives 

and neighbours. These' are essentially the tasks involved in 

good neighbourliness - tasks relating to the social contact 

needs of the elderly who may be housebound or less mobile than 

they once were. In those instances where relatives or friends, 

such as prescrtbed relatives. are providing services which 

would otherwise fall to the health services. the statutory 

authorities should provide all the assistance and support which 

they need -for -their .work and, even more importantly. the assist

ance which they n~ed personally 1f -they are to have ~ny life 

themselves. Community care is coordinated care and teamwork. 

Renewed efforts must be made to build teams involving different 

disciplines, different 'authorities'. and both statutory and 

voluntary workers. if health care of the elderly is to be what 

it should be - a 100% response to their needs. 
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INDEPENDENT LIVING FOR PHYSICALLY DISABLED PEOPLE 

PAULINE FAUGHNAN 

In theory there are a wide range of community services and a 

myriad of voluntary Organisat~_c>~s gea~ed toward~ me·~t~}']_g the 

needs of physically disabled people within the community. 

Both organisati~ns and services, however. vary greatly in 

availability, adequacy and appropriateness. The reality is 

that opportunities ava11able to physically disabled people are 

influenced by two very basic characteristics: 

(i) the type of disability which a person has; 

(ii) the area of the country in which s/he lives. 

The fragmentary nature of the services which have developed, 

the different policies adopted by the eight regio"nal health 

boards for the provision of services, the large number and 

varying effectiveness of voluntary organisations - many catering 

for specific disability groups·- have meant that the opportunities 

available to people even in a country as small as Ireland differ 

greatly. 

Voluntary organisations have played a large part in the develop-

ment of services for physically disabled people. This has been 

a reaction to, and possibly a cause of, the relatively slow 

involvement of the statutory health authorities in evolving a 

comprehensive policy or indeed, in instances I any policy 'at 

either regional or national level in relation to the special 
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needs of physically disabled people and their familie-s. Because 

disability cuts across all areas of pne's life. it cannot easily 

be compartmentalised and met by a neat package of health or 

income maintenance services. People's needs differ at different 

stages of the life cycle; they are also influenced by the 

severity of the disability, by their family situation and. also. 

their socioeconomic circumstar.ces. 

In most areas the existing structure of services is. not 

sufficiently flexible or responsive to cope with such 

individual needs. Voluntary organisations differ not only in 

their structure and scope, in the levels of statutory support 

they receive but, also. in the quality of the service they 

provide and their ability to meet the needs of the group they 

purport to serve. Some organisations embody many of the best 

quali ties of vol untary effort, being responsi ve, flexible and 

innovative. They are effective in identifying needs and indeed 

in providing for them. They also can provide excellent value 

for money through their ability to harness and use the concern 

and enthusiasm generated in the local community. On the other 

hand, there are organisations in the field which are static, 

traditional in outlook and which serve to perpetuate and re

inforce traditional attitudes of charity towards physically 

disabled people. 

These elements are part of the very complex framework within 

which services for physically disabled people must be viewed. 

The- absence of any national policy in reiation to meeting 

special needs is most starkly highlighted by the lack of basic 

information on the total number of people in this country who 

are physically disabled and who are in need of specialised 

services. There have been attempts since the mid-seventies 

to collect such data in relation to, for example, training and 

employment ser-vices. P.owever-, as long as need is defined 

merely in terms of those services which exist, as it seems to 

be at present, it will be impossible to assess what the real 

needs might be. There is. and has been for too long, an urgent 
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need to have basic information as an essential prerequisite 

to evolving a relevant policy of community care services. 

\ 
Some of the services available to the general population - such 

as home help, public health nursing, community occupational 

therapy (where it is available), provision of aids and appli

ances - meet some of the special needs of people who are 

physic~lly disabled. However, essential support services such 

as day care and activity centres; support for the family of a 

severely disabled person: aids information; assessment facilit

ies: social work services; counselling service for parents of 

handicapped children, are at best sparse, often dependent on a 

voluntary organisation and in some areas of the country totally 

unavailable. There is great scope for closer liaison between 

volunta~y organisations and health boards in identifying needs, 

formulating policies and agreeing on the specific contribution 

each of the different agencies can make towaids- ~meet·ing 

recognised needs. 

grossly inadequate. 

Such cooperation at the policy level is 

Studies have shown that services for elderly or disabled people 

are more' likely to be provided when families are unable or un-., 
willing to care. Comparable levels of provision are not avail-

cble to families who wish to continue caring for their handi

capped member but who could benefit from support services 

(Faughna~ and O'Connor, 1981, pp.139-40). 

The need for support to families and for flexibility in the 

services for them was highlighted in a pilot Care Attendant 

Scheme initiated by the Irish Wheelchair Association in Dublin 

in 1983. 1 

i 
The Association recognised that many severely disabled 

people are able to live at home only because of the constant 

care and help they receive from a family member. There is 

always the danger, however, that this system of care will break 

down due to lack of support for the caring relative or as a 

result of a crisis if, for example, the relative becomes ill. 

The availability of help for a few hours a week on a regular , 
basis, or of someone to take over completely in times of crisis. 
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I 
may be crucial factors in maintaining the disabled person 

within the family and within the community. 

The essence of the Care Attendant Scheme was that it should be 

available at unsocial hours, at short notice if necessary, and 

that it could be relied upon to provide a skilled and competent 

service: The Scheme was envisaged as complementing the 

services of the public health nurse and the home help service. 

The following are examples of families who participated in the 

Pilot Scheme. 

"The Mullins Family: 

Gerry Mullins has Multiple Sclerosis. is confined to a 

wheelchair. in his early forties and requires help with 

the activities of daily living. P.e cannot be left on 

his own for any length of tif:l.e as he could not even lift 

the phone in the event of an emergency_ In addi tion he 

suffers from a constant tremor which he finds exhausting 

and consequently rarely goes out ... 

Gerry lives with his wife and two young children bo.th in 

the 12 - 13 age range. He is in receipt of D.P.M.A. and 

the family live in a private house. Up to last year his 

wife did some work within the home which supplemented 

their income, but she can no longer do this due td the 

deterioration of her husband's condition. Caring for him 

and the two children takes up all her time. Financial 

resources are quite scarce within the household. 

Gerry's wife Tooks after him on her own by choice without 

help from either the Public Health nursing or the Home 

Eelp services. Her only opportunity of getting to the 

shops is to leave her husband in bed and dash out for the 

messages. On occasions she would leave her son aged 13 

years with his father, but she felt he was both too young 

and too small to be able to manage on his own. Gerry was 

also too embarrassed and shy to accept neighbours or 

relatives helping him with dressing or toileting and indeed 
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initially resisted the idea of a Care Attendant doing this. 

However his wife had not been out with her two children for 

years except when her husband was in hosp~tal. She express-

ed considerable interest in the new service and her husband 

was willing to accept the idea of. a 'trained' person coming 

to him. One of the nurses among the Care Attendants was 

linked up with Gerry and the initial barriers soon 

disappeared. 

Gerry's wife requested that the Service would be available 

when she needs it rather than on a regular basis as she is 

always unsure as to how her husband might ~e feeling at ar.y 

stage. She rings the Care Attendant when the need 'arises 

and feels secure in knowing that she can callan someone 

who is. also ac_cep.t.~LbJ~ !=-.s? her husband." (Faughnan, 1984, 

p.14) 

"Sarah Gray: 

Sarah is a widow in her mid seventies. Twelve years ago 

she had a stroke which resulted in loss of speech and the 

total use of her right side. She now requires total care 

with dressing, toileting and feeding. She spends a lot of 

time in bed but loves to go out when the opportunity arises. 

Sarah lives with her married daughter and son-in-law. They 

have no children. Her daughter looks after her totally and 

there is a very strong bond between the two. The Public 

Heal~h ~urse calls on an occasional basis and the daughter 

does not feel that she needs a Home Help service. She 

cares for her mother diligently and never leaves her on her 

own, even to go to the shops. Shopping was done on a 

Thursday or Friday night when her husband came home from 

work. However she felt under a lot of strain as she could 

not spend time alone with her husband as one of them always 

stayed with her mother . 

.. one of the Care Attendants was introduced to the family 
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in May and has been calling regularly every week since then. 

She is able to take over completely all the daughter's 

duties and has added a new lease of life to the household. 

Sarah looks forward to her visits and they go out whenever 

the weather permits. Sarah's daughter says she feels like 

a n~w person, doing things she has beer. unable to do for 

years. Her husband and herself have been on picnics, out~ 

inc;s to the beach and to the pictures - all very simple 

activities', but out of reach of this couple before the 

introduction of the Home Care Attendant Scheme." (p.16) 

"The O'Connor Family: 

Marie O'Connor is in her early thirties, has Multiple 

Sclerosis and requires total care. She lives with her 

husband Pat and they have no children. He looks after her 

and pays for two people to provide a Home Eelp service. 

The Public Health Nurse is not involved. He works full 

time leaving Marie with her mother during the day. The 

mother is elderly b'lt still manages to care for Marie. Ir. 

addition the neighbours are of great help to the couple. 

Pat is kept very busy, between his jOD, looking after his 

wife as she needs help with everything and in dashing 

between his oWn home and his mother-in-law's house. 

Despite the depth of his relationship with r.-1arie the 

strain was beginning to show. 

Pat requested a Care Attendant service one day a week to 

allow him time to hirn?elf when he could relax knowing Marie 

was being looked after. Since February Geraldine has been 

visiting the family regularly every Thursday for about five 

hours. This arrangement is working very well. Marie is 

particularly relieved as she had been very concerned about 

her husband's health and was beginning to feel she was a 

burden to him." (p.7) 1 

1. The names of the families quoted were changed to preserve 
anonymity. 
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These situations depict some of the problems encountered by 

families caring for a relative who is severely disabled. 

Although the Pilot Scheme was carried out on a relatively 

small scale - only forty-one families participating - certain 

conclusions can be drawn from it: 

(i) there is certainly a need for' this type of support, ·and 

a demand for it fr,om families carin9 for severely 

physically handicapped people; 

Iii) the service, as it is delivered, appears to be an import

ant component of a comprehensive community care service. 

It- fills some very apparent gaps and, because of the way 

in which it is organised, can be flexible and individually 

oriented; 

(iii) the service is not an expensive one. Those who volunteer 

to work as_care attendants_ re~eiy.e __ only _a _small allowance 

which. in effect, merely subsidies their voluntary 

contribution. The major costs are the initiation and 

organisation of the Scheme and the initial trai_ning of 

the personnel; 

(iv) the effective operation of the Scheme is dependent on the 

quality of the service provided. Care in selection. 

appropriate training, a supportive and accessible co

ordinator are essential ingredients. 

The Scheme was originally piloted for a six month period in 

North Dublin. It is now continuing to be made available to the 

families who participated ir:. the Pilot Scheme and there are plans 

to extend the Scheme to other parts of Dublin. It is not a very 

large-scale service and limitation of resources prevents its 

extension to rural areas at present. However. it is an import-

ant example of the type of supplementary support and new type 

of service which we should be considering when we talk of 

community care. Most exciting. however. is its potential. for 

it CQuid be ex~ended not simply to other areas but. to other 

groups. The focus of thi6 Scheme was support to families caring 

for a disabled member. It could equally be used to provide the 

necessary help for those whose families were unable. or unwilling 
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to care. A more intensive service would be required in these 

instances, but it could represent a real alternative to 10ng

term care. 

Other community support services such as day care, activation 

and training in skills for independent living, are vital 

components of any policy air.ir.g to meet the needs of more 

severely disabled people and their families. Such services 

are simply not available throughout the country. Some health 

boards have made progress in different areas of service but 

there is no comprehensive network of such services. Neither, 

in some areas, is there evidence of any attempt to plan to 

provide them in association with the relevant voluntary 

organisations. 

Day-care facilities and community occupational therapy services 

are very scarce. With one exception - the North-Western Health 

Board - there is no attempt by health boards to make even a 

basic social work service available to people who are physically 

disabled. It is not simply that these important servi ces are 

not being provided by statutory agencies but that even though 

in some instances voluntary groups do provide them - either from 

their own resources or with funding from the health board - there 

are many arears in which the services are not available to people 

who urgently require them. 

Housing 

Gbtaining adequate housing at an affordable price or, rent 

presents difficulties for many people. The physically disabled, 

many of whom have a lower than average income. similarly have 

difficulties in this regard. P.owever, for them it is not just 

a question of obtaining adequate shelter: they also require 

housing which is suited to their special needs; housing which 

may have to incorporate provision for special help to make 

living in the comm~nity possible; and housing which will 

positively offset the dangers of isolation which a physical 
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disability carries with it. 

~here is no national housing policy in this country which 

attempts to meet these special criteria. To-date the housing 

needs of physically disabled people have been largely over

looked in the national housing programme. 

Existing local authority. and indeed many average price pr~vately 

built houses, are not suitable for a family with a member whose 

~obility is severely impaired: 

"Imagine a physically disabled mother of three young 

children living in a three bedroomed semi-detatched house, 

with toilet and bathroom upstairs and steps to the front 

and back doors. Her housing conditions prevent her 

caring for her family much more seriously than the accident 

or illness~_which robbecL her of her. ,mobility in the first. __ 

place,." (Irish Wheelchair- Association, 1981, p.6) 

In 1977, only just over 25% of members of the Irish wheelchair 

Association were living in houses which were totally accessible 

to them and had the basic amenities of running water and 

bathroom (Faughnan, 1977, p.26). 

To-date the, response to the housing needs of the disabled has 

been primarily in terms of adapting existing houses to meet 

individual needs. The main element of thi~ response is tpe 

housing adaptation scheme (disabled persons: grant scheme) 

introduced in 1972. The scheme is . important in that it enables 

people who become disabled to continue living in their community. 

In contrast to when it was origi~ally introduced, the financial 

assistance now available under the scheme has, with the rise in 

building costs, become totally inadequate. The cost of an 

adaptation to-day far exceeds the maximum grant usually paid 

and, frequently, the ability of the physically disabled person 

to bridge the resultant gap. The cost of a downstairs bedroom 

and bathroom extension is currently about £7.500 - £8,500. The 

maximum grant paid tends to be £4,000 but the scheme is both 

interpreted and applied differently by different housing 
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at!thorities. In the case of local._authority houses, the 

relevant authority often covers tr.e total cost of adaptation. 

Eouse adaptation, however, is just one element of a housing 

policy and to be comprehensive such .8 policy must also concern 

itself with two other elements: 

(i) providing suitable housing as an int~gral part of 'the 

national housing bu"ilding programme: and 

(ii) providing 'support housing' t9 enable the more .. severely 

disabled person to continue living within the community. 

A small number of local authorities have provided purpose-built 

housing units for severely disabled people. Eowever, to build 

up a stock of housing suitable for physically disabled people 

the authorities would need to ensure that a designated proport

~on of housing is designed so as to be accessible. A wide 

range of such housing would have to be provided since physical 

disability is experienced at all ages and all stages. of the 

family cycle. 

As well as suitable housing, some physically disabled people 

require personal help and support on a part-time or a full-time 

basis to enable them continue living in the community. However, 

it appears that there are very serious admlnistrative difficult-

ies in responding to this situation. There is. ofter: confusion 

between people's need for somewhere to live and people's need 

for care. At central government level responsibility for ·these 

needs is divided between various departments and this is 

reflected in the areas of responsibility covered by regional 

health boards and local housing authorities. However, as far 

as some physically disabled people are concerned, their need 

for housing becomes inseparable from their need for care. 

Those in Ireland who are severely phYSically disabled and who 

are depende.nt on the help of someone else for the basic 

necessities of life must live where this care is provided. In 
simple terms, this often means living with one's family regard-

less of age or marital status. If the family is unable or 
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unwilling- to provide the necessary care, the only option is, 

all too often, long-term residential care. 

There are many examples outside this country of support housing 

for the physically disabled where the relevant housing author

ities and those with a responsibility for providing care have 

produced joint solutions. The Fokus Housing Scheme in Sweden 

and'the Eabinteg sch~mes in England and Northern Ireland 

represent two very differently structured but workable solutions. 

The Habinteg Scheme, for example, is provided by a voluntary hous

ing association and offers a mix of different types of wheelchair 

accommodation, integrated into the normal community and backed 

by a residential support scheme. 

Residential Care 

The main residerytial accommodation for physically disabled 

people in the Republic is t~at provided by the Cheshire 

Foundation at its six homes throughout the country. Apart from 

these, accommodation is mainly in hospitals and other large 

institutions. In 1982 the findings of a review carried out by 

the Department of Health into residential provision for physic

ally disabled people under sixty-fiv~ years were released. The 

findings showed that just over eight hundred people, whose 

primary disability was physical, lived in some form of 

institutional care. The centres in which they lived were: 

Cheshi re Homes 

Orthopaedic Hospitals 

Welfare Homes 

Geriatric Hospitals 

Psychiatric Hospitals 

Mental Handicap Institutions 

District Hospitals 

Homes for Incapacitated People 

Other 

TOTAL 

175 

41 

13 

191 

32 

171 

25 

78 

76 

802 
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Th~ review highlighted a high degree of inappropriate placement 

in residential care institutions of people whose primary dis-

ability was physical. It found that there were a number of 

mentally normal physically disabled peopl~ in psychiatric 

hospitals and that some younger 'chronic sick' were in wards 

providing care for geriatric patients. 

Most of the accommodation in these centres. was in open dorm

itories or wards, although some of the Cheshire Eames had single 

or double rooms. The review also showed that there was no flex-

ibility in the daily routine: that the majority of centres 

provided no vocational training facilities: and that recr,~ation 

was limited to watching television and playing cards (Byrne, 

1982,p.8). 

The review concluded that over 85% of the residents were regard

ed as having little or no prospect of ever leaving a residential 

setting. The reasons for this conclusion were not given. 

However. the fact is that there is virtually no intermediate 

type accommodation and that the services which would enable a 

severely disabled person. who had no family support. move back 

into the community. are either totally inadequate or unavailable. 

Apart from inappropriate placement and the apparent finality of 

the move into residential care. the life style available to 

physically disabled people. including young people. living in 

institutions. is poor by any standard. With a few exceptions. 

residents for whom the 'Home' is their 'home' live in a hospital 

environment; are socially isolated from the wider community; and 

have little or no independence. personal choice or opportunity 

to influence their situation: 

"Residents are expected to conform to the daily routine and 

to be passive. The hospital routine effectively controls 

the life of residents. It governs the times of rising. of 

meals and of retiring to bed. For all but the strongest 

characters, the depersonalising influences of the institution 

take hold and a final air of hopelessness is all too 

likely." (Irish Wheelchair Association. 1983, p.4) 
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There is a very important distinction between being ill and in 

need of medical treatment' and being physically disabled and in 

need of accommodation with necessary support services. It is 

not necessary that people in the latter situation be inevitably 

provided for within large institutional settings. 

Compounding the lack of control over one's life - which is a 

characteristic of current i~stitutional provision - is the whole 

issue of persQnal income for those in long-term care. People in 

receipt of the disabled person's maintenance allowance have this 

terminated once they ·go into residential care. '1hey may 

receive a 'pocket'money' allowance at the discretion of the 

health board. This varies from board to board so that two 

residents in the same Home, in similar economic circumstances, 

could be receiving different allowances depending on their 

health board of origin. The absence of any pe~sonal income as 

of right, sTmpTy- -be-calise -one is obliged to go into long-term 

care, is deeply rooted in the Poor Law tradition whereby a 

destitute person qualified for indoor relief or for outdoor 

relief, but never for both! 

Is it really. impossible to give all who are in long-term care 

a realistic income, part of which they would pay to the Home, 

retaining the balance? The system as it exists not only leaves 

individuals with no right to a personal income but also 

emphasises their dependence, their vulnerability and their laCK 

·of choice. 

There i-s a real need to pursue alternatives to traditional 

residential care, not only in terms of physical structure but 

also.in terms of the quality of life available to disabled 

residents including their involvement in the running of the Home. 

If there is a re~l commitment to maintaining people within the 

community, there must be a willingness to invest the resources 

to make such a choice possible for the severely disabled. The 

cost of pI"oviding care in a Ches.hire Home averaged £8,000 per 

I"esident in 1983. The compaI"able amount that would have· been 
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family or On his ovm would have been just under £1.600. 1 This 

is obviously a gross over-simplification for there would be 

many other costs to the State were the person to remain in the 

community. Nonetheless. the existing structure seems to be. 

incapable of being sufficiently flexible to allocate even a 

portion of the extra costs to enable people remain within the 

community. The many initiatives in half-way houses; small 

group homes; and support-living situations (i.e. housing with 

a care compenent) evident in relation to the elderly. mentally 

handicapped or psychiatrically ill are totally absent in 

relation to the special accommodation needs of the severely 

physically disabled person. 

Income Maintainance Services 

While the absence of suitable housing is one of the principal 

barriers to independent living within the community. there are 

others. The adequacy and appropriateness of the income main~ 

tainance services is of major significance in enabling the 

physically disabled person to continue living within the 

community, with or without the support of a family. 

The current system of income supports for disabled people is 

both complex and inadequate. It is not only geared towards 

5ubsistance but takes little account of the extra costs and 

expenses which can arise simply because of the disability. 

The impact of being disabled is not the same for all. Those 

who have a major loss of motor or sensory ability will incur 

greater costs than those incurred by people with lesser degrees 

of disability. All disabled people will experience some addit

ional costs. These are quantifiable in relation to different 

groups and have been documented to some extent (Faughnan and 

O'Connor. 1981, p.18S). 

1. Source: Union of Voluntary Organisations for the Handicapped. 
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There is a large number of different types of benefits payable 

to people who are disabled. The type of benefit a person 

receives may be related to the type of disability he has, to 

the duration of the disability and. to whether or not he has 

been in insurable employment. The basic cash payment is then 

frequently supplemented by various benefits in kind, applicable 

to those with a specific disability_ Some of these supplement-

ary benefits have evolved as an attempt to meet recognised 

additional expenses and to boost a grossly inadequate basic 

cash benefit. Free electricity, free telephone rental. free 

travel. mobility allowances. handicapped children's allowance. 

constant attendance allowance, are examples of such supplement

ary help. However, the mobility allowance, for example, 15 

subject to widely different interpretations by different health 

boards and other benefits in kind are linked to the basic cash 

benefit being received rather than to the individual's need. 

The" cur rent- system' -is 'compTex--an"d"f ragmentary, adininis'tere'd- Oy 

different authorities and, despite the variety and scope of 

benefits, does not provide a comprehensive network of income 

support services. 

The whole system of income r.1aintenance servIces needs to be 

drastically overhauled. The system should be streamlined. be 

administered by one authority - the Department of Social 

Welfare - and incorporate two particular elements: 

(i) an adequate basic income: 

(ii) an allowance to meet the special needs and expenses 

arising from the disability which. depending on its 

severity, would vary from person to person. 

allowance should not be means tested. 

This 

For the physically disabled person the critical pressures are 

often the extra costs and demands of the disability and the 

loss of, or reduction in, earnings frequently associated with 

its onset. There are also the needs of those who have fallen 

total'ly thr-ough the income services net - for example the dis

abled housewife for whom the cost of running a home and bringing 
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up children can.be much greater than her able-bodied counter

part, and the person who is in long-term care anc receives no 

benefit as of right. 

Independent Living': An Al ternati ve Approa'ch to Long-term Care 

The concept of 'Independent Living' has evolved in recent years 

as the response of the disabled to the limitations imposed by 

severe disability. The Independent -Living movement was initi-

ated in the United States in the 19705 and is deeply rooted in 

civil rights and consumer movements (Crewe and Zola, 1983). - It 

is basically a movement to provide the conditions within which 

a person may exercise choice, take decisions and exert control 

over his/her life regardless of disability. 

An Independent Living philosophy implies greater acceptance of 

disabled people by the rest of society and a willingness to 

give into their control sufficient resOUrces to empower them 

to act as independently as non-disabled people with equivalent 

means. Implied here is something }TIore than simply providing 

an adequate measure of income and security: Independent Living 

means 'empowerment'. 

Independent Living is a process, a philosophy and not simply a 

service. It is a process that society should help facilitate 

and one that the individual disabled person must initiate and 

maintain. Society must provide the opportunity, the resources 

and the freedom for the individual to carry out the process. 

In turn, the disabled must manage resources in a way that 

enables them to meet their chosen life style. They must 

exchange the safety of 'care' for the risk, stress and effort 

involved in making decisions pertaining to one's own life. 

In essence then, Independent Living means allowing people with 

severe disabilities to live as they choose in their communities 
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rather than be tota_lly dependent on the availability of' help 

from their families or. alternatively, be confi~ed in an 

institution. From society's point of view it means a commitment 

to break down the environmental barriers t~1at have for so long 

prevented disabled people moving about freely in the community. 

It also means supporting essential services such as attendant 

care, specialised housing, adequate income, accessible transport-

ation, skills training. The additional component which 

separates Independent Living movements from the traditional 

rehabilitation method is the concept of self-help and consumer 

involvement (Crewe and Zola. p.49). Disabled people are no 

longer regarded as simply the passive recipients of care: they 

are encouraged to become involved in decisions about theiT 

treatment, about their future and about the choices open to 

them. 

_'_' I_n_dep~~e~c~_ ~ nO~Il1~~_~r-e~y~~~~I!E~~Pl]y.~l:.S2.~ ---.!-.aE_k3_ 

we can do but by the personal and economic decisions we 

can make. It is not the quantity of tasks we can perform 

wfthout assistance out the quality of life we can live 

with help." (Zola, 1983, p.9) 

This new approach represents a direct challenge to existing 

practices in this country. Administrative constraints, profes-

sional practices, apathy and ignorance impede the development 

here of the Independent Living approach. 

Nany of the elements necessary for Independent Living programmes 

are already available in this country. H~wever, they are avail

able only in isolated instances - either geographically or in 

relation to particular disability groupings. Seldom are they 

all ava-ilable together or in any integrated or holistic manner. 

However, even if some of the elements are available, the phil

osophy certainly is not. If we want to introduce change we must 

capitalise t'o the hilt on what already exists. Disabled people 

themselves must become more systematically organised to provide 

better services for their own needs. 

The time is riQht in this country to provide at ,least one 
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community-based programr.e of Incependent Living involvjng the 

various authorities and agencies currently pursuir.g their 

individual goals in their own particular areas of responsibility. 

It is time for these authorities to COme together with the con

sumer and begin to provide an indivi~ually oriented. responsive'. 

comprehensive and supportive structure. 

7he disabled person must become a servi ce provider. Rehab! Ii t

ation personnel must change their model of service from 'doing 

something to someone to planning and creating services with 

someOne. 

As Z01a concludes: 

"In short, unless the rehab world frees itself from some 

of its culture-bound and ti~e-limited standards and 

philosophy, we may one day find ourselves in the position 

of Walt Kelly's Pogo who once exclaimec in despair. 'We 

have met the enemy and he is us'." (p.27) 

Legislation 

While ideally provision for physically disabled people should 

be an integral part of that for the population as a whole, often 

additional facilities are necessary to offset the disadvantages 

caused by the disability. h~here the special needs of disablec 

people in relation to mobility, employment, acco~~odation, 

income and co~munity services are not recognized and met, they 

may not be able to avail of normal social and economic 

opportunities. The very broad spectrum of life affected by 

physical disablement means that the responsibility for policy 

formulation, for taking special needs into account in economic 

and social planning and for the actual delivery of services, 

cannot be located within just one government department. 

There is no legislative base in this country to protect the 

rights oJ the physically disabled. to ensure that their special 

needs are met and to make the provision of certain programmes 
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and se~vices mandatory. Legislation is urgently needed. This 

has been widely acknowledged by politicians, gtatutory agencies, 

and by voluntary organizations. The dimensi011s of unmet need 

highlighted in this paper are sufficient testimony to the need 

for drastic change in provision, in planning and in philosophy. 

The ultimate objective of policy in relation ~o the disabled 

must be the creation of a more equitable and accepting society, 

in which people are not penalised because of their disability, 

and within which those requiring long-term help are enabled to 

live with dignity, with choices open to them and at least some 

level of autonomy and independence. 
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COMMU~:ITY PSYCHIATRIC SERVICES 

ElLIS WALSH 

Introduction 

Until the 19605 services for the mentally ill were exclusively 

provided by institutions. Nearly every county had a public 

psychiatric hospital. There were also a few private institut

ions which provided care for those who could afford to pay. 

As the adverse effects of institutionalisation became known and 

as psychiatric conditions became better understood and appro

priate treatments developed, it became clear that m~ny people 

could be treated as outpatients or that, if they entered 

hospital, they need remain there for a short period only. It 

is against this background that services for the mentally ill 

have been developing since the 19605. 

Unlike many other areas of social concern in this country, 

voluntary and religious input into the care of the mentally 

ill has been minimal and, where it has existed, has usually 

been confined to the provision of private psychiatric institut

ions. The State has been, and continues to be, the main 

provider of services, including non-institutional services, 

for the mentally ill - indeed it was the statutory authorities 

which first began to develop community services for this group. 

In some of the state-provided institution.s the quality of life 

of the residents has changed radically for the better in recent 
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times. However, there are still institutions where change is 

slow in coming. 

Basis for Community Services 

Services for the mentally ill are administrated by the health 

boards, of which there are eight. The services vary in extent 

and quality from health board to health board. All the boards, 

and the Department of P.ealth, increasingly emphasise the 

importance of establishing ·and maintaining community services 

for the psychiatrically handicapped. Several factors have led 

to this emphasis, not least being the high financial cost of 

maintaining large psychiatric hospitals. Very few people 

admitted to a psychiatric hospital nowadays spend longer than 

:~bre.~ -!l,lQnth_s qp a.ny a.d.!!.li_ssio~_.. Tt1.is ~~~tern oE short-term 

admission emerged in the late sixties/early seventies, has 

remained con'stant since then, and is likely to continue in the 

future. To-day people are only admitted to hospital during the 

acute stage of their illness. It is es.tablished also that 

people can remain well for longer periods outside hospital if 

community services and support exist and are capable of respond

ing sensitively to their individual needs. 

Financially, environmentally and soci-ally the case for community 

psychiatric services rests on strong ground (see, Eor example. 

"Social Environment and Relapse in Schizophrenia", 1980). 

Increasingly relatives are adding their voices to the call for 

such services. With shorter stays in hospital now the norm 

the patients' relatives frequently become the prime carers in 

the community. Family life can oEten be severely disrupted if 

their efforts are not recognised and supported. The views of 

researchers, planners. relatives and professionals appear to 

coincide on the need for community services. The views of 

those who suffer from psychiatric conditions are not so clear. 

mainly because they are not generally sought or given. 
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Voluntary Contribution 

It is interesting that the main provider~ cf ccmmunity services 

for the mentally ill in this country are the statutory authorit-

ies. In contrast to this it is noticeable that for other groups, 

for example, the physically handicapped and the mentally handi

capped, i.t is voluntary effort allied with professional input 

t-hat has succeeded in advancing greatly the services provided. 

Until recently there was no voluntary organlsation in the area 

of mental illness that was composed mainly of relatives and 

those ~ffected by psychiatric conditions. This is surprising 

considering that the number of people suffering from psychiatric 

handicap is at least equal to the total number of mentally 

handicapped people in the country (adults and children)' and 

greater therefore than ,the number of mentally handicapped 

adults in need of services. It is almost certainly greater 

than the number of physically handicapped people in the country. 

Yet the services for the mentally ill are probably the least 

well-developed and if one locks at some of the major service 

reports the most frequently documented areas relate to the 

needs of the mentally handicapped and the physically handicapped 

(Faughnan and O'Connor, 1981). This suggests that voluntary 

effort supported by professional expertise is of importance if 

community services are to develop. 

It js possible that the reason voluntary activity was late in 

developing in the psychiatric area was the stigma and fear that 

surI"ounded mental i-llness. Furthermore, as it did not become 

clear until the 19505 that entering a psychiatric institution 

did not mean one had to stay there for life, relatives had not 

usually been faced with the practical considerations of home 

care. Misunderstandings and fears about mental illness still 

abound on the part of the general public. However, there is 

now some acceptance of the right to a life in the community 

for many of those affected by psychiatric conditions. Voluntary 

organisations such as the Schizophrenia Association are emerg

ing - the voice of the consumer is at last being raised, if not 

always heard. 
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Mental Illness and Handicap 

Not all mental illnesses cause handicap. The more common 

conditions - such as some forms of depression. some personality 

difficulties and some of what are called neurotic conditions -

can be treated by therapy or medication or a combination of 

both. The treatment can be provided at outpatient clinics andl 

or in the course of a short inpatient stay. and be followed by 

a return to normal occupation and life style. 

There are various therapies which can be used in treating these 

patients. The fact that results are heartening - even if it is 

not clways clear whether these arise from the intervention or 

:,ecause the condition has taken its· course and natural recovery 

occurs - attracts many professionals to work with such patients. 

As a result there is a tendency for resources to be concentrated -- ~-

on these forms of mental illness, leaving less for the care of 

those whose conditions are more intractable and which, in fact. 

do handicap. This latter group of psychiatric disorders 

inCludes schizophrenia, irreversible brain damage, chronic manic 

depressive conditions and a small number of very severe neurotic 

conditions. Many -people affected by these disorders wil~ need 

appropriate community services. 

There is no doubt that the major handicapping mental illness is 

schizophrenia. The incidence of the illness in Ireland is well 

established. There are about 8,000 people with this condition 

in institutions throughout the country and there are known to be 

another 8, 000 to 9, 000 in the community - in day centres and at 

horne. Overall, it is estimated that about 20,000 people are 

handicapped by the condition. This means that half of one per 

cen.t of the population suffers from schizophrenia. The number 

of people affected by the illness. however, is much greater for 

it includes the relatives of these 20,000 and, as well, those 

others who have to cope in some way with the problems of these 

patients. The other, disordeL"s mentioned above affect much 

smaller numbers of people. Suitable rehabilitation services 

for those affected by schizophrenia would, generally, also suit 
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the needs of the groups with the other disorders. 

The social and environmental factors that influence the cour?e 

of schizophrenia have been well researched and dccumented 

(Wing. 1978) Many of these factors can precipitate relapse. 

for example, where and with whom patients live (Tarrier, 1979) 

It has been well established that life events also have an 

important influence on the course of the illness. Awareness 

and knowledge of the impact of social factors on mental illness 

have developed enormously over the last decade. It has been 

shown that if these social aspects are neglected-, medication is 

less effective and hospitalisation more often needed. It could 

be argued that discharge of- a patient without proper investignt

ion of social circumstances and without the proper provision of 

community services is, in the light of preser.t-day knowledge, 

seriously neglectful. The implications of this for the 

psychiatric service are obvious. 

Development of Area Services 

In the 19605, in an attempt to rationalise the delivery of 

psychiatric services, catchment areas were established. It 

was hoped that if services were organised in defined areas of 

population. inpatient and community services appropriate to 

the needs, of the area could be established and these services 

made-easily accessible and identifiable to those living in the 

area. The ideal catchment area population was considered to 

be around 100,000. By' introducing this approach to the 

delivery of care, it was hoped that services would be spread 

evenly and appropriately throughout the country. 

Development has been uneven, however, and in some areas there 

has been little. A few rural areas have developed a very high 

standard of service. In the Eastern Eealth Board region there 

continues to be. in some areas, too great a reliance on the 

hospital or institution. 

The Community Care Programme which was estr=tblished by the 
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Eastern Health 8qard, in 1975. is not involved in the provision 

of community services for the mentally ill: the services for 

them continue to be funded by the Special Hospital Programme. 

This paradoxical situation at the least causes confusion, and 

at worst, hinders the development of services. 

Area Services Policy 

Following the establishment of the psychiatric catchment areas, 

no clear policy was outline~ as to how they might be developed. 

While boundaries were changed and made to coincide with 

established localities many other elements remained centralised. 

Funding is one example: the eight psychiatric catchment areas 

of the Eastern Health Board have to compete with one another 

f~~ fu~~i~g fr~m the special Hospital Programme. Since no 

development policy has been formalised, thorough evaluation of 

projects for which funds are being sought is difficult. The 

area that wins funding may not do so on grounds of intrinsic 

worth. This absence of financial autonomy at area level may 

be one of the "more serious impediments to progress in the 

psychiatric service. The amount of time spent negotiating for 

central funds could be so much better spent at local level. 

The nursing staff remains largely centralised, rotating around 

the areas with little opportunity to build up an area identity 

and loyalty. In a few areas, admission beds remain centralised

located in "a large institution many miles outside the area they 

are meant to serve. These structural anomalies of staff and 

bed-centralisation have hindered the development of a cohesive 

team approach to area psychiatric problems. It is difficult for 

primary care personnel - general practitioners and others - to 

relate to a piecemeal structure. It can be even more difficult 

for the public. This can cause good will to be dissipated, or 

not even tapped. 

Of the eight health boards in the country one, the Eastern-, 

provides services for one-third of the country's population. 
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It wlll be readlly appreciated that if it takes seVen health 

boards to provide services for two-thirds 0= t~e country's 

population, the burden for the ~astern Health aoard is enormous, 

if not impossible. The Board is so large and, as a result 

unavoidably bureaucratic, that a number of boards may be needed 

to make it possible for the Board's present tasks to be performed 

efficiently. The resulting benefits to the various programmes, 

and to the psychiatric services in particular, could be 

substantial. 

~ange and Structure of Catchment Area Services 

The more diverse and flexible services are, the more likely it 

is that they wi'li be appropriate to individual need. A range 

of services which includes inpatient care:" ass~ssment facilities f 

accommodation - including hostels and group homes - day centres 

and sheltered workshops, is needed. People affected by the 

psychiatric disorders that handicap need varyin~ combinations of 

these services. As their needs do not remain constant they ~ust 

be catered for by the facilitating of easy and appropriate move-

rr.ent from one level of service to another. As well as allowing 

movement from one level of service to another. the services 

should include. at all levels, the possibility 0= movement 

towards an 'ordinary' life style, including work - whether in a 

job or in the home. The catchment area system is ideally placed 

to structure services along these lines. 

Many area services, however, fall short of this ideal, partic-

ularly in relation to rehabilitation services. Rehabilitation 

in psychiatric illness is hindered because of the number of 

organisations offering rehabilitation se"rvices _ for example, 

the Kational Rehabilitation Board, the Reha~ilitation Institute, 

the Community Care Programme of the health boards (which deals 

with income maintenance), tr.e Special Hospital Programme of the 

health boards. To deal with the different requirements of all 

of these bodies can be a complex task. For someone whose 

psychiat~ic handicap includes difficulty in concentration and 
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lack of volition. the task can be too ·much. Sven where the 

varying requirements can be clari,fied and met. the location of 

the services, difficulties in communication and lack of knowledge 

as to how psychiatric conditions can handicap, are factors that 

inhibit the provision of a service that meets individual need. 

Realisation of the ideal of unity. cohesion and free movement 

between the services is severely frustrated by the present 

structure. 

If low self-esteem, lack of confidence and negative interpret

ation of the attitudes of others towards them are characteristic 

of many of the psychiatrically handicapped. the present str,ucture 

~ay compound these difficulties and alienate patients from the 

services. Alienation in this sense can lead to a situation of 

enforced poverty - with which, of course, the Simon Community is 

particularly familiar. Indeed Simon provides a community 

service for many people with psychiatric difficulties who have 

drifted away from services - perhaps for many of the above 

reasons. There is a strong, argument for a simple structure for 

psychiatric rehabilitation at catchment area level. The same 

applies to income maintenance: the present system. particularly 

in relation to disabled person's maintenance allowance, is often 

complex and confusing. Unless all servi'ces are wel-l coordinated 

and are part of a structured long-term plan for the patient, they 

will have little effect on the subsequent adjustment of the 

patient to his family and to the community. 

This whole area could be called the social side of psychiatry. 

It was the authorities responsible for the statutory psychiatric 

services who first appreciated the need for, and attempted to put 

into effect, community care supports. To-day, ccmmunity support 

services for the mentally ill are provided mainly by the psychi

atric servi~ rather than by the programme called Community Care. 

However. unless a structure more appropriate to the delivery of 

a community support service is c~eated, little more progress can 

be made. The present structure is probably the single greatest 

barrier to the proper development and implementation of a 

comprehensive community psychiatric service. 
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Unless there is political wj,ll to~ards structural change there 

is little point in speaking of commitment to community care. 

An i~mediate way to demonstrate ttis commitment would be the 

relocation of staff: as long as the majority of psychiatric 

perso~nel continue to ~ork in institutions community services 

will r~main inadequate. Staff engaved iry psychiatric work in 

the community should equal in number those working in institut-

ions. If greater emphasis were to be placed on the social 

aspects of care then the need for hospitalisatlon would become 

less and medication could be more effective. 

Families and the Services 

Meantime, in the absence of appropriate facilities, families 

continue to provide care. Insufficient recognition is given 

to the fact that famil'i-es are the real 'primary care' agents 

(Creer and Wing. 1974). Too often they are not 1'nformed about 

the condition of their relatives. Families should be involved 

at an early stage when plans are being made with the patient. 

In particular. families need help in understanding psychiatric 

conditions. The provision of progra~mes of education and 

family sessions for relatives and patients should be at catch

ment area level (Leff. 1982). 

Conclusion 

If there is to be a more appropriate response to the needs of 

the mentally ill, then it is necessary that: 

volu~tary effort in developing services be encouraged: 

the role of the family in patient care be recognised: 

patients themselves be encouraged to playa more active 

role in all aspects of their care; and 

the statutory authorities reform those elements, of the 

present structure which impede development and cause 

confusion. 
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MENTAL HAKDICA? SERVICES: A REVIEW 

MARY PREKDERVILLE 

Introduction. 

Pe09le with mental handicap have the sarr,e basic human rights 

as other citizens in our society: their handicap shoul~ in no 

way restrict the exercise of those rights. Yet, in reality, 

handicapped people 2re substantially more deprived t~cn the 

able-bodied in the cOnuT'.unity and some indeed experier..ce acute 

deprivation. ~he British report Integr2tir..g the Disabled 

(SnOWGon Working Party, 1976) speaks of two nations a:1d of the 

gulf between the able and the disabled, which often is at its. 

most unbLidgeable where mental ~andicap and mental illness are 

involved. 

In planning any services for mentally handiccpped people or 

other similar groups, basic principles for the. developmer..t of 

services must be formulated. In doing so it is crucial, first, 

that services are so provided that they take intc account the 

total needs of an individual mentally handicapped person, and 

second, that needs are catered for iD a way that enhances the 

personal dignity of mentally handicapped people and maximises 

their full potential in life, thus allowing them the opportun-

ity to become happy, satisfied and fulfillec citizens. ':'0 co 

this effectively an overall national plan must be produced 

which will reflect this philosophy and set out precise object

ives ar.d the methods to achieve the~ in ter~s of necessary 
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facilities, finances and supportive services. In view of the 

fact that the needs of each ~entally handicapped person and 

his/her family vary so greatly, it is essentjal that services 

are individually focused, flexible and dynamic ir. nature, thus 

avoiding the trap of having a ri~id set of 'services for the 

handicapped' into which people's ~eeds are expected to fit. 

7his paper will outline the extent of mental handicap in 

Ireland; describe the evolution of Irish services; discuss 

current trends; and pinpoint future planninq needs. -

The Extent of Mental Handicap in Ireland 

In 1981 the Medi"co-Social Research Board carried out a census 

of the mental handicap. population in Ireland. The findings 

-- -fndfcated th-at a 'tota-f 6-f- i2--;9ig-- peoi;'lehad- some -degree -0-[-

mental handicap - this represented a prevalence rate of 6.7 

per 1,QOO of the total population. Table 1 gives a breakdown 

of this overall figure according to degree of ha.ndicap. 

Table 1: Extent and Degree of Mental P.andicap in Ireland, 1981 

Degree of Handicap Nc. % Rat'e per"LOOO 
of Population* 

Borderline 91-3 4.0 0.26 

Mild 8,530 37.1 2.48 

Moderate 8,100 35.2 2.35 

Severe 3,347 14.6 0.97 

Profound 857 3.7 0.25 

Unspecified 1,232 5.4 0.36 

Totals 22,979 100.0 6.7 

* Based on Census of Population 1981.-

Source: Mulcahy, 0 I Connor and Reynolds (1983), p. 71. 
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The census showed that there were roughly equal proportions 

ai mentally handicapped pecple living in residential care and 

living in the community. A similar census by the Medico

Soclal Research goard in 1974 had found that 56% of mentally 

handicapped people were in residential care (Mulcahy and 

Ennis. 1974). The reduction in numbers in res1dential care 

in recent years reflects a policy orientation towards caring 

for mentally handicappec. people in the community. 

The 1981 census also showed a notable reduction in the proport

ion of mentally handicapped people being cared for in ~sychi-

atric hospitals. It indicated too that: "Geographical variations 

in the prevalence of Down's Syndrome and mental handicap, 

generally. persist. revealing, as in 1974. that it is the areas 

of lowest population density which have the highest prevalence 

and vi"ce versa. Nevertheless, the Eastern Health Board, owing 

to its high population density. accounts for a quarter of all 

mentally handicapped persons, hig;,lighting the great demand on 

se["vices in this region." (Mulcahy. O:Connor and Reynolds. 1983. 

p.75) 

Evolution of the Irish Services 

In I["eland mental handicap services have evolved through the 

effo["ts of religious orde["s and voluntary bodies, late[" 

supported and complemented by the work of the 'Pa["ents and 

Friends' g["oups throughout the country. In the past, by and 

large, the State recognised the value of both these elements 

of the voluntary sector and was satisfied to provide funding 

for their services. It is important to recognise that our 

services are still very much at a developmental stage and, 

consequently, the cutbacks in the health services in the past 

few years have had a .very damaging effect. Eowever, even in 

the current depressed economic climate, it is essential to 

maintain a spirit of hope. At this very critical point of 

service development it is crucial that the voluntary organis

ations do not become static and concerned primarily with their 
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owr. preservation but, rather, that they be prep2red to adapt 

to new needs and new social situations. In my view, it is 

important that voluntary organisations continue to fill their 

traditional pioneering role by identifying new r.eeos, creating 

awareness of them and. in some insta~ces. providing Eor them; 

In Ireland we now have a broad network of assessment services 
and of day and residential facilities - schools-, training 

centres, .... ,rorkshops, hostels etc. - all based on a multi-

disciplinary approach. ~his network, unfortunately, is far 

fror:: complete. There are still people with mental har.Gicap 

receiving very limited and in some instances no services. Fcr 

eiample. mentally handicapped people who have additional handi

caps are one group whose problems are so complex that the 

services, in general, are not equipped to meet their needs 

adequately. 

In general our mental handicap services developed on an ad hoc 

basis: when needs arose demands were made and sometimes re

sponded to. This procedure. however, frequently reflected a 

lack of an overall pl.an for services and, consequently, has 

resulted in a patchwork set of services on a very uneven 

geographical basis. 

Residential Care 

There is a strong tradition in this country of using large 

institutions to care for the mentally handicapped. In recent 

years, in most of these centres, great emphasis has been placed 

on trying to develop small units within the large complexes in 

an effort to simulate home-like situations. The sheer number 

of handicapped people resident in them has renderee this a 

very difficult task. Again many institutions were. in the 

past. geared towards providing a national service largely 

because of the lack of local facilities throughout the country. 

This resulted in many mentally handicapped people being placed 

in residential care at long distances fro~ their own homes. 
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For example. in 1974 over 40% of those in residential care in 

the Eastern Health Eoard and ~~orth Eastern Eealth 30ard areas 

were from outside these regions (Muicahy and ~nnis, 1974. p.~9) 

Another major problem is t~le high proportion of mentally handi

capped people who live in psychiatric hospitals. Approximately 

40% of all the mentally handicapped in residential centres are 

accommodated inappropriately in psychiatric hospitals and 

geriatric homes (Faughnan and Connor. l'iso, p.37). Thankfully, 

the present policy of the Department of Eealth is not to admit 

any IT'.ore mentally handicapped people to psychiatric hospitals 

(Eastern Health Board, 1981. p.23). 

In recent times tne .health boards have become more directly 

involved in service developmer.t in relation to mer.tal handicap. 

In particular, they have initiated such developments as 

Ballylx>den, Swinford and Loughlinstown. Tnese .institutions 

are intended to be self-contained in that they will be able to 

provice all the services required by the resi~e~ts. r.owever, 

because they have been planned to accommodate large numbers, 

the result will be that most of the residents will be relatively 

isolated from their families and their home areas and, also, 

from the local communities in which the insitutions are sited. 

These new centres have provoked mixed reactions. On the one 

hand some people have welcomed the possibility of extra resid

ential places being made available - even though in large 

institutional complexes - because of the enormous need in this 

area. On the other hand, it has been argued th?t the develop-

ment of such large institutions in the 19805 is a major retro

grade step. In the light of the principles outlined in the 

Introduction. I find it difficult to imagine that these large 

institutions can make an appropriate response to the total 

needs of the mentally handicapped who will live in them. 

There is, of course, no denying the considerable demand on the 

residential places that are available, particularly for adults, 
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for children with severe and profound handicaps, and for adults 

and children with seriously disturbed behaviour. In the Dublin 

area, for example, there is little or rio possibility of children 

under five years obtaining places in mental handicap centres. 

Consequently, many are inappropriately placed in children'S 

homes which cannot provide the specialist care they require. 

Only a few are fortunate enough to be placed in foster homes. 

The shortfall in accommodation is exacerbated by the fact that 

places tend to be sought and taken up before they are essential, 

parents fearing that vacancies in special residential centres 

may not be available when the real need arises. Another factor 

contributing to the shortage of places is that. traditionally, 

residential care has been viewed as a permanent arrangement and 

this has resulted in little or no movement in or out of the 

centres. In most centres a death is often the only way in 

wh-i ch a vacancy occurs. 

Two surveys of specific areas by the Medico-Social Research 

Board have made it clear that the generally quoted figure of 

four hundred people on the waiting list is a considerable 

underestimate. From the information now available and the 

trends indicated in these surveys, it is clear that the number 

in need of new places is probably about one thousand - seven 

hundred for people with moderate and mild mental handicap and 

three hundred for those with severe and profound handicap 

(Walsh and Mulcahy, 1982). 

Many families are currently experiencing real hardship due to 

a lack of residential accommodation for their mentally handi-

capped relatives. The social cost can indeed be very high. 

There are many ageing parents in the community still caring 

for their handicapped members and their frequent heart-felt 

question is what will happen to their son/daughter when they 

can no longer cope. 

answer. 

There is seldom. if ever, a.reassuring 

In a study of those mentally handicapped people in Dublin -
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children over ten years and adults - who were availing of the 

servi ces of 5 t. Mi chael 's House, Lunds trom- Roche (1981) shm .. 'ed 

that among the parents caring for their adult son or daughter 

there were nineteen lone fathers over sixty years. These 

incltlded 'three fathers over seventy and one over eighty years. 

There were fifty-three lone mothers caring for their adult 

handicapped son or daughter, including one mother over ninety 

years (p. 45) . 

The crisis in relation to residential care needs must be 

tackled with an imaginative and'flexible use of existing and 

future facilities. Existing facilities CQuld, I believe, be 

utilised more productively by considering options such as 

moving people from institutions back to their own homes or 

local areas; place sharing; trying to structure centres in a 

way that can offer guarantees to families to take their hanci

capped member into care when the real need arises; offering 

more respite care etc. ~lith regard to future service develop

ment, the relatively high level of need for accommodation for 

mentally handicapped people will continue to exist unless 2 

wider and more varied range of community support services for 

these people and their families is developed. Appropriate 

accommodation facilities for those whose families can ~o 

longer take care of them also needs to be provided. Facilities 

such as foster care and a wider use of ordinary houses in the 

community need further development. I will refer in more 

detail to these options later in this paper. 

Current Trends 

In the Western world generally the tre~G now is away from the 

provision of care in large institutions. In the United States 

of· America, for example, since around 1965, although the 

number of publi'c institutions for the mentally handicapped has 

increased, there has been a distinct decrease in the number of 

residents in them. A nationally adopted policy of 'qeinstitut-

ionalisation' has resulted in a rapid increase of residential 
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arrangements of great diversity, such as group homes, appart

ments etc. (Dybward. 1978, p.342). 

In Sweden, too. during the past few years there has been a 

trend towards adopting the principle of normalisation, as evid

enced by the transferring of mentally handicapped people from 

institutions to various forms of independent, integrated 

housing. Karl Grunewalk (1977) maintains "Integration is the 

most important means of realising normalisation of the care of 

mentally retarded Living in a group home alters the mentally 

retarded person's way of looking at himself and also the way 

others look at him. It increases the feeling of personal free-

dam and the experience of being allowed to take decisions and 

accept responsibility." (p.IO) 

A numbe.c _of new_ trends in the. provision. of services for mental-ly

handicapped people have become evident in Ireland too in recent 

times. Faughnan and O'Connor (1980) highlight three particular 

trends: 

"(1) An emphasis on regionalisation and localisation of 

services. 

(2) An emphasis on community careo. 

(3) An emphasis on integration of handicapped persons within 

the communi ty.·' (p.41) 

The philosophy underlying these trends is that mentally handi

capped people should experience normal patterns of life within 

the community, be respected members of society and enjoy equal 

access to normal facilities where possible. 

It is heartening to see mentally handicapped people beginning 

to be integrated into society. As far back as we can remember. 

they have been segregated from the community ane. as a con

sequence, social relations between them and 'normal' people 

have been limited. Many of the large institutions are 

acknowledging this fact as is shown byotheir efforts to move 

some of their residents to ordina~y homes in the community. 
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The newall-Wales Strategy for the development of services for 

mentally handicapped people illustrates this current trend. 

Its stated purpose is to attempt to ", .correct the historic 

anomaly in the development of N.H.S. and local authority pro

vision WhICh has leEt the bulk of public service provision in 

large, and for many. remote hospitals while the great majori ty 

of mentally handicapped people and their families receive 

little or no support in their homes where it is most needed. 

This inadequacy of care in the community creates a cycle of 

dependence on institutional care because this is often the 

only option open to families who can no longer cope on their 

own." (Murray, 1983, p.14) 

The concept of supporting families who have a mentally handi

capped member is critical to the success of community care and 

must be allied to financial helt:' and practical support in 

day-to-day care. The presence of a handicapped person affects 

every member of the family in some way. Families go through 

various stages of reaction ranging from shock, chronic sadness 

and depression to, in some instances, total rejection and. in 

other instances, a good level of acceptance. Some families 

need more support than others, and for these in particular. 

counselling support must be available so as to give them a 

better chance of being able to care for their child/adult at 

home. 

Another support service essential to community living is 

'respite,' Care for mentally handicapped children and adults. 

With the growing emphasis on community care there is an 

increasing demand for this; the supply, however, is inadequate. 

In many centres almost all the accommodation is allocated to 

permanent residents and 50 they can offer only limited, if any, 

respite care. In Ireland the major initiative in this area has 

been the Break Away short-term family placement scheme, which 

began in 1981. This has proved to be a very valuable support 

service - it will be referred to later in the paper. 
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Planning Service Development 

There is still an enormous amount of work ahead, both in terms 

of finding appropriate accommodation for mentally handicapped 

people whose families can no longer care for them and of moving 

mentally handicapped people from institutional care back to the 

community. The Report, Services for the Mentally Handicapped 

(1980). attempts to quantify the task ahead: "It appears that 

there are mOre than 2.000 handicapped persons now living in the 

community who are in need of the care and attention which can 

best be provided in a full residential setting. On the other 

side of this coin, there is a similar number of handicapped 

persons in residential centres who should be capable of being 

maintained in the community if the community services were 

adequately developed." (para.7.23. pp.28-9). The term used in 

this Report' full residential .. setting.' .could_.be. interpreted ,as· 

being the typical large institution. I would argue strongly, 

however. that we should not be rigid in our interpretation of 

the term: we must find other. cre~tive. ways of meeting the 

need for full residential care. 

The major question facing us to-day is how to rearrange current 

services and develop new ones that will best meet the needs of 

both those who need residential care and those who could live 

within the community. For mentally handicapped children - as 

for all other children - the family environment is the mo:?t 

nourishing and enriching place to live when, of course. families 

can cope and are. well supported. Regarding the adult mentally 

handicapped. many of them may choose to live with their famlies: 

here again, in some instances. support services are crucial in 

making this possible. Some may choose alternative accommodation 

for themselves, and they also need ·to be supported in their 

choice. Realistically, however, it has to be acknowledged that 

not all families will be able to care for their mentally handi

capped member who wishes to remain at home: there· will be a 

need therefore for alternative living arrangements for them. 

Alternatives such as foster care need to be conSidered. As far 

back as 1965 the Commission of Enquiry on Mental Handicap 
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identified fostering as one method of family care that should 

be investigated. It was heartening to see that the Eastern 

Health Board (1981) reconunended in its report that " .. adult 

fostering should be more beneficial to the mentally handicapped 

and certainly cheaper than accommodation in hostels or group 

homes. \oJe recommend that a scheme of adult fostering be intro-

duced on a pilot basis." (p.20) 

In relation to this" it might be noted that in the United 

States. the President's Committee on Mental Retardation (1972) 

identified fostering as a primary resource in its goal to 

reduce, by one third. the population of mentally handicapped 

people in institutions by -the tUrn of the century (p. 5). 

Where foster care is not possible I believe we must continue 

to develop small, homelike accommodation in ordinary houses in 

the community. I believe this form of care should be intro

duced on a very gradual basis so as to make sure that the high 

level of support the residents require is present. To ensure 

success, monitoring and ongoing evaluation will be essential. 

In all these initiatives the community itself has a crucial 

role. Here it is important to emphasise that-, to-date, the 

community has played a very significant role in sharing in the 

care of our mentally handicapped citizens. The ·Parents and 

Friends' Associations throughout the country have contributed 

enormously to the development of services. Community partici

pation is well demonstrated in existinc support schemes. 

An example is the Break Away scheme Which is now a well

established service to help families who keep their mentally 

handicapped children at home. The aim is to recruit" ordinary 

people in the community to take a mentally handicapped child 

into their home so as to give the child's family a break and 

the child a holiday. The published r"esearch report on this 

scheme indicates how successful it is {Walsh, 1983, p.591. 
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Another project - The Friendship Scheme - which was begun by 

St. Michael's P.ouse in 1983. has shown how the community can 

respond to the opportunity to befriend a mentally handicapped 

person (Walsh. 1984). A particular fea·ture of this scheme is 

that it offers mentally handicapped people an opportunity to 

develop their leisure activities. This is particularly import-

ant in view of the fact that many of them live very lonely and 

solitary lives. 

The area of leisure generally for the mentally handicapped is 

one which requires immediate attention. Tne ARCH Grcups have 

indeed made great progress in trying to fill this gap by 

developing social clubs etc. Community volunteers have been 

actively involved also in other leisure activities such as 

horse riding for the ~entally handicapped. 

The enormous commitment and dedication that ordinary people 

have shown over many years, in these and many other. projects, 

indicates that there is a great readiness within the community 

to participate in improving the quality of life for the handi

capped. I believe there is an abundance of resources in the 

community yet to be tapped. We need to find effective ways of 

inviting the community to work with us towards enriching the 

lives of Qur handicapped citizens. Indeed the whole area of 

community awareness of mental handicap requires further attent

ion. The National Association for the Mentally Hand~capped of 

Ireland is continually striving to edUcate the ·community about 

the needs of mentally handicapped people. How.ever, it is 

essential that all of us supplement its efforts in our own 

local areas. 

While community awareness and understanding is of Significance 

to all mentally handicapped people, it has particular relevance 

for the mildly mentally handicapped - and for some moderately 

mentally handicapped - who are discharged from mental handicap 

services. In addition to community understanding, this group 

needs a well coordinated aftercare service. especially in view 

of the well-recognised fact that mentally handicapped people 
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mature at a slower rate than the 'normal' population. In my 

view it is unwise to spend such large sums of money on special 

care education and training and the~ provide only a limited, 

or in some instances no, follow-up service: many aftercare 

problems could be eased or prevented if this were available. 

Unfortunately, for the most part no formal structure of after

care has been developed in the country as a whole. Both of 

the two main research studies in Ireland on past pupils from 

mental handicap centres emphasise lack of aftercare as a major 

gap in the services (Carroll. 1981: 0' Callaghan and Twomey, 

1980 I . 

A related problem is the lack of adequate provision at second

level education for mildly handicapped children who have attend-

ed special classes in primary schools. It should be mentioned 

that no support service is provided for those attending speclal 

classes even though this would be of considerable benefit to 

some of these children and their families. 

Conclusion 

In health care generally it is now accepted that we must ensure 

that available resources are used in the most efficient and 

equitable way possible. Thi~ i~plies expert planning at nation-

al level which would take cognisance of the wide range of exist-

ing and anticipated needs that have to be met. I must re-

emphasise the critical importance of stating basic principles 

of need in relation to each group for whom services are 

required, and defining goals and the appropriate strategies to 

attain these. The planning must, of course, incorporate a 

preventive dimension. Planning must be approached in the light 

of past experience, present circumstances and with a vision of 

future needs. As Griffith (1975) points out: "In the past, 

health planning has meant a response to outward stimuli, that 

is, a response to expressed demand, either political or from 

the community at large. Now, there is an imperative require

ment to an~icipate." (p.26) 
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In regard to mental handicap I believe there is now a pressing 

need for a fresh appraisal of our services and the formulation 

of a national plan for their development. This will require a 

coordinated approach between the various voluntary organisations 

and statutory agencies. both at regional and local level. Team 

work is a central feature of the approach used in mental handi

cap services; it is essential that families are included as 

part of the team and that there exists a work partnership with 

them at all times. When possible. mentally handicapped people 

themselves should be directly consulted in order to elicit 

their views and opinions. 

Finally, I believe that future planning for our mentally handi

capped citizens must reflect the ~nderlying philosophy already 

mentioned - that people with mental handicap have a right to 

normal patterns of li~e _i~ the ~o_~u_n_fty as f_ar: ~s ROssi_ble,; 

to be respected and contributing members of society; to be 

cared for in their own homes or in SUbstitute family type 

homes: to mix and socialize with other people; and to have 

access to community facili ties. This approach has immense 

implica·tions for the quality of life of our mentally handi

capped citizens, for their families and for the community. It 

requires a radical departure from traditional services and 

major changes in attitudes on the part of not only current 

service providers but of the community at large. I am fully 

confident that in Ireland we have the necessary knowledge. 

expertise and resources to achieve this essential change. 

The real challenge is - do we have the commitment? 
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7REATME!:T SERVICES FOR ALCOr.!OL AND DRUG ABUS2RS It: IRELAtlL' 

S!-iA!'IE BUTI.ER 

IntrodUction 

The pr<?c~s~_ wb_~reby medical care systems are _organised _and 

delivered is a complex one, dependent on many factors, not 

least of which is the public perception of the condition being 

treated. Parsons' (1951) classic discussion of the 'sick role' 

goes some way towards explaining conventional attitudes towards 

the provision of medical care. According to the Parsons model, 

those who are dee~ed to be ill are exempted from normal social 

obligations, are considered to be deserving of the best avail

able medical care, and from an emotional standpoint are viewec 

with sympathy since they are not considered to be responsible 

for their illness. The major expectation of those who are ill 

is that they should wish to get well and should seek and accept 

technically competent medical care. 

The inadequacies of this theoretical approach, particularly in 

the context of mental illness, have long been obvious (see for 

instance Scheff, 1966), but nonetheless the 'sick role' concept 

remains a useful reference point. Paradoxically when we corne 

to consider alcohol and drug abusers, it is their almost total 

divergence from this neat Parsonian model that throws most 

light on the nature of the treatment services with which they 

are provided and the ambivalence with which they are viewed. 
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Stated simply, it is not at all clear that drug and alcohol 

abusers are sick in the conventional sense of that term. The 

condition they suffer is seen most often in behavioural rather 

than clinical terms: it is not so much that substance abusers 

suffer from an illness that incapacitates and shortens their 

life expectancy, as that they live so long and create such 

social disr~ption While they do live! Furthermore, it does 

not seem logical to absolve them from responsibility for their 

condition, since their problems seem to stem from a perverse 

determination to continue with alcohol or drug consumption, 

despite frequent detoxification and medical advice to the 

contrary. 

Public policy on substance abuse can therefore be seen as 

ambivalent in that statutory responses alternate between 

attempts at controlling the behaviour problems by various legal 

means, and attempts at treating the clinical problems by a 

vari ety of medico-social responses. In practi'ce. legal measures 

to control substance abuse tend to be tempered by a li~eral. 

hUmanitarian emphasis on the need for treatment and rehabilit

ative services. as exemplified by section 28 of the 1977 Misuse 

of Drugs Act. Treatment services for drug and "alcohol abusers, 

on the other hand. are often characterised by a grudging. 

punitive attitude or. at the very least. a .fatalistic belief 

that the treatment is unlikely to produce any beneficial effect. 

It is in the light of this ambivalence and general lack of 

clarity that Irish treatment services for drug and alcohol 

abusers will be reviewed. 

Alcohol Abuse and Dependence 

Perhaps the first point that needs to be made is that alcohol 

is still the major drug of abuse in Ireland, despite the 

dramatic increase in the prevalence of illicit drug abuse. 

There has never been a universally accepted definition of 

'alcoholism' and in medical and epidemiological terminology 

the condition is now generally referred to as the 'alcohol 



194 

dependence syndrome', a phrase which suggests that dependence 

on alcohol is essentially the same as any other form of drug 

dependence. There is also a tendency recently to speak in 

broad terms of 'alcohol related dis~bilities' (see Royal 

College of Psychiatrists, 1979) which indicates that there are 

numerous social, psychological and physical problems caused by 

the abuse of alcohol, regardless of whether or not the abuser 

is actually dependent on the substance. From a societal, and 

particularly from a familial, pOint of view the question of 

dependence or addiction is relatively unimportant: what does 

matter is that as a consequence of alcohol abuse an individual's 

behaviour deteriorates and creates difficulties for others. 

The problems for society at large include drunken driving, 

generalised criminal behaviour. absenteeism and diminish~d job 

productivity, while for families the problem chiefly consists 

of aggressive and-in-consistent "behavi"our and disturbed inter:.... 

personal relationships. For married alcohol abusers the 

spousal relationship obviously suffers and the marriage becomes 

an arena where bitter verbal battles are constantly enacted and 

physical violence occurs with varying frequency. It would 

obviously be simplistic to attribute all responsibility for 

such marriage problems to the drinking spouse but, while there 

are complex and conflicting theoretical approaches to this 

issue (Paolino and McCrady, 1977), it can at least be said that 

these marital difficulties cannot be overcome without confront

ing the alcohol problem. 

Probably the most disturbing aspect of alcohol abuse in a 

family setting is. however, the effect it has on children. 

Parental alcohol abuse, even when it does not involve direct 

abuse or gross negligence, creates a situation of constant 

insecurity for children which in turn manifests itself through 

a wide range of emotional and behavioural disorders. Bed

wetting. school refusal, poor concentration, acting-out 

behaviour - in short, many of the problems which result in 

referral to the child guidance system - appear commonly among 

the children of alcohol abusers. Even more alarming, however, 
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is the prospect that these unfortunate early-life experiences 

will have adverse long-term consequences. A recent Swedish 

study (Rydelius. 1981) compared a group of two hundred and 

twe~ty-nine children of alcoholic fathers with a matched control 

group of children without an alcoholic parent over a t ... :enty-year 

period. The results showed statistically Significant differ

ences between the two groups. with the children of alcoholics 

doing worse on such indices as crime, alcoholis~. health and the 

ability to earn a living. 

It could. reasonably be expected, then, that the health service 

response to alcohol abuse and dependence .... ,rould be a broad 

response incorporating a wide range of medical. psychological 

and social skills and aimed at the family or some other social 

grouping. such as the work group. Unfortunately, this has not 

occurred. or is only beginning to occur. and the traditional 

health service response has been rather narrow and clinical ir. 

its approach and has relied to an inordinate extent on hospita1-

isation within the psychiatric hospital system. In brief, it 

appears as though alcoholism treatment services have consisted 

almost entirely of hospital admission. detoxification and dis

charge; and until recently there has been no coherent, system

atic approach to the problem. 

This failure to devise alcoholisM treatment policies at either 

a national, health board or hospital level is all the more 

surprising when one considers the scale of the p·roblem. For 

instance, in 1980 out of 27,098 admissions to Irish psychiatric 

hospitals and units, 7.021 - or more than 25% - were accounted 

for by alcoholism. with no other diagnosis accounting for such 

a large proportion of admissions (O'Hare and Walsh. 1983). In 

the absence of any articulated treatment philosophy, beyond 

the obviou.sly platitudinous. one can only rely on personal 

impressions of how the staff of the mental hospital system 

view the whole question of alcoholism treatment. It is this 

writer's impression that attitudes vary a great deal - from the 

paternalistic to the punitive - with perhaps an overwhelming 

majority subscribing to the view that hospital treatment is 
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unlikely to prove efficacious, and that nothing will make any 

difference 'until the addict himself decides that he wants to 

do something about it'. (The fact that. of the 7,021 alcoholism 

admissions to psychiatric hospitals in 1980. only 2.480 were 

first-time admissions would appear to vindicate this gloomy 

prognosis! ) 

The most serious cefect, however. has been the failure to 

develop appropriate counselling or educational services for 

spouses, families and other concerned persons. For families 

in particular the period leading up to a hospital admission is 

usually one of confusion and pain. If there is not a systematic 

treatment plan aimed at the whole family, the hospitalisation 

merely provides a temporary respite while the fa~ily waits 

anxiously for the whole cycle to start again. Indeed, for some 

alcoholics hospi"talisation is used defensively to gain access 

t-o "the '"si-ck--role '"; "thus spreading -confusion "and fLustration~ 

among the family. The wife who has been feeling murderous 

towards her husband is now expected to visit him in a dutiful 

manner, bearing oranges and grapes! 

Happily, there have been some changes for the better in recen~ 

years_ The major influence has been the system 0"£ alcohol anc. 

drug abuse programmes which has been developed in Minnesota 

over the past twenty years (Anderson, 1982). It would not be 

possible to describe all the various elements of these programmes 

here, but some of the main principles are: 

(i) help for the alcohol abuser should include help for (and 

work through) the family, the work group, or any other 

group which is significant to him or her; 

(ii) it is undesirable and unnecessary to wait passively for 

the abuser to develop inSight or motivation - it is 

possible to intervene constructively to induce motivation 

by utilising the disasters which the alcohol abuser 

invariably creates; 

( iii) treatment programmes should be structured and coherent 

and should involve confrontation (albeit in a supportive 
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manner-J as well as education concerning the condition; 

(IV) all those who are involved with the alcoholic should at 

least ensure that their behaVlour does net facilitate 

or 'enable' further drinking. 

Perhaps the most important aspect of these new programmes has 

been the hope, energy and enthusiasm with which they have been 

pursued. It is also noteworthy that they have, in the main. 

been located outside the psychiatric system, either in specialist 

addiction units or in general hospital units. The Xinnesota 

model has made its inpact on Irish services primarily through 

two new voluntary services, the Rutland Centre - an inpatient 

unit - and the Stanhope Street Alcoholism Counsellin~ Centre -

an outpatient service. Existing hospital services, for instance 

St. Dymphna's, St. John of God's and St. PatricK's, have also 

been influenced to varying degrees, but the greatest impetus 

towards disseminating new attitudes towards alcoholism treatment 

has been generated by INCA (the Irish National Council on 

Alcoholism) through its alcoholism counsellor training programmes. 

Two such programmes have been run in recent years and have been 

availed of primarily by psychiatric nurses from various health 

board hospitals. As a result, a number of psychiatric hospitals 

throughout the country have started some form of specialised 

alcoholism treatment. Whether INCA continues to run such train

ing programmes remains to be seen, and it is also not at all 

clear that psychiatric nurses who receive such training can 

manage to combat the nihilism and inertia of the institutional

ised psychiatric system. Perhaps the time is now ripe to 

consider whether alcoholism treatment should continue to be the 

preserve of psychiatry or whether services should be provided 

through the health boards' community care programmes or in some 

other way. 

Illicit Drug Abuse and Dependence 

In view of our propensity for alcohol abuse, it should not come 

as a great surprise that, with the increas.cd availahili ty of 
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illicit drugs, Ireland has developed a majo~ drug problem. The 

scale of the problem and the speed with which it has emerged 

has, however, shocked the authorities and given rise to much 

med i a commen t'. 

The problem of drug abuse in Ireland first came to attention in 

the late 19605 and the official response was to establish the 

National Drug Advisory and Treatment Centre in Jervis Street 

Hospital in 1969. Despite its grand title. the Jervis Street, 

centre operates from an overcrowded prefabricated building, 

which is physicaily (and spiritually) at the periphery of the 

hospital complex. The centre, which is directed by a consultant 

psychiatrist, operates on an outpatient basis and provides for 

assessment, detoxification and counselling of an ever-increasing 

number of patients. There is also a nine-bed detoxification 

unit within the main hospital. 

At the time the Jervis Street service was established it was 

estimated that there were about five hundred people in Ireland 

who abused a range of 'soft drugs' - cannabis, amphetamines. 

barbiturates and lysergic acid. It was also estimated that 

there were about thirty individuals in the Dublin area who were 

addicted to opiates (Woodcock. Ryan ,and Stevenson, 1969). By 

contrast, in September 1983. the Special Government Task Force 

on Drug Abuse estimated that there were" .. 1500 heroin addicts 

in the Dublin area and probably twice as many more experimenting 

with the drug."l A study ~f heroin abuse in north central 

Dublin (Dean. Bradshaw and Lavelle. 1983) found a prevalence 

rate of 1,0% among those aged fifteen to twenty-four. a rate 

which is comparable to that found in some of the more infamous 

ghetto ar~as of New York. This research has generated a good 

deal of controversy. but the basic findings appear to hold up 

and they do give an idea of how heroin abuse can escalate in a 

short time in particular areas. The general impression is that. 

1. See "Drug Abuse and the Task Force": Press release issued 
by the Government Information Service, 20 September 1983, 
p.l. 
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while there are varying degrees of 'soft drug' abuse in rural 

areas and provincial centres, opiat~ abuse is largely confined 

to the Dublin area. 

As with alcohol abuse, the problems created ~y drug abuse ,Can 

be considered either from a clinical or a behavioural perspect

ive. The clinical problems associated with the abuse of 

illicit drugs are more immediate and alarming than those 

associated with alcohol abuse. There is the ever-present risk 

of overdosing which is increased by the use of drugs of indeter

minate strength or by the administration of a high dosage after 

tolerance has dropped - as when addicts leave prison. There are 

also the various physical problems, ranging from abscesses to 

the life-threatening liver conditions that result from the 

street use of drugs under non-sterile conditions. All of these 

physical complications have been publicised, but there has also 

been a good deal of media attention paid to the behavioural and 

social consequences of drug abuse. It has been suggested, 

probably with a fair degree of truth, that there is a high level 

of criminal behaviour among addicts. They need to steal to 

maintain their expensive habits: they often turn to drug pushing, 

and for some pushers the business is very lucrative. 

The 1977 Misuse of Drugs Act is the major statutory response to 

the country's drug problem. On the face of it this is a measure 

which is primarily concerned with control rather than treatment, 

although it does make it obligatory for the judiciary to seek 

medical and SOCial reports and does give disc~etion for drug 

offenders to be referred for treatment rather than be imprisoned. 

Have the health boards, and the Eastern Health Board in 

particular, responded by developing the necessary services to 

make this piece of legislation meaningful? The anwser, is, 

unfortunately, in the negative. There have been no serious 

innovations in the field of drug treatment services over the. 

past decade. The Jervis Street centre is still the focal point 

of all such services, although with the numbers attending the 

centre it is impossible for staff to do more than deal with 

emergencies and refer patients to other centres.· The other 
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treatment centre which deals specifically with drug abuse is 

the Coolmine Therapeutic Community which has existed since the 

early 19705 and which provides a very intensive eighteen-month 

treatment programme. At present the Coolmine programme can 

accommodate between sever.ty, and eighty ~esidents. 

The psychiatric services which have played the major role in 

alcoholism treatment have almost completely ignored the drug 

problem and, with the exception of an experimental unit in the 

Central Merltal Hospital, Dundrum. which was later abandoned, 

have produced no new responses. This can only be explained in 

terms of the ambivalence towards drug abusers which was 

discussed above. It appears as though the official policy is 

based on the view that if addicts are not sufficiently motiVated 

to go to Coolmine, then there is no point in providing alter-

natives. 

to the psychiatric service. They are less compliant and more 

unruly than alcoholics and do not fit easily into the system of 

the psychiatric hospital; they are perhaps too active and 

energetic and pose threats to established attitudes and 

practices. 

Essentially, what is lacking is a range of ~ervices which does 

not rely excessively. on the use of residential care and which 

takes account of the growing body of knowledge of how to 

incorporate family therapy into drug treatment services (see 

Stanton, Todd et aI, 1982). However, considering the sloW rate 

of development of alcoholism services, it should not come as a 

surprise that services for drug abusers should be slowly 

developed also. 

Conclusions 

It has been suggested here that the status of drug and alcohol 

abuse and addiction is unclear. It does not apparently fit 

into the conventional category of 'illness' and there appears 

to be ambivalence about the desirability and effectiveness of 
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treatment services. t~o reference has been made to the abuse 

of minor tranquillisers which raises even more complex issues. 

The major faults that have been referred to in treatment 

services are the narrowness of approach. the failure to work 

at a famllial or broader social level and the tendency to 

think in terms of residential treatment. Substance abuse poses 

a huge challenge for policy-makers, administrators and clinic

ians and'it will be interesting to see if they respond 

appropriately. 
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CHILDREN I~ THE EIGHTIES - A~ EMEARRASSMEN~ OF RICHES 

COLETTE DELANEY 

Adults generally think of children as a sort of Third Sex. We 

like, says Frohm, "to see ourselves in th~ r:ole of lover-s._of 

children." The Task Force on Child Care Services (1980) point

ed out that " .. the quality of the care which children receive 

greatly influences the kind of adults they will turn out to be 

and the kind of society which they collectively will form." 

(para.2.4.1, p.37). If we really believe this then we would 

need to sit up and start providing a level of service that 

would reflect it. 

In excess of 263,000 children in the twenty-six counties live 

in families which are dependent on long-term social welfare 

benefi t's. Th.is means that the vast majority are poor. Cuts 

in social expenditure, therefore, aggravate an already bad 

situation. They affect the recipients - I prefer to call them 

'users' - in two ways. The most direct effects are felt in 

weakened spending power when income maintenance payments fail 

to or only just keep pace with inflation. In an indi rect 

manner cuts erode the network of caretakers who might otherwise 

be around to ameliorate the trauma of not being able to cope. 

Poverty restricts freedom of choice over so many aspects of 

poor people's lives, and. in relation to choice. if one was 

to ask any 'user' whether s/he would like more cash and less 
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social work vlsits. I do not think many would plump for the 

vaguer qualities of 'tender loving care'. This salutary 

reflection should nol be forgotten by those of us who occasio~

ally think we are indispensable. 

There are a plethora of concerns in regard to children, such 

as the need zor protective legislation. the training of child 

care workers, preschool provision etc, A very basic concern, 

however, must be the economic costs of having and keepin~ a 

child. SOme interesting research ras been done in france 

recently on the family upheaval caused by h2ving a baby, in 

terms of its effect on the =amily budget and standard DE living. 

~he resulting increase in expenditure will not !G\ier the living 

standard provided that the overall family income ir.creases in 

proportion to the increase in overheads. 

The study reveals that the cost of two children is less than 

double the cost of one, but that this trend is reversed with 

the arrival of a third child. 

termed 'the threshold effect' 

This arises because of what it 

the clothes of the two older 

children rarely last until the third child; one room may be 

adequate for two children out too small for three, etc. Costs 

also vary according to the age of the child and the social 

class into which s/he is born. According to the Fr~nch study, 

children under five cost FF 1.370 annually; between five and 

nine they cost FF 1,660; and between ten and fifteen the cost 

rises to FF 2,250. These figures approximate to 20% of the 

yearly expenditure of a childless couple in France if the 

father is a manual labourer, but only 16% if he is a high-level 

executive. The cost is greater for young couples w~o are try-

ing to furnish a home at the same time as having a baby. One 

last finding of the study is interesting: it estimated that the 

overall standard of living falls by 15% with one child; by 19% 

with two children; and by 24% where there are three children. 

Without pausing to consider, I can think of half-a-cozen famil

ies known to the ISPCC where the number of r.hildre~ ra~ges from 

ten ~o seventeer.. 
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Ireland has an alarmingly high dependency ratIO, coupled wIth 

the highest birth rate in Europe (74.000 live births in 1980). 

Given that all children are vulnerable - and indeed that too 

many Irish children are 'at risk' -- it would appear that now 

is the time to start helping these childrer... for the infants 

of this decade will be teenagers at the turn of the ce~tury. 

It is all too easy to be critical of state provision. I CO 

not propose to waste time doing so. 7he frustration of seeing 

so much which needs to be done for children makes one conserve 

one's energies for maximising what little resources are 'avail-

able. After all. Ireland is not unique. Even in the ~nited 

Kingdom " .. there is a halt in the expansion of a whole ra~ge 

of social services. Local Authorities are being cut back and 

some Voluntary Agencies are in danger of collapsing completely 

through lack of adeq~at,e J_inancial. support. "_ (Mill~r. and-·Cook. 

1981 ) 

Here in this country we have. perhaps. a stronger tradition of 

voluntary effort. and I suggest this is r~ally going to ~e 

put to the test in 1984. In the light of increasing reports 

of material hardship suffered by children and their families, 

my agency - the rspcc - has been examining alternative strateg

ies of intervention. 

Nhy wait until physical abuse has occurred if you can intervene 

at an earlier stage? In the present climate of constraint just 

how useful is it to employ social workers merely to juggle with 

large case loads in the hope that they will somehow manage to 

deal with the emergency situation? Balancing a r.eavy caseload 

keeps the facade from crumbling totally but it does not effect 

improvement in unmotivated, penurious families and it certainly 

does not lead to better social work practice. 

It could be argued that with so many children whose families 

need help. it is not possible to provide intensive support for 

everyone. Nevertheless. a netwoLk has to exist to pick up 

even some of the more vulnerable families. 
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A few years ago the ISPCC. having re-examined its former role 

of offering child prctective family casework. decided that 

rather than duplicate health board services it would complem~nt 

them. Thus it opted for smaller caseloads. It is, of course, 

easier for a voluntary agency to make decisions like this. At 

best it may succeed and, at worst, it is less costly for a non

statutory body to fail. 'l,'ie have been accused of being elitist; 

we prefer to think of ourselves as innovative. Fortunately, we 

have already seen enough good results from Our new approach to 

feel encouraged. Smaller caseloads make it possible for the 

family to be treated as a unit even while the individual needs 

of children and parents are being met. In moving from a 

domiciliary-type service to providing services from a Centre, 

sited in the local community, we have found that the whole family 

can relate to the Centre and its range of services, instead of 

all having to relate to one individual worker. It is a fact 

that some workers are better at marital counselling than they 

ever will be at getting down on their knees and playing Space 

Invaders or giving piggy-backs to emotionally disturbed chi~ren. 

We have found that, in -some cases, while trying to meet the 

needs of children, it is easy to undermine the piteously thin 

self-confidence of their parents. 

I would like to describe, with slight variations to cloak their 

identity, how one 'problem' family has been helped regain, or 

indeed develop, confidence and some degree of stability. The 

father is forty years of age, the mother thirty-seven, and they 

have nine children and all live together, not in a 'little 

crooked house', but in a three-bedroomed Council dwelling. 

They were referred to the ISPCC by local health board workers 

who had realised that the family needed an amount of time, and 

other resources, which they could not provide. 

Dad was unemployed and a heavy drinker; Mum was subject to 

bouts of severe depression Which necessitated inpatient treat

ment at a nearby psychiatric hospital about t.hree times in 

every two years or so. The children were like so many little 

doorsteps. Think of a problem and they had it - eneuresis, 
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truanting, stammering, mental retardation and more. There was 

a very low standard of diet and inadequate clothing and bedding 

and there were no proper cooking facilities. The hcuse had no 

oath and only a squalid outs ice toilet. The family was known 

to a variety of caring agencies. most of whom had dismissed 

it years ago. It survived. but that was about it. Give ::Ir 

take a few components, it was not all that rare as disadvantaged 

families go. 

Without going into minute details of our work with this family 

we did manage to effect a pretty remarkable improvement in it 

because we were able to respond both to the needs of the family 

as a unit and to the needs of its indiVidual members. Day care 

was provided for three of the children, which ensured that Mum 

had a bit of a break during the day and that the children had, 

among other _th!....ngs ,~a nourishing __ midday _meal. Two-·of tr.e older 

boys joined our Pre-Teen Group and the oldest girl was helped 

to have a life of her own instead of having to act as surrogate 

mother all the time. The oldest boy was in prison when we 

first became involved wi,th the family. He subsequently went to 
England. The father was the hardest to reach, but it finally 

happened when he started coming down to the Centre to collect 

the children from day care. One day he offered to mend a 

broken chair and gradually he became part of the Centre and 

then started to make improvements in his own house. 

Each member of the family had one key figure in the Centre _ 

teacher, homemaker, social worker - to whom s/he related but, 

equally, all felt they could drop in at any time and see some 

member of the team. As things improved, some of the voluntary 

members of the agency took an interest-in the family dynamics 

and one of them began a real relationship with the mother. A 

high point was reached when we were able to offer the whole 

family a seaside holiday together for the first time in their 

lives. After this ten-day experience the family never looked 

back. The voluntary member is still involved in a one-to-one 

relationship with the mother and the younger children still 

attend the-day-care centre. The standards of hygier.e and child 
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care have improved out of all recognition and father and mother 

share ho~sehold responsibIlities. A ne .... ' bathroom has been add~ 

ed to the house, and with the acquisition of a calor gas stove 

and some bunk beds and sleeping bags, the material comfort and 

care of a very, very deprived family has really grown. !f a 

crisis develops the parents and the children automatIcally come 

to the Centre. The difference now is that they feel they have 

a right to ask for help. Through family therapy, ir.di vidual 

counselling. a variety of group work services and a day-care 

programme this family. and others like it, are well on the way 

to independence. Such provision does not come cheaply, but 

compared with the cost of residential care it is not expensive 

and It works. The ISPCC is currently researcJ:1ing the work cf 

lts Family Centres. 

An even less expensive method of helping children and ttei"r 

families has been gathering pace in the ISPCC Rainbo",' Pre

schools. There are eleven of these around the country. They 

operate with trained Montessori staff for two sessions a day. 

When the first two preschools started they were, perhaps. too 

academically oriented. While of course the ... .'Ork in the pre

schools is child-centered, we soon learned that it is not 

enough to improve the quality of life for a few hours for the 

child alone, so now we make a very conscious effort to involve 

the family. Parents are encouraged to 'sit in' on seSSions 

and to assist in the preschool. In addition, we run Mother and 

Toddler Clubs once a week and, also, various kinds of a~cillary 

activities take place with the help of AnCO and of the local 

Vccational Ejucation Committee and the local branc~ of the 

Society of St. Vincent. de PaUl. Those of our voluntary members 

who have special skills come along to meet the parents and 

everyone's horizons are broadened and, we like to think, 

brightened. 

I do not want to suggest that a voluntary organisatio"n such as 

ours is the only, or even the best, way to help improve life 

for disadvantaged children. It certainly is one way. I feel, 

however, th_at while Sean and Sinead Citizen can do so much at 
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a personal and local level, we still should not let the State -

the principal provider of child care programmes - off too 

lightly. Good services cost money~ there is need, also. to 

monitor, research and evaluate the quality of child care in 

Ireland. The speedy implementation of The Task Force Report 

recommendations would be an indication of the seriousness of 

our Government's commitment to the next generation. 
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ATTEMPTING TO REDEEM TI-;E; I~TANGIBLE IN f'-1EDICINE: 

THE HEALTH SERVICES AND HOMELESS PLOPLE IN DUBLIN 

LAUREKCE McGIBBE~ M.B. 

Introduction 

To take the readers of this P?per into the world of homeless 

people in Dublin is no easy task, and yet it is only from that 

perspective that one can examine how successful or otherwise 

is the delivery of health care services to them. Before 

beginning, however, I will ask readers to recall their own 

experiences of loneliness, insecurity. anger, sense of 

humiliation. abandonment and guilt. and the times they were 

rejected or in physical pain - for these are the currency of 

being homeless. 

TRUST is a voluntary organisation the functior. of which is to 

provide a medico-social service for homeless people in Dublin. 

It was established in 1974 and in its work since then has been 

greatly helped and support'ed by the Eastern Health Board, and 

especially by the staff of the Board's Community Care 

Programme. 

The homeless people whose needs TRUST serves are those 

individuals who stay in the city's hostels, night-shelters or 

who sleep rough. They are both men and wome~, and all age 

groups are represented in the thousand or 50 homeless people 

in Dublin. 
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7RUST employs a doctor (myself) and the· Eastern Health Board 

has employed a nurse (Alice Leahy) to work 10 T~UST since its 

establishment. Together we run clinics in the basement of The 

Iveagh Hostel three ~ornings each week, and at other times 

visit the remaining hostels and night-shelters in the city. 

The aim of the TRUST staff is to build up a personal relation

ship with homeless individuals, through the medium of a broadly

based medical and social ser-vice. and by developing that 

relationsh~p enable homeless people change the distorted and 

negative images they have of themselves. 

We encourage the people we meet to become less passi vely 

accepting of hand-outs and more actively demanding of their 

rights. 

The term, ;poverty trap'. is nonetheless true for being 

hackneyed and the people we work with are among those most 

painfully caught in that trap. 

Why society chooses to construct and maintain such an expensive. 

cruel trap can only be understood in terms of loss of love. ....'e 

keep these people in poverty so that our own areas of pain and 

deprivation can be avoided. We look on the homeless. whether 

with pity or anger, and get a false sense of beinQ 'OK'. 

For their part, the homeless also lack a sense of love, but their 

loss is perhaps more profound and hence they 'act out'. Their 

lives are a testament to the deprivation and lack of love they 

experience. This is manifested in their dress and their self-

destructive behaviour; it is reinforced by where they live and 

the abuse they accept from the rest of society. 

TRUST in its work tries, by means of simple practical help. to 

dispel the illusions and loosen the destructive beliefs that 

homeless people have about themselves, and so encourage them 

to draw back from the worst areas of the 'poverty trap'. 

I 
I 
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Health Services for Homeless People 

TRUST provides a family doctor service for homeless people, 

and as such it is regularly in contact with all statutory and 

voluntary agencies in the health field which cater Ear the 

needs of this group. 

In general, the services themselves are satisfactory and often 

excellent. The problems which arise are due to failures at 

the person-to-person level. Many people fear what the homeless 

person represents; they distance themselves from the homeless 

person by categorising that person as a social problem; and 

they are made anxious at the idea of being overwhelmed by the 

magnitude of the person's problems. 

Health care professionals work in a system where status is 

often taken as a reflection of how 'good' a person is, and so 

they may find themselves in difficulties when working with 

those, such as the homeless, who .are accorded low status: in 

defence, they wil'l resort to a technical, objective approach 

and be too busy to evaluate what is really needed. 

In TRUST We regard the client's perception of his/her problem 

as of prime importance, and recognise that efforts must be made 

to gain the client's help in overcoming that problem. This 

requires the old-fashioned skills of listening to clients and 

trying to understand what part their problems or illnesses play 

in their lives. 

I find that when the demands of this work appear too great, I 

need to remind myself that my job is to help the client. not 

to make his pain mine or walk away when it seems too painful. 

Hospital Services 

Dublin hospitals have a long history of caring for the poor 

and many were established for that purpose. 
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Homeless people have traditionally used hospital casualty 

departments as a resource, and when ill will call in to them 

for help. This 'emergency' treatment can be haphazard for it 

depends on variables other than the homeless person's illness. 

For example. if the casualty department- is busy and the home

less person is drunk. aggressive, dirty, confused, violent or 

inarticulate, then s/he may not be encouraged to stay. or be 

properly examined. This occaSionally results in homeless 

people wandering from one casualty department to another until 

the illness is diagnosed and the person admitted or, as some

times happens, s/he dies on the street. 

One of our functions in TRUST is to try to see people, and 

arrange for treatment of their i·l1ness. before they arrive at 

this stage. 

Some-casualty departments have had other traditional roles for 

the homeless: they are used as places to spend the occasional 

night, or as places where there is often a chance of a cup of 

tea and a chat with a member of staff whom they have come to 

know. This valuable resource will unhappily decrease as more 

centre city hospitals close. 

As inpatients, homeless people are often not identified as 

such and so do not use the social work support that is avail-

able. This comes about because in order to i fit in' they, will 

give an address. and it can happen that nobody asks when they 

last stayed at that address or what conditions are like there. 

This simple oversight, or failure of the staff to ,get to know 

the patient" may result in the homeless person, after much 

excellent· and expensive treatment, being discharged 'home' 

which may mean walking the streets on crutches and sleeping 

out. 

In TRUST we try to liaise with hospitals and alert the staff 

to the difficulties and rigours of a homeless way of life. 
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General Practitioner Service 

Our practice in TRUST is to encourage all the people .... 'ho COme 

to us, and who are capable of so doing, to avail of the Gencral 

Medical Services Scheme and select a general practitiorier whose 

panel they can join. In this way we are able to keep time free 

for those who will not, or can nat, use the GMS Scheme. 

Within limits, homeless people who are accepted onto panels 

are able to receive the same quality of medical care as GMS 

card holders from the settled community. 

Problems arise not in the quality but in the delivery of this 

medical care. These problems are contingent on homeless 

people's life styles which are often characterised by failure 

to trust: movement from place to place; inability to retain 

possessions such as appointment cards and medications: and 

difficulty in comprehending medical advice which is often, 

perforce, brief and directive. 

To be of value to homeless people. medical advice needs to be 

imparted in a setting where th.e homeless person is secure in 

the knowledge that the doctor knows about. and sympathises 

with" the hardships of a homeless existence. 

The service which TRUST has developed includes an acknowledge

ment of the need to actively 'seek out' and offer medical care 

to individuals who do not ask for help. 

There are ~any reasons why a particular person may not seek 

medical advice such as fear of being 'locked uP': the failure 

of previous efforts to obtain help; or the belief that the 

illness is a punishment which is deserved. The recognition of 

all of these, and other, reasons needs to be incorporated into 

the treatment plan if there is to be any success. 

To identify people in need of help is a constant effort: it 
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requires regular. frequent discussions with others in contact 

with homeless people - in TRUST this means enquiring from 

other homeless people, the staff of hostels. welfare officers 

etc. about those whom they know to be homeless. 

Other problems which occur at the general practitioner level in 

relation to homeless people ar~ much the same as for other poor 

people. except that the homeless often have fewer resources to 

callan and have less say in what goes on in their environment. 

Problems arise in regard to: 

arranging special diets which are unavailable in hostels; 

medications not covered by the GMS Scheme which. although 

cheap when compared with the 'allowed' items, are still 

outside the budget of most homeless people~ 

transport to and from hc;>spi tal ~ 

long outpatient waiting lists which militate against home

le,o::s pp.op]e w"o mny h~_ve no pl ace to keep possessions and 

who often can not be contacted by hospitals. 

We in TRUST find that by energetic work with homeless people 

many of these practical problems can be solved. 

psychtatric Hospi t~l Servj ce.c;. 

The majority of homeless people have received some psychiatric 

~npatient care, and often this has not been a good experience 

for them. Due to a lack of more appropriate alternatives 

psychiatric hospitals. historically, have had a role in caring 

for those members of our society labelled as 'social problems', 

w.hether they suffered from mental illness. or not. This role 

is changing as modern psychiatry develops and becomes more 

precise about what it can offer people. However a side-

effect of this is the loss, to some ext'ent, of the 'asylum' 

role traditionally performed by psychiatric institution's. 

-, 
I 



Whe~e today can the poor. the destitute and the homeless seek 

sanctuary. be protected and cared for while undergoing or 

recovering from a personal crisis? 

The problems homeless people experience in connection with 

psychiatric services occur. as with other services. when they 

are ca.tegorised and stock solutions offered. For example. 

there is little paint in offering a homeless person. on dis

charge. a place in a large hostel where he must share a 

dormitory with forty other me~ when. perhaps due to past 

experience. he has anxiety about homosexual ~ape. 

Again. I come back to the crucial need for the decision-maker 

to build up a relationship with the homeless person. to listen 

to and empathise with him. and to offer suggestions from among 

which the homeless person can make choices. 

Of central importance in building up this relatior.ship is the 

ability to see and believe in the person behind the drunken. 

dirty. aggressive and self-destructive exterior behaviour. If, 

as an authorlty figure. all one sees are the outward mainifest

at ions of the homeless person's problems. and acts on the basis 

of these. then one is merely reinforcing the hurt and distort

ion which gave rise to the behaviour in the first place. 

What is required is the understanding that self-destructive 

behaviour is an attempt to get rid of that part of the self 

which is seen as unacceptable. and the task of those working 

with deprived people is to believe in them, to link in with 

their long-forgotten sense of self-worth and encourage its 

re-emergence. By giving of their intere3t. attention and 

expertise health care professionals can reawaken feelings of 

self-worth in clients and. by showing that they think clients 

are worth working with as people. help them to integrate those 

'unacceptable' parts of themselves. 

This is how real healing and change come about. and without 

this ,kind of personal caring, all the organisational or 
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structural solutions, all the 'techniques' of caring in the 

world. are a pretence. 

In regard to the facilities that the psychiatric !Service offers 

homeless people. Dublin is fairly well-served and, in general, 

the problems that occur are not problems that the homeless 

people have in regard to the psychiatric services but. rather,! 

problems that the psychiatric services have with the homeless 

people. 

For example. difficulties constantly arise with regard to dis

charge from hospital, follow-up and supervision of medication. 

In recent years these problems have been eased by the esta~lis~

ment of a psychiatric day centre for homeless people in the 

grounds .of St." Brendan' 5 Hospital-, -but thts--useful faci-li ty 

tends, as with most services, to cater for the more able who 

are willing to attend °and does 'not do much for those most in 

need - that small group of severely deluded, suspicious 

individuals who live rough on the outskirts of the city. 

Conclusion 

Much more could be written regarding health services for the 

homeless people of Dublin. and _the way in which they are used. 

My central argument. however, is that all people working with 

the homeless, and those administering the services, should 

:,ave a strong belief that a homelp.ss existence is just not 

good enough for their fellow citizens, and should act whenevp.r 

the opportunity is presented to make life less difficult for 

those who are enduring this way of lifeo 

I say this not just because I would like to see l~fe made less 

arduous for homeless people but because as we integrate the 

fringe groups of society we will be building a more mature 

society. As we, as individuals, meet and learn to understand 

and care for deprived people, we will be that bit nearer to 
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accepting tnc dep~ived and hurt parts of ourselves and this, 

in turn, will lead to wholeness and maturity. It will also 

lead to an approach to life problems which will no longer be 

solely objective, but will restore the value of hUman subject

Ive experience and allow us all, as hUman beings, to explore 

the mystery of life. 

If all I dAscribe above engenders pathos I would like to 

balance it by expressing some of the sense of fulfilment and 

energy that is experienced by those working with homeless 

people - ',chich is why I have worked in the field for the past 

seven years and why I encourage others to become involved as 

well. 

Providing medical care for homeless people is like chipping 

at a coal face. Progress is slow, cramped and dirty but the 

results are real and p~oduce a liberating heat and light which 

is a glowing alternative to some other types· of social and 

professional inte~action. 

It has been observed by one visito~ to TRUST that the work 

being done there has neither pretence nor a~tificiality; no 

images are being maintained and no sensibilities protected, 

and that being brought in touch with the ~eality of being 

human is a privilege under whatever ci~cumstances. 

I wish more people would allow themselves to become aware of 

this privilege and learn the qualities of transparency and 

vulnerability from homeless people. 
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TEE PLIGHT OF TRAVELLING PEOPLE I~; DUBLIN IN 1984 

t-lERVYN EN~IS * 

• 

"We are all in the dock together on this issue .. ,,1 

Imagine a town the size of Kildare town, with a population of 

approximately 4,000 people (623 families) having the following 

accommodation: 

one hundred and thirty-three families live in eight estates. 

in accommodation 75% of which is sub-standard; 

sixty families live in compounds that give them a fixed 

address, water supply and street lighting~ and 

four hundred and thirty families, averaging six people per 

family, live in aC~<;.lITunodation measuring 12' x 24 I, in .. very 

primitive conditions - lacking water supply, sanitation, 

refuse collection, electricity supply, postal service or 

any security of tenure. 

Now change the context, and this becomes the reality for the 

six hundred and twenty-three travelling families living in the 

Dublin area. 

Of the sites provided for them, 50% are in locations that are 

* This paper express~s tr.e personal views of the aut~or. 

1. Comment by Justice F.E. Daly at Rathfarnham District Court 
hearing, in March 1984, following arrests during the 
eviction of travelling families in Firhouse. Dublin. 
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hazardous and injurious to health. Three are situated in such 

close proximity to heavy duty, high tension electric pylons, 

or to electric transformers, as to constitute a d2nger to 

health through atmospheric pollutants - the atmosphere around 

the py Ions becomes polluted due to an ove::-abundance of elect

rically charged particles, resulting in an increase in respir

atory tract infections and depression. In addition, there is 

the danger to children who are attracted to the electrical 

apparatus either through curiosity or sense of adventure. 

Two of the sites are affected by toxic waste. Dunsink Halting 

Site for twenty-three families in Finglas is situated one 

hundred yards from the Dunsink toxic waste dump. The attract-

ion of dumps for travelling children needs no comment. 

For the past two years, the Kishogue nalting Site in Clondalkin 

used by ten families has contained h~ghlY dangerous toxic 

substances - toluene, lodophor, sodium aluminate. cresylic 

acid. One of the children on the site was burned by the 

chemicals in 1983. The matter was reported to the relevant 

medical authority: nothing happened. 

In March. 1984. following mention in the Supreme Court. barrels 

containing tetrachloroethane and ethylene glyccl mo~oethyl ether 

were removed from the site. The labels on the drums warned of 

the dangers of exposure to the contents. mentioning specific

ally the hazards of inhaling the chemicals. and that t~ey 

should be kept away frem children. One at least of these 

chemicals is considered to be a very severe i~dustrial hazard. 

Use of tetrachloroethane has been restricted in some countries 

and prohibited in others (Holland, for example). It can be 

absorbed into the body by inhalation or through the skin. It 

affects the nervous system. can cause liver and kidney damage 

and dermatitis. Serious cases can lead to unconsciousness and 

death. Animal tests by the National Cancer Institute in the 

united States have shown that it can cause cancer in mice. 

The other named chemical. ethylene glycol r:;or.oethyl ether, is 

a highly inflammable liquid with a narcotic effect. Prolonged. 
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exposure to this chemical may lead to liver and/or kidney 

damage. Yet it took two years and mention in the Supreme Court 

before the authorities removed these dangerous sUbstances from 

the site. 

A relatively small number - forty - of travelling families are 

absorbed into standard housing throughout Dublin. While 

approximately one hundred may have been allocated housing by 

the local authority at some stage, only a small number remain 

housed due to lack of preparation and support, and/or problems 

ariSing from cultural incompatibility. 

Health 

~tJ.e, Report __ of _the_Travelling People Review Body-was prese-nted 

to the ~inister in February 1983. Six members of the Review 

aody represented the health area. The Report devotes seven 

pages to the health of travellers. Yet, in the three years 

it took to produce the Report, no comprehensive s'urvey of the 

health of travellers was undertaken by the Review Body. 

The findings of a study by Dr. Jim Kiely, Senior Area Medical 

Officer. Cork. highlight the need for such a comprehensive 

survey. He has summarised his findings as follows l 

"The degree of social, cultural and economic deprivation 

suffered by Irish travellers identifies them as the most dis

advantaged group in Irish society. 

Based on the results of many studies of the detrimental effects 

of deprivation on health, it is assumed that travellers' 

vulnerability to ill-health and death is greater than that of 

the settled community. However, evidence of this is scanty, 

although the research which has been done does tend to confirm 

1. Summary of address by Dr. Kiely to Association of Teachers 
of the Travelli~g People. Dublin, March 1983, printed in 
the Association's News Letter, No.28, March 1983, pp.3-S. 
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the assumption. 

To determine whether travellers were more prone to ill-health 

and death, and whether they used available health services. it 

was decided to examine 230 pregna~cies of traveller women in 

Dublin in 1980/81 to see to what extent they used ante-natal 

services and what was the outcome of the preg~ancy. 

Use of ante-natal services was examined under the headings of: 

(i) stage of pcegnancy at first visit 

(ii) number of visits 

Outcome was measured in terms of: 

(i) birth weight 

(ii) perinatal mortality 

(iii) incidence of certain congenital defects 

The results showed that in relation to the questions posed. 

travellers fared very badly. 

Ante-natal Care 

The recommended time of presentation for first visit is at or 

before the 16th week. Only 8% of traveller women did this. 

The recommended minimum number of ante-natal visits is six. 

Only 27% of traveller women achieved this number. Only 6% 

had six or more visits and also presented at or before sixteen 

weeks. 21% had no ante-natal care at all. 

Birth Weight 

In relation to birth weight, travellers' babies were substant

ially l-ighter overall than the population as a whole and, in 

fact, mean bi'rth weight was similar to that of the lowest of 

the socioeconomic groups in the population as a whole. This 

poor birth weight performance is an accurate pr~dictor of 

probable high incidence of illness in the first week and month 

of life. 
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Perinatal ~ortality 

The incidence of perinatal mortality was extremely high at 9 

deaths of the 230 babies; this rate is substantially higher 

than the national perinatal mortality rate of 14.per 1,000 

births, possibly up to a factor of three. 

Cangenl tal 'Defects 

In relation to illness, it is a 'very difficult process to look 

at this i'n retrospect except in cases where there are very 

specific anG obvious diagnostic criteria. In this regard, it 

was remarka~le that in the case of neural tube defects - i.e. 

spina bifida, hydrocephalus, and anencephaly - the rate in the 

travellers was 4 per 230 compared to an Eastern Health Board 

rate of 4 per 1,QOO. 7his suggests that travellers are at 

much greater risk of this disabling and, indeec, Q.t"~en ,fatal 

condition. 

In summary then, the results of this study show an almost 

negligible uptake of an important preventive health service, 

poor birth weight performance, high rate of neural tube defects 

and perinatal mortality. It confirms the view that travellers' 

children suffer immeasurably greater as a result of the depriv

ation and disadvantage associated with their ,lives." 

The observations of Dr. Anthony Collis, who has had eight years 

experience of working directly with travellers, further emphas

ise the very serious omission of the Review Body Report. He 

points out that while, for example. sever.teen out of every two 

hundred of the settled population can expect to live beyor.d 

seventy years, only one traveller in two hundred car. have this 

expectation. Again. while 8% of settled people are in the 

sixty to seventy age group, _only 1% of travellers are in this 

category. Indeed, in his opinion. the life expectancy of 

travellers is little more than half that of the general 

population. 

Dr. Collis stresses that most of the travellers' health diffi

cUlties are related to their poverty and that until something 
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is dor.e about this, little overall improvement in their healtr. 

will occur. In relation to this he refers to the in~ant mortal-

ity rate among travellers which, he says, is four times the 

national average and doomed to remain so as long as travellers 

continue to live in impoverished conditions. 

Another indicator of the poor level c~ :12~lth among travellers 

is the high "rate of admission to hospital among infants and 

children. In Narch 1983, a survey among eighty-one travellinc; 

families in the Tallaght area showed that there were forty-five 

traveller children from these families in children's hospitals 

around Dublin. suffering from a variety of illnesses, r2nging 

from gastroenteritis. E.Coli. chest infections, failure to 

thrive. This incidence of illness and hospitalisation is not 

restricted to Tallaght, as a random survey of thirty families 

living in north County Dublin in January 1983 and repeated in 

February 1984 showed. During the twelve month period there 

were sixty-eight admissions, thirty-seven infants and thirty

one children, from the families. 

Travelling Women 

On any particular day two-thirds of the women using the Bru 

Chaoimhin (Eastern Health Board) unit for homeless women are 

travellers; one-half of the women using The Family rlid Centre 

are travellers. The reasons for this new phenomenom are many 

and varied. Some relate to lack of adequate preparation for 

marriage, Which in some instances results in, the ritual 

marriage game where a wife runs away in order to gauge her 

husband's affection for her - using Bru Chaoimhin as a tempor

.ary 'holiday escape in order "to see did he miss me". 

On the other hand, some travelling women seek refuge in these 

c-entres because they have been brutally beaten. This' may be 

related to the severe rise in heavy drinking among travellers,

evidenced by the fact that between October 1982 an~ March 1983 

thirteen adult travellers died in alcohol-related incidents. 
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Given their deplorable living conditions. lack of even basic 

services. and their poor self-image, it is not surprising that 

many traveller women describe themse1ves as being 'inside 

despair' . 

When women do seek refuge, the problem of providing for them 

is accentuated by the following factors: 

they tend to come in droves, with two or three women arriv

ing with their children. The average number of children 

accompa~ying a travelling mother is three, so one can 

expect eight to twelve bed admissions after events such as 

funerals, weddings. Or other family occasions, due to 

alcohol abuse and violence coinciding with these events; 

their husbands often follow them and stay outside Bru 

Chaoimhin qr Farnily_ .Aid .threatening. to break--tn and-·get 

them: 

the bed and breakfast channels used by Family Aid when it 

,is full are not open to travellers because of the point

blank refusal of such establishments to accept travelling 

people; 

Regina Coeli. which is run by the Legion of Mary and accom

modates settled women. refuses to take travellers under any 

circums~ances; 

they cannot be protect by the Law as Barring Orders are 

ineffectual in their cirCUmstances. 

Allied to alcohol abuse and family disharmony is the problem 

of finding places for children needing reception into care. At 

present there are eighty children from travelling backgrounds 

i.n the care of the Eastern Health Board. In many instances, 

children's homes refuse to accept children of travelling origin. 

Faced with this problem. the Dublin committee for Travelling 

People pioneered a special residential unit for boys and. more 

recently, one for girls. as the demand for this was evident -

the authorities being yet again slow to tackle the problem. 
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I feel it appropriate to conclude these comments on the current 

plight of travelling people in this city by quoting the remarks 

of Mrs. Nan Joyce in 1983 on the Report of the ~eview Body. 

'I have heard talk and talk I l?ut nothing is done. Good words 

are no use until they are turned into action, then they will 

amount to something. As it is. good words will not give 

travellers good health, they will not stop every travelling 

WOffiun experiencin.9 the loss of a newborn baby or salall child 

at some sta.ge in her lifetime. Good \.Jords will not stop 

travellers from dying young. Good words will not get travel

ling chilq.ren a good education. Good words ,,",'ill not get 

travellers a home where they can live in cignity and take care 

of themselves and their families. I have heard all these good 

words before-- in 1963, we were on the roadside in Cherry 

Orchard, I was a young married woman then. In 1983. I'm a 

grandmother with sixteen grandchildren and again all I hear 

is good words." 
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TRE PROVISION OF THE COMMUNITY CARE AND OTHER HEALTH 

SERVICES IN RURAL AREAS: A CASE OF REGIONAL H1EQUALITY? 

ANN O'MAHONY 

IntLoduction 

This paper is concerned with the geographical distripution of 

the community care and other important health services. In 

particular it raises the question of access to these services 

in rural areas. 

Donnison (1975), in a report on social policy in Ireland, 

states that access to the social services in a modern society 

is of fundamental impor.tance. Poe refers to ,the social servic-es 

as "new forms of property" contributing vitally to the distribut

ion of resources, status and Itfe c-hances in modern societies. 

In Ireland for the past twenty years there have been large 

increases in social expenditure generally. In relation to the 

health services, expenditure amounted to 8.06% of our total 

Gross National Product (GNP) in 1981 compared to 3.8% in 1966. 

Health care expenditure has been rising rapidly in real terms 

and in 1982 IR£948 million was allocated from the public funds 

to the health services. l Indeed, a recent report has suggested 

1. This figure refers to non-capital expenditure. A further 
IR£49 million was allocated to capi tal expenditure fn 1982. 
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that Ireland's level of expenditure on the health services is 

appropriate to a considerably richer country (Joyce and McCashin. 

1982) . Given the high level of public expenditure on the 

services, the question of their distribution and accessibility 

to all citizens who meet the eligibility criteria is an import

ant one. 

Donnison (l975) identified inter-regional and urban-rural in

equalities as one of the fiJe main types of inequality in Irish 

society. Such inequalities have profound implications for the 

level of social justice prevailing in our society_ Davies 

(1968) has made the point that a necessary (but not sufficient) 

condition for social justice is 'territorial justice' - the 

notion that the level of service provision in an area is in 

proportion to the needs of the area and that in a situation 

where national resources are limited, the level of service 

provision would be in proportion to the relative needs of that 

area. There is an alternative view that the cost of providing 

services to rural areas is exorbitant and that the subsidisation 

of remote and sparsely populated areas is alre~dy excessive. 

But as Curry (1975) has pointed out, such a view is incompatible 

with the notion of social justice and it actively undermines the 

concept of 'social citzenship', which Parke~ (1975) suggests is 

the only real basis upon which a cohesive and integrated society 

can be built. 

In the next section of this paper the main social and demo

graphic trends which have affected rural areas in recent decades 

will be examined briefly. along with the implications of these 

changes for the provision of the community care and other health 

services. The regional and inter-regional distribution patterns 

of selected services and how these COincide with various empir

ical indicators of need will then be considered and. finally, 

the implications for future policy will be outlined. 

Demographic and Social Chang"e in Rural Ireland: A Sununary 

There is no rigorous definition of what constitutes a 'rural 
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a Lea' • For census purpos~s, settlements with populations in 

excess of 1.500 are referred to as 'urban', In 1981,44% of 

the population of the State resided in the aggregate rural 

areas. Since the turn of the century the trend has been 

towards a greater concentration of the population in urban 

centres. In 1901, 23% of the population lived in urban areas 

as then defined. By 1951 the figure was 43%. Between 1901 and 

1971 there was a clear pattern of an increasing town and a 

decreasing rural population. 

The economic moder-nisation of our society has resulted in an 

incr-easing trend towards urbanisation evident throughout the 

whole country but seen at its most extreme in the greater 

Dublin area and its environs whe["e the population increased by 

90% in the inter-censal period 1971-1981. This process has 

created problems no less serious for the rural areas. Yet, the 

emphasts in public debate displays little awareness that our 

social problems are not exclusively confined to urban areas. 

The population decline characteristic of Irish demographic 

history from the mid-nineteenth century was steQrned at national 

level in the 19605, and since then the aggregate national 

picture has shown a substantial reversal of the trend of 

decline.
l 

For the aggregate rural population there was an 

increase of 10% between 1971 and 1981 ranging from 4% in 

Connacht to 15% in Leinster. This aggregate picture, however. 

masks a variation in the experience of different rural areas. 

Whilst there has been an increase in the population of some 

rural areds and a situation of stability has been achieved in 

others, there are also areas where population decline has not 

been stemmed. 

The experience of County Mayo illustrates this. Figur-e 1 

presents the population trends for the county and for three of 

1. A full analysis of the demographic history of the rural 
areas is to be found in Curry (1975). 
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its rural. and one of its urban. district~ irom 1926-1981, and 

these are compared with the aggregate national trend. In the 

period 1926-1981 the county lost one-third of its population. 

However, since 1971, the pattern of decline has been reversed. 

The Urban District of Castlebar has shown constant expanSionist 

trends and has achieved growth rates in excess of the national 

average. The Rural District of Castlebar has also shown an 

increase in population of similar magnitGde to the county growth 

rate since 1971. But when one examines this more closely it is 

the District Electoral Divisions in close proximity to Castlebar 

Urban District which mainly account for the growth in the Rural 

District. Swineford Rural District lost more than 50% of its 

?opulation between 1926 and 1981. but in the period 1971-1981 

the decline was only 0.8%, so that by now the population has 

almost stabilised. Belmullet Rural District. on the other hand, 

contin,::es to <?ispl~W a definite. pattern of- decl-ine with a ]-;-4% 

population loss in the same period. A clear pa~tern emerges 

therefore: rural areas in close proximity to urban centres 

experience population increase, whereas in the remote areas the 

population is remaining static or continuing to decline. 

TwO indicators, the Age. Structure and the Age Dependency Rate, 

illustrate the considerable problems faced by rural communities 

where out-migration has been in the past, or continues to be, 

high. 

The more important social implications of the massive population 

decline in the rural areas can be seen in the two summary 

statistics presented in Table 1. The higly selective effects 

of out-migration are evident from the age structure of the 

population. Migration mostly occurs among young adults and this 

has resulted in an imbalanced population structure with the 

middle age groups being depleted and the older age groups being 

disproportionately represented. The fifteen to fourty-four age 

group in County Mayo represents a smaller proportion of the 

popUlation, particulacly in the Lural districts, than in the 

State as a whole, while the sixty-five years and over gcoup 

represents a higher percentage. The age dependency ratio is 
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Table 1: Indicato~s of Demographic Imbalance in the 
Rural Population 1979 

% 
Age 

dependency 
Age Groups rate 

per 100 

0-4 5-14 15-29 30-44 45-64 65; active age 
persons 

Mayo CO\IDty 9.4 19.05 21. 4 14.3 19.9 15.86 79.8 

Belmullet RD 8.95 19.76 21. 48 12.67 20.71 16.36 82.9 

SWineford RD 8.15 18.53 19.42 13.21 21. 75 18.92 83.9 

Castlebar lID 8.73 16.59 23.99 15.27 18.23 17.16 73.9 

Castlebar RD 10.32 18.48 22.88 14.41 19.59 14.30 75.8 

State 10.19 20.37 24.43 16.56 17.69 10.72 70.4 , 

Source: Census of population 1979, Vals. I and II. 

calculated as the ratio of persons of dependent age (under 

fourteen years and sixty-five and over) to the rest of the 

population. Table 1 indicates that the dependency rate for 

County Mayo is higher than for the State as a whole and the 

rates for the sub-regional areas within the county are consider

ably in excess of the national rate. 

These kinds of statistics are indicators of social facts which 

are likely to have important implications for the provision of 

the community care and other health services in rural areas. 

The continuing out-migration of young adults (there is a higher 

incidence of out-migration among females than males) undermines 

natural caring networks within family groups.l The elderly, 

especially those living alone, are more likely in such situations 

to have to depend on the statutory services for support. The 

1. This out-migL"ation is generally to urban centres in Ireland 
instead of to those of Britain and the United States, as in 
the past. 
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depletion of the vital young adult and middle age groups deprives 

rural communities of that section of the population by whose 

efforts the young and the elderly are maintained and supported. 

The potential for voluntary effort in such communities is likely 

to be greatly reduced. 

In addition to the demographic factors outlined, there are also 

deeply rooted socioeconomic problems in same rural communities 

which will be referred to only briefly here. l To a large extent 

these problems show a clear regional distribution, being mainly 

concentrated in the eleven less favoured western counties. Poor 

soils and small farm size result in a chronic low income problem 

among a SUbstantial sector of the farming population. Family 

farm income in Connacht and Ulster persistently falls short of 

that in Muns~e~ and Leinster (Heavey, 1977. 1978, 1982). Poor 

job opportunities_J~ t]'1_~ !10n-far~ se,c:,=:q~_ .<;o.n.tribute __ to a .high,. 

inciden'ce of low incomes in these areas. Using two measures, 

medical card coverage and weekly household expenditure, Table 2 

examines the regional and urban-rural distribution of incomes. 

Table 2: Indicators of Poverty by Region and Urban/Rural Areas 

.~ S? i!' ~ 6' §' g' g ~ " m ~ \" rl- rl- ::i CT " " Ul " ~ Ii' ,,- ,,- ,,- :T ." " 9 I I I " 9 • g. 00 '" rn ~ 9 " " ill " " 9 CT " CT 
ro " " 9 9 9 

Ii) 

% of popula~ion 
rovered by rredical 
cards 19€2 33.8 25.1 45.3 35.5 4l.8 58.0 44.2 35.3 54.8 

The Urban ?ural Rural 
State Areas (i) Farm (ii) Non-farm 

Iii) 

Average weekly house-
hold expenditure 
1980 IR£ 127.50 137.89 117.97 108.01 

Source: (i) Statistical Infonmatian Relevant to the Health Services 1983. 
(ii) Household Booget Survey 1980, Vol.l. 

1. For a comprehensive discussion of these problems see Commins, 
Curry and Cox (1978). 
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The highest incidence of low incomes is to be found in the 

Western and North-Western Health Board areas and the lowest 

level of weekly expenditure are found. in non-farm rural 

households. 

Finally, our institutional adaptations to the demands of a 

modernising economy have also had adverse effects on rural 

communities. 

The tendency has been to favour administrative and organisational 

arrangements which concentrate resources and services ana this, 

in many instances, has meant a retraction of services from rural 

communities and their.- relocation in urban centres. This process 

of centralisation is evident in many of our social institutions 

ranging from education to the health services, to the agriculnrral 

advisory services. While the rural areas are not homogeneous 

·units but, rather. display considerable variation in their basic 

economic and social characteristics, the crucial element they 

share is that they, no less than the urban areas. have been 

subjected to a relentless process of change in the transformation 

of Irish society. The consequences for many of the rural are2.s. 

particularly those remote from urban centres, are graphically 

described by Commins and his colleagues: 

"Vast technological changes and riSing economic wealth are 

paralleled in rural areas by chronic low incomes, in

voluntary migration, inadequate public facilities and 

services, and a general debilitation of community life." 

(Corrunins, Curry and Cox, 1978, p.1) 

Against this background the distribution of selected services 

provided by the health boards will now be considered. 

Distribution of the Community Care and Other Health Services 

This section examines the regional and intra-regional distribut

ion pattern of selected community care and other important 

health services. In keeping with the notion of territorial 



Table 3: Indicators of Need by Health Board Area 

The 

Indicator State Eastern Midland 

I. Age Dependency Rate 1979 70.4 63.9 74.2 

2. Persons aged 65 and oper 
as % of Total Population 10.7 8.5 10:8 

3. Medical Card Coperage 1982 
(% of pop. covered by 
medical cards) 36.7 25.1 45.3 

. 4. Infant Mortality Rate 1981 
(No. of deaths per 1,000 live 
births) 10.6 12.3 9.0 

5. Death Rates 1981 
(i) Crude death rate 

(per 1,000 of pop.) 9.4 7.6 10.2 

(ii) Circula tory system 
(per 100,000 of pop.) 477.4 350.1 550.6 

(iii) Cancer 
(per 100,000 of pop.) 178.6 170.6 181.6 

(iv) Motor vehicle accidents 
(per 100,000 of pop.) 17.4 15.7 16.3 

Source: St.tisiic.llnfonnation Relev.ntto the He.lth Services.1983. 

Health Boards 

Mid' North· North· 
Western Eastern Western 

73.01 72.9 79.3 

11.1 8.9 14.5 

35.5 41.8 58.0 

9.5 , 9.6 11.7 

10.4 9.4 11.6 

551.6 474,1 618.2 
, 

183.6 ·180.3 191.6 

22.4 23.2 18.3 

, 

South· South· 
Eastern ern 

74.1 71.7 

10.9 11.7 

44.2 35.3 

8.7 12.9 

10.0 10.3 

520.3 528.7 

187.1 183.7 

16.8 12.6 

Western 

76.2 

14.1 

54.8 

5.3 

10.7 

603.5 

173.7 

22.1 

" W 
A 
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justice referred to in the Introduction, it is clear that SOme 

concept of need and equity should influence the pattern of 

service provision. 'Need' is a difficult concept to define yet 

it is hard to see how any serious discussion of service pro-

vision can avoid attempting to do so (Smith, 1980). In Table 3 

~ set of summary indicators of 'need', generally accepted in the 

literature as likely to have a bearing on demand for health 

services, is presented for the eight health boards. 

In general terms the levels of 'need' as measured by these 

indicators appear to be lowest in the Eastern Health Board area. 

On four of the five indicators the Eastern Health Board's rate 

is lower than the rate of the State as a whole and is the lowest 

rate among the eight health boards. On the other hand, the 

highest rates, often substantially in excess of the State rates, 

occur in the North-Western and Western Health Board areas. The 

question then arises as to how far the regional distribution of 

the services coincide with the incidence of 'need'. In keeping 

with the concept of territorial justice one would expect the 

pattern of provision to reflect the pattern of 'need'. 

A basic factor which will influence the level of service pro

vision is the financial resources of the health boards. Table 4 

presents data on the non-capital allocations from the Department 

Table 4: Financial Allocation to the Health Boards 1982 (non-capital 
expenditure*) 

-
:f ~ il'. il' 6- d' g g> ~ 
" f?o 0. a ;+ c. ffi 

CT J,: " CT IT 
(J1 " § :J" :J" ". " rt 9 ro I I I " 9 w 0. ffi '" rn ~ 9 " CT g; 
" ro 

9 CT " CT ro m ro 
9 9 9 

IR£ rrallions per 
10,000 population 2.7 2.6 3.0 2.6 2.4 3.3 2.6 2.6 3.2 

IR£ ~llions per 
10,000 persons with 
with rredical card 
rover 7.3 10.2 6.6 7.3 5.8 5.7 5.9 7.4 5.8 

*l~on-capital expenditure includes payments made bt the Depa.rtrTe1t of Health 
on behalf of the teal th boards. 

Source: Departrrent of Health, unpublished data. 
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of Health to the health boards in 1982. 

Per 10,000 of population the North-Western and Western Health 

Boards receive a somewhat higher allocation than the State 

average or the other health boards. However, when the allocation 

is related to the incidence of medical card coverage the Eastern 

Health Board has an allocation substantially in excess of the 

State average and almo~t double that of the Western and North-

Western Health Boards. (The special positicn of the Eastern 

Health Board area hospitals as providers of specialist medical 

services on a national basis is probably a factor in this.) 

Table 5 examines the regional distribution of eight important 

services provided either directly by the health boards or on 

their behalf by voluntary agencies. The indicator useQ to 

establish the ~e~el of service provision is either the staffing 

~~tes or the number of recipients of the services. 

In six of the eight services levels of provision in the Eastern 

Health Board are higher than the State average and in five of 

the eight, the Southern Board shows higher levels of provision. 

In both these health boards the rates of provision are often 

considerably higher than in the other boards. In four of the 

eight services, levels of provision in the North-Western Health 

Board area fall considerably below the national average. In 

the Choice of Doctor Scheme,_ for example, the rate of provision 

in the North-Western Health Board is only 72% of the State 

average and 53% of the Eastern Health Board rate. A similar 

pattern emerges in the Choice of Pharmacist Scheme. Other 

researchers have adverted to the inadequacies of provision of 

this service in rural areas . Curry, for example, comments that 

.. In many rural areas .. there is effectively no choice of doctor." 

(Curry, 1981, p.103). On the other hand certain services, for 

example residential and day care for the handicapped, the home 

help and public health nursing services, are provided at levels 

exceeding the national rate. Low levels of provision for the 

Choice of Doctor and Pharmacist Schemes occur in the Western 

Health Board area also. In fact, in five of the eight services 



Table 5: Regional Distribution of Services 1982 

The Health Boards 

Service State Eastern Midland Mid- Norlh- Norlh- South- South· Western Western Eastern Western Eastern ern 

I. Choice of Doctor Scheme 
(GPs per 10,000 persons with full eligibility) 11.1 15.7 9.1 10.5 9.4 8.0 9.7 11.6 8.8 

2. Choice of Pharmacist Scheme 
(Pharmacists per 10,000 persons with full eligibility) 8.7 12.8 65 9.2 7.9 5.5 6.6 9.7 6.3 

3. Hospital Consultants 
(No. practising per 10,000 population) 2.9 4.2 1.6 1.9 1.5 1.9 1.7 3.0 3.0 

4.Ambu/Ql1ces 
(No. per 100 sq. miles) 0.8 2.7 0.7 0.7 0.8 0.8 0.9 0.7 0.6 

5. Services for the Handicapped 
(i) Residen tial places 175.2 227.3 110.9 182.2 127.4 204.8 119.2 207.8 88.9 

(ii) Training centre places (per 100,000 pop.) 87.1 66;8 94.0 57.8 63.5 213.0 115.8 87.3 92.4 

6. Community Services for the Elderly 
(i) Meals services 30.4 41.3 40.4 2.8 17.4 16.5 24.3 23.8 45.7 

(ii) Home Help service 28.3 29.8 35.6 305 29.0 43.0 23.3 19.1 29.0 
(No. ofrecipients per 1,000 pop. aged 65 and over) 

7. Public Health Nursing Service 
(Public Health Nurses per 10,000 population) 3.6 3.3 4.0 3.5 3.8 5.3 4.2 2.7 4.4 

8. Preschool Child Health Service 
(% of eligible children examined at 6 months at 
developmental paediatric clinics 1980) 73.0 77.0 67.0 59.0 84.0 84.0 96.0 75.0 40.0 

Source: Statistical Information Relevant to the Health Services 1983; General Medical Services Board, 1982, Report. 



238 

the Western Health Board has lower levels of provision than the 

State average. 

The Choice of Doctor and Pharmacist Schemes are the cornerstone 

of the primary health services and the low level of provision 

of these services in the two areas which displayed the highest 

levels of need is a matter of considerable concern, particular~y 

as some 60% of patients in the North-Western Eealth Board area 

live more than five miles from their doctor (General Medical 

Services (Payments) Board, 1981, p.16). 

The level of prOVision of child health services, particularly 

the preschool developmental paediatric examination, in rural 

areas is also a cause for concern. At present this service is 

confined mainly to towns with populations of 5,000 and over. 

As Table 5 shows, the_~x~qtination._.rate is-lowest in the 'West·ern" 

Health Board area where only 40% of eligible children were 

examined in 1980. 

From this consideration of the regional distribution of selected 

services, a general pattern emerges of the Eastern Health Board, 

serving Dublin and surrounding areas, and the Southern Health 

Board, serving Cork and Kerry, having the highest levels of 

PCovL5ion. A fairly clear pictuce appears, therefore, ·of the 

po ..... 'er of the country's two l~gest urban centces to attcact 

resources. The question acises as to whether .this same pattern 

of distribution is replicated within health boards - in other 

words whether intra-regional variations exist in service 

provision. In order to examine this issue, data on selected 

services provided by the Community Care Programme of the Western 

Health Board in County Mayo are presented in Table 6. 

The Table presents a summacy of the levels of service prov-lsion 

in ,Mayo County, Castlebar urban and Rural Districts and Belmullet 

Rucal District. Where information is available this is compared 

with national rates,. and with Eastern Health Board rates, for 

1980. In the case of doctors and pharmacists, the Mayo County 

rate was less than the national rate and significantly lower than 



Table 6: Intra-regional Distribution of Selected Community Care Services, 1980 

The Eastern Western Mayo Belmullet Castlebar SelVice Health Health State Board Board County RD U&RD 

OlGice of DOClOr 
(GPs per 10,000 persons with full eligibility) 10.64 15.67 8.2 7.7 5.64 7.63 

Choice of PhannacisT 
(Phannacists per 10,000 persons withfull eligibility) 9.28 13.88 6.07 6.03 2.82 10.18 

Dental Services 
(Dentists per 100,000 population) 6.4 5.7 8.0 7.01 - -

Public HealTh Nursing 
(Nurses per 10,000 population) 3.71 3.06 5.24 3.77 5.4 2.62 

Social Work 
(Social Workers per 10,000 population) - - 1.48 1.14 - -
Home Help Services 
(Standardised home helps per 1,000 persons aged 65 and over) - - - 6.05 4.88 7.26 

OphThalmic Services 
(i) No. of children treated per 1,000 aged 5-14 34.7 - - 83.5 36.6 93.0 
(ii) No. of adults per 1,000 medical card holders 47.5 - - 67.3 35.7 58.75 

Oliropody Services 
(Nos. treated per 1,000 aged 65 and over) - - - 266.4 86.5 183.4 

Child HealTh 
(i) % of children a-I years examined at Developmental 

Paediatric Clinics 26.86 - - 24.9 - -

(ii) % of children aged 5-14 examined by the School 
Health Service 13.24 - 17.84 15.6 - 12.5 

Source: Based On unpublished data supplied by Western Health Board and Statisticallnfonnation Relevant to the Health Services 1981. 

'" w 

'" 
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the rate in the Eastern Health Board area. In the case of 

doctors in the GMS Scheme, the Mayo county ratio was also lower 

than the Western Health Board average. Distribution of provisic 

within Mayo County also varied: in the more remote rural area of 

Belmullet the level of provision was lower. On the othef hand, 

the staffing ratios for the dental and public health nursing 

service and the provision for the opthalmic ser,vice for Mayo 

County exceeded the National and Eastern Health Board rates but 

were lower than the Western Health Board average. Comparative 

data were not available in respect of the social work or the herr 

help services but, as can be seen from the Table. there was 

considerable variation within Mayo county in the distribution of 

the home help service. again showing the more rural area as 

having a lower level of provision. The generally more favourabl 

position of the Castlebar area in comparison to the Belmullet 

Rural Dis_trict i~"a stron.g i_ndicatio~ that. there ,is considerable 

internal variation in levels of service provision. 

Can cl US ions 

In relation to the services examined in this paper there exist 

considerable regional and intra-regional variations in the level 

of provision. The distribution pattern does not. in general 

terms. coincide with the 'needs' of the areas as measured by a 

set of indicators. The Eastern and Southern Health Board areas 

have the highest levels of provision. In the North-Western and 

Western Health Board areas the level of provision for key medica 

services is considerably lower than the State average. 

Given the trend" towards the regionalisation of hospital-based 

services, it is essential that the rural areas have an adequate 

general practitioner service. The large number of elderly and 

incapacitated people in the Western and North-Western regions 

makes an adequate primary medical service essential. The demo

graphic history of these areas is such that relatives of the 

elderlY often reside in Dublin or England thus weakening the 

informal caring systems" and leaving the elderly more dependent 
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on statutory provision. 

The general pattern which emerges is of a concentration of 

services in urban areas with a diminishing level of service 

provision according to the degree of remoteness from an urban 

service centre. The data from County Mayo clearly indicate the 

degree of disadvantage suffered by a remote rural area such as 

Belmullet and the strong bias in resource allocation in favour

of urban centres and their environs. Yet there is nothing to 

indicate that people in such rural areas have less need of the 

health and personal social services than urban dwellers. ~he 

absence or low level of provision of key services in rural areas 

of a comparable quality with those provided in urban areas 

compounds the basic social and economic problems already 

referred to. 

Given the particular model of service provision \.,.hich has been 

adopted - the centralisation of services in centres of 

population - transport and communication are of vital consider

ation in relation to access to services for rural people. 

Moseley (1978) has stated that the lack of a Car is probably 

the biggest single factor in any identification of those rural 

people who are disadvantaged in terms of access to important 

services. As in other European countries car ownership levels 

are high in rural Ireland and pub1i'c transport provision is low. 

However, evidence from research suggests that certain groups in 

the rural areas are more likely not to have a car in the house

hold (see for example f'otoseley, 1981). Various studies indicate 

that among these groups are most likely to be the elderly and 

those on low incomes. In the absence of a car, a telephone 

would enhance access to services. However, the Household Budget 

Survey found that, in 1980, only 23.6% of all rural households 

had a telephone. Again, research evidence suggests that the 

elderly and those on low income in rural areas are significantly 

less likely to have telephones (see for example Power, 1980, and 

Kelleher and ·O'Mahony. 1984). The combination of these factors 

point to the existence of serious problems of access to services, 

at least among certain sectors of t~e rural population. 
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There is no doubt that considerable developments have occurrec 

,in the health services since the institution of the health 

boards in 1972. Yet the question of equality of access to 

services in the rural areas remains a formidable challenge to 

health care administrations. The implications of particular 

characteristics of rural communities seem hardly to have been 

systematically considered in relation to appropriate organis

ational structures and systems of service delivery 1n the rural 

context. The trend has been to promote systems of service 

delivery which, in theory at least, are more or less uniform 

throughout the country. Yet, given their particular configur-

ation of spatial, demographic. social and economic factors, the 

rural areas present particular problems for service provision. 

For example, rural areas characterised by factors such as 

population dispersal over large geographical areas, demographic 

~_mbalances, pOOl."', employment opportunities and high internal 

migration rates, pose problems-of' attracting. highly~trai~ed 

personnel such as general practitioners, social workers, 

psychologists etc. 

Again, the whole question of the nature of the social structure 

and the kinds of natural social care networks in rural commun

ities is of central importance in any consideration of the kinds 

of services provided by the health boards. Grant (1981) has 

suggested that the task of an adequate social care organisation 

is to organise a system of care which blends the best elements 

of informal caring with statutory provision. Yet these are 

issues which appear to have merited very little attention in 

our planning for the provision of services to rural communities". 

Given the strong trends tqwards the build-up of large towns, 

acting as service centres, and the concentration of resources 

and personnel in these centres, there is little public debate 

as to how the statutory agencies might approach the problem of 

ensuring relative ease of access for all. Neither is there 

any acknowledgement at national level of the problems that 

would be" encountered in trying to achieve this goal. The 

plight of certain groups in the rural areas with whom the 
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community care services are particularly concerned - the 

isolated elderly, the handicapped and young families without 

private means of transport, all of whom are likely to experience 

acute problems of access to services - seems hardly an issue at 

all in the present climate of economic stringency. 

The problems of servicing rural areas are indeed complex and 

cannot easily be resolved in the short term. However. three 

basic steps would indicate a serious approach on the part of 

policy-makers to these problems: 

(i) an adequate monitocing of standacds of service pcovision 

between regions and at local level; 

(ii) a ceconsidecation of the pcesent pattern of financial 

allocations; 

(iii) the promotion of research, discussion and public deba.te 

on alternative and cost-effective means of devising 

strategies to minimise disadvantage in service provision 

associated with remoteness from centres of population. 

In Tawney's words: "The problem of modern society is a problem 

of proportions, not quantities. of justice not of material 

well-being." (Quoted in Neate, 1981) 
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THE PRIMARY HEAL7H CARE TEAM 

LEONARD COrxDREN M. B. I D. C. E., D. Obs t., M. R. C. G. P. 

and 

AENGUS O'ROURKE M.a., D.C.H., D.P.H., F.R.C.G.P. 

Introduction 

The derna'nds for health care are limitless and, therefore. some 

discriminating priorities are needed in order to achieve a fair 

distribution of services. In the past decade there has been an 

increase in expenditure en health services and, currently. the 

State spends 8% of its Gross National Product on this sector. 

In addition to this large expenditure there has been the hyper

development of specialists and super-specialists. These 

dramatic changes have occurred alongside the decline of 

persor.al care, humanism and common sense. 

Health care resources nave been concentrated largely in tl~ose 

areas concerned with diagnosis and treatment of disease, partic

ularly acute disease. However. the limitations of focusing on 

diagnosis and treatment have become obvious: they provide an 

inadequate answer, or no answer at all, to many problems; and 

they have produced a return for investme~t which is disappoint

ing in terms of the populatioh's health. 

The medical profession and the general public will have to 

accept that the health care budget is limited and that within 

this budget priorities will have, to be redefined. Hitherto the 
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hospital services have received the vast bulk of the financial 

resources available. Primary care has been correspondingly 

under-resourced. Yet care in the community costs less and does 

not require elaborate expensive technol~gy. It also offers the 

possibility of prevention. Clearly. prevention is not feasible 

within the hospital since hospitals are concerned with disease 

which is already established. The importance of primary care 

will have to be recognised through greater economic support 

from the limited finance available. 

is inescapable. 

The logic of this situation 

Holistic Medicine 

Critics of the medical profession may not be aware of the 

different philosophical traditions within the profession. "/le 

refer particularly to the conflict bet~een reductionism and 

holism. Reductiqnism is the predominant mode of thought within 

the hospital. The reductive thinkers are .highly specialised and 

tend to focus on particular body systems and the diseases which 

affect them. The -holistic thinker views the patient in a more 

integrated way. The term holistic. from the Greek 'holos' 

(whole), refers to an understanding of reality in terms of 

integrated wholes whose properties cannot be reduced to those 

of smaller units. 

The modern general practitioner is an inheritor of this holistic 

tradition. The unique nature of each patient is acknowledged 

and problems are seen in terms of the whole person. 

This approach is expressed in a practical way in the job definit

ion for the general practitioner, formulated by the Royal College 

of General Practitioners (1972a). 

"The general practitioner is a doctor who provides primary, 

personal and continuino medical care to individuals and 

families. He may attend his patients in their homes, in 

his consulting-room or sometimes in hospital. He accepts 

the responsibility for making an initial decision on every 
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problem his patient may present to him, consulting with 

speciaJ.ists when he thinks it appropri~te to do so. He 

will usually work in a group with other general practit

ioners, from premises that are built or modified 'for the 

purpose, with the help of paramedical colleagues, adequate 

secretarial staff and all the equipment which is nec"essary. 

Even if he is in single-handed practice, he will work in a 

team and delegate when necessary. His diagnoses will be 

composed in physical, psychological and social terms. He 

will intervene educationally. pieventivelY and therapeut

ically to promote his patients' health." (p.l) 

The Team 

The job definition quoted above refers to the doctor in a 

primary healih care team. Good care in general practice, as in 

hospital practice, has to be a team effort. It is no longer 

desirable that the general practitioner should work alone. 

"(Primary health care) relies, at local and referral levels, 

on health 'workers, including physicians, nurses, midwives, 

auxilliaries and community workers as applicable, as well 

as traditional practitioners as needed, suitably trained 

socially and technically to work as a health team and to 

respond to the expressed health needs of the community." 

(World Health Organisation, 1978, para.7, p.5) 

An effective team model has not yet been developed in the 

Republic of Ireland. There are many health workers engaged in 

primary care. However, their effectiveness is diminished 

through lack of coordination of services. 

The general practitioner enjoys the status of independent 

contractor and draws his income from private practice and from 

the General Medical Services Scheme. The public health nurse 

is a salaried health board employee who is attached to a 

specific geographic area and is under the control of a super

intendent of public health nursing who, in turn, is answerable 
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to the _Director of Communi ty Care. The community social worker 

is also a salaried employee of the health board. 

These three professional groups frequently work from different 

sets of premises, keep separate case notes and rarely have any 

structured way of communicating with each other. Apart from the 

rare case conference, doctors, public health nurses and social 

workers rarely come together to discuss individuals and families 

for whom they are providing continuing care. Lack of coordinat-

ion may lead not only to duplication, or triplication, of effort 

but to occasional unhappy lapses where one professional mistaken

ly assumes that the others are attending to particular aspects of 

the patient's problems. Michael Balint (1964) refers to the 

phenomenon as the "collusion of anomymity." 

_Te?.!!I.....!rI_od~lL~!tich exi§~ J.D-----.9..t_h_e~~_q_',!.n~r.i_~s __ llIaY_!J.9t_b_e_ appr-.9p_riat~ 

to primary care in the Republic of Ireland, given our unique mix 

of public and private medicine. 

Many changes will have to take place before the team becomes a 

reality. Most professionals are inappropriately trained for 

their work in the community. 

The undergraduate medical curriculum does not acknowledge the 

importance of general practice. The Medical School in Trinity 

College Dublin is the only school in the Republic with full

time salaried general practitioners on the academic staff. The 

University Group Practice is used as a teaching and research 

centre by undergraduate and postgraduate students. This valu

able resource centre also provides continuing'medic-al care to 

6,000 patients in a working-class suburb of Dublin. Universities 

have frequently been criticised for their remotenes's from the 

community: the University Croup Practice is an excellent example 

of community involvement by a third-level institution. 

Doctors are inappropriately trained at undergraduate level 

because of the overwheiming emphasis in the curriculum on the 

diagnosis. and treatment, of disease. 95% of the illness that 
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presents to the medical profession is dealt with in general 

practice but the medical student acquires his knowledge, skills 

and attitudes from contact with the 5% of patients who are 

referred by the general practitioner to the hospital. This 

situation results in a distortion of knowledge and attitudes 

about the prevalence of illness in the community. Postgraduate 

vocational training assists in orienting the young doctor to

wards the reality of general practice. However, it. is unfortun

ate that much time is spent on the remedial teaching of doctors 

who have received an inadequate undergraduate education. 

Professionals as part of their training should have some insight 

into their role vis-a-vis other professionals. It is not 

sufficiently appreciated that effective teamwork is a skiLl which 

has to be developed. It woule be a naive assumption to expect 

professional people to work effectively together without prior 

contact with each other. In Trinity College this occurs at 

undergraduate level be~ween medical and social science students. 

Small group discussions with these mixed groups are usually 

invigorating. The participants challenge the assumptions made 

by each other and a heal thy cross-fertilisation of j c.eas ensues. 

This process facilitate,S better conununication between the 

separate professional groups. 

Alt~rnatives to Drugs 

It is evident that widespread dissatisfaction exists with the 

present level of drug prescribing. We live in a society with 

a high tolerance of drugs. GiVen this it is not surprising 

that our society is experienCing a·severe escalation in drug 

addiction. Unemployment and socioeconomic deprivation are, no 

doubt, imp?rtant factors in influencing the extent of the 

problem. However, the current approach to the prescribing of 

drugs encourages the 'pill for every ill' mentality and helps 

create a climate of opinion where drug abuse can thrive. 

Greater efforts will have to be made to explor~ alternative 

forms of treatment. 
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The Vniversity Group Practice has successfully employed the 

use of relaxation therapy as an alternative to the use of 

tranquillisers. This technique is scientifically based .and is 

not tc be confused with popularised spurious methods which are 

of little benefit except to their promoters. The chief attract-

ion of the relaxation method is that it encoprages self-reliance 

and autonomy and avoids dependency behaviour. 

Group therapy is another area which has been explored in the 

University Group Practice. It has be-en used successfully in 

the treati1ient cf stress-reIat'ed disorders and unresolved grief 

reactions. Unpublished data are available. on these activities 

and will form the basis for a de'scriptive study on group 

therapy in general practice. 

~~~.J. )l_eL-i n_noy_a t ion_i-n_rega rd_to_t he_us e _0 f _Tel-axa t i"on __ and_ g roup_ 

therapy in general practice should be enccuraged, through 

financial assistance for experimental projects. The level of 

investment for projects in primary care is extremely small when 

compared with stucies in secondary or tertiary care. 

The general practi tioner is strategically -located at the inter

face between the medical profession and general public. The 

"present Minister for Health has made encouraging references to 

the importance of the general practitioner and primary prevent

ive care. The ti~e has come to progress from theo~y ~nto 

action. 
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A THREATENED SPECIES 

BARTLEY SBEEHAN M.B .• M.R.C.G.P. 

Most general practitioners would accept the vocational definit

ion that "a general practitioner is a registered medical 

pra~t~t.:ion.eF who_ pro_v:i4e_s_.primary, personal and continuing care 

to in-dividuals, families and communities." 

I believe, however, that there are definite trends within our 

society which are damaging the basic and traditional relation

s.hip between the general practitioner and the public. I 

further believe that if these trends continue, general practit

ioners as we have known them will become a 'threa~ened species'. 

In this paper I propose to explore my perception of my role as 

a general practitioner, my experience of my patients' response 

to that perception. and to indicate the trends that pose a 

'threat' to that role. 

Primary Care 

As a provider of primary care a general practitioner is located 

at the .interface between the public at large and the medical 

profession. In this position the doctor is offered a very 

broad range of feelings of unease - or 'dis-ease' - many of 

them vague and ill-defined, and some r.ot so vague and clearly 

defir.ed. All of these are judged by th.e patient tc warrant a 
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medical input. These initial presentations often have an 

'organic label' attached to them by t~e -client which appears, 

in many cases, to have no more justification than allowing them 

to explain their presence in the flrst place. Such presentat

ions seem to me to indicate that the public in general perceives 

the medical profession to be largely interested in organic dis

ease. Indeed, in my experience, patients can be re:::arkably 

compliant in the pursuit of organic causes for unease (or 'dis

ease') which subsequently turns out to be psychologi.cal. social 

or environmental in origin. Indeed fear - of an obsessional 

and resistant sort - concerr.ing possible orgar.ic malfur.ction 

may require a substanti-al display of the usual investigati v-e 

armamentarium before it can be dispelled. This on occasion 

may involve reference to secondary care facilities. 

In my experience the major determinant of the quality of prim

ary care is time. Time to talk with t~e patient will frequently 

lead to a realization on the patient's part as to the origin or 

nature of their unease. The deliberate creation by the general 

practitioner of an environment -conducive to this type of sel=

realization may result in little or ~o further ir.tervention 

being needed. Sadly, 'time is money', and in a primary publi'c 

health care system where the consultation fee is determined on 

the basis of larGe numbers cf short (twelve to fourteen per 

hour) consultations, there is little incentive for general 

practiti'oners to attempt to resolve underlying problems. It 

is "little wonder then that our investigative and secondary -

and expensive - facilities are so heavily utilised. It is 

further little wonder that patients perceive that massive anc 

often useless investigation is appropriate for pnease of all 

sorts. 

Personal Care 

As a provider of personal care a general practitioner w'ill 

attempt to offer 'whole-person care' as opposed to providing 

specialist or sectional care to specific organs and functions 
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of the person. He will make his diagnosis by taking account 

of psychological, social and environmental factors as well as 

physical factors. 

Over the last twenty years or so sectional interests have led 

to a profusion of clinics. centres and facilities for the 

management of any and every organ or function of the body. 

Although such centres may have much to recommend them at 

secondary level they are ur.helpful as sources of primary health 

care. Unless heavily staffed with personnel able and willing 

to view the patient as a 'whole-person' t1:ey -must of necessity 

confine their advice to the particular parts of the person for 

which they offer specialist care. 

There can be little doubt that dissatisfaction with the quality 

___ ~f __ care __ f~~ spec~fic ~roblems _av~laI:l-= from_ ge::~~al",p~actit_-__ ~_ 

ioners was the motivation for the establishment of many of 

these facilities. By their presence at primary level, however, 

they further exacerbate this situation for they deny the general 

practitioner on-going experience in these specific areas and act 

as another barrier to general practitioners providing 'whole

person' care. 

An influence on the setting tip of these facilities has been 

energetic promotion and, on occasion, actual scare-mongering by 

interested doctors - themselves highly but narrowly trained in 

sectional disciplines. Currently a plethora of '~amily plan

ning' or 'well woman' clinics is being launched on our popul

ation, and diabetic clinics, hypertension clinics, cancer 

clinics, immunisation clinics, well-baby clir..ics, and geriatric 

clinics abound. Many are s.upported by attractive media public-

ity and portentious statements from well-known professional and 

public personalities which lend weight to their pronouncements. 

In my experience, many create unjustifiable concern and anxiety 

in the population at large and usually result in significantly 

increased expenditure - either public or private - to minimal 

advantage. 
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Personal care means seeing people as being more than the sum 

of their parts. It implies acceptance of each individual as 

unique in themselves and, consequently. requiring a unique or 

personal solution to their set of problems. Therefore, Mrs. X 

is not just a case qf diabetes but, rather, is a fifty-five 

year old woman whose husband died last year, who ~as diabetes, 

whose daughter is pregnant for the third time and who is 

worried about her financial situation. 

Continuing Care 

Continuing care is considered by many to be the general pract

itioner's most identifiable and most useful characteristic. To 

have been present at the birth of a child, and in due course at 

the death-bed of the parent. involves the doctor in a very 

broad sharing of experience with his patients. A general pract

itioner shares with his patients and their families. and often 

with their community, many good and bad experiences. This 

exposure to the same people - year in, year out - along with 

living in the same community equips a general practitioner with 

a unique first-hand experience of his patients, and they of 

him, and forges a very strong bond between the general pract

itioner and his ?atients. This relationship frequently dismis

sed by inexperienced commentators as 'bedside-manner' is, in 

fact, a privileged, intimate one based on mutual trust, 'exper-

ience and understanding. It provides a structure for doctor 

and patient to use constructively. 

If, on the otnel- hand, the patient perceives the general 

practitioner as being the provider of hurried services for 

organic 'dis-eases', with inadequate expertise in many sectional 

areas, this may lead him/her to placing a minimal value on the 

services available from the general practitioner, thus denying 

the latter the opportunity to forge a worthwhile therapeutic 

relationship with the patient: 

In this paper I have gone on at some length about the qualities 
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of the ca~e p~ovided ~·the general practitione~. This is be-

cailse r foresee the development of an impersonal. fragmented 

medical care system. The process is alreacy well advanced and 

is supported by very vocal and articulate sectional interests. 

Substantial and often glamourous and attraptive media patronage 

is helping the movement. Such a development. in my opinion. 

would not be in the public interest. 

We already have one of the most institution oriented health 

care systems in Europe. We have a diminishing proportion of 

our health care budget being applied to community management 

of what is perceived to be disease. We have reduced the field 

of activity of the general practitioner signiflcantly over the 

past twenty years: general practitioners are excluded from 

hospitals, given only limited access to investigat'ive facilit

ies, and have no facilities for obstetrics, to mention a few 

examples". -The"-process Ts n-oW'"-g-achering momentum - the cui""ient

profusion of special interest clinics is an example. 

I would not wish it to be thought that I felt that general 

practice was above criticism - rather I would like to think 

that it might be recognised for its potential and supported 

accordingly_ 

Conclusion 

In this paper I have discussed what I consider are three basic 

elements of general practitioner care - time to spend with 

patients, 'whole-person' care, continuity of care. I have 

tried to indicate that through lack of time to spend with 

patients one of the basic qualities of the general practition

er's work may be damaged and that public preference for sect-

ional care may damage the 'whole-person' care element. In my 

view damage to these elements would result in damage to that 

other definable characteristic of general practice - continuity 

of care. At such a point, the general practitioner would 

become a 'threatened species'. 
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A :-W~;-IN5TITUTlm\AL 'APPROACh TO CARI1:G 

LITTLE SISTERS OF ~HE ASSUMPTIO~7 

Introduction 

In March 1967 the World Health Organisation defined health as 

a "state of complete physical, mental and social well-being". 

The inclusion of the word 'social' implies an integrateq and 

holistic approach to health - one which permeates every 

dimension of human living. It 

this pClper is wri t.ten showing, 

is from this per:-spectj ve that 

it is hoped, that the practical 

consequences of trying to put into practice a definition such 

as this necessitates a new approach and a radical departure 

from the often fragmented treotment ~nd r.ri~es-based intervent

ions with which we are familiar. 

The Little Sisters of the Assumption: A Caring Aaency 

The Congregation of the Little Sisters of the A~sumption was 

founded by Etienne Pernet in 1865, in France, which was then 

in the throes of the industrial revolution. ~e saw the social 

and spiritual instability in workers' homes ~t that time and 

was concerned at the possib.i lity of the disintegratio:r.. of the 

family as a result of this. He urged "You must begin by work-

ing to improve family life in all its dimensions. In doing so 

you help effect constructive change in the life of peoples and 
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society" . I.n, responding to the needs of the day, therefore, 

the Founder and the first group of Sisters opted to base their 

service to the poor in their own homes and community, and to 

avoid any form of institutional service. 

This option was taken because there was no home or community

based service available at the time. Much of their work 

initially was nursing sick mothers at home. Eowever, the 

Sisters also began to gather the families together in groups so 

that they could encourage them to develop what resources they 

had among themselves, and so improve the quality of their lives. 

Present Situation 

The original basic thrust of the Congregation's work still 

remains, but changing times and deeper reflection on caUses of 

_____ pov~rty_and_deprivation __ have_caused .the-Sisters-to-Iook- again-

at their services, and to moye away from the concept of doing 

things for people to a more developmental approach of working 

with them. The Order's Constitutions reflect this: "We work 

with them (the poor) to promote the health and dignity of 

persons .. we search with them for ways of creating an environ

ment 'where each one is called by name, invited to be creative, 

and take part progressively in building up the world ... ~e work 

to remedy the causes of fami-Iy and social disintegration. 11 In 

practice, this involves horne nursing, family support care, and 

various kinds 9£ group and co~unity work. 

Inadequacies of Existing Services 

In the light of the holistic approach as defined in the 

Introduction, it is ne,cessary to look at the statutory caring 

services from an overall perspective in'cluding the health, 

education, income maintenance, and hqusing!environment needs 

of the individual. I 

Though various gove~nment depaitments~ statutory bodies and 
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local authorities cater for all of the above needs. there is 

no clear overall policy for coordination and cooperation to 

ensure that the services effectively meet the needs of the whole 

person. This lack is obvious, not only inter-departmentally, 

but also within the departments or. bodies themselves. The 

resulting fragmented and piecemeal approach not ?nly militates 

against recipients' well-being, but is also uneconomical in 

terms of staff and finance. The following are a few examples 

from our experience of this lack of overall policy and co

ordination. 

Housing: poor housing conditions may so affect the health of 

a family that re-housing becomes urgent. Even though health 

board personnel may be in agreement on this, there is so much 

red tape involved - embodied in the points system and medical 

priorities - that there can still be long delays before the 

family is re-housed. During these delays further deterioration 

in health. sometimes irreversible, frequently occurs. 

Income maintenance: the lack of coordination between the 

Department of Social Welfare and the health boards in regard ,. 
to the social welfare/supplementary welfare services means 

that people in need often have to go through endless bureau

cratic procedures. and unnecessary waiting, before they get 

their entitlements. 

Preschool services: although these are so important. particular

ly for children of single parents and families at risk, no one 

body has overall statutory responsibility for these services. 

The Department of Education maintains thet a preschool is not 

a 'school' and so will not take responsibility for it-. The 

health boards grant-aid nurseries as does the Irish Preschool 

Playgroup Association, which assists also with home-based pre-

school arrangements. In local authority housing areas in 

Dublin, the Corporation grant-aids parent-run. preschool play 

groups to the extent of £75.00 per school per annum. 

Poor utilisation of staff: it is not unusual for as many as six 

professionals to be involved with a multiproblem family at"any 

one time with, in many cases, no coordination between them. 
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This cal,lses confusion fo['" the family and i'5 a waste of the 

resources of the agencies involved. 

Travellers and homeless people: there is no overall government 

policy relating to the needs of vulnerable groups such as these. 

Local authorities and health boards are left to meet their needs 

wi thout a clear mandate or, in the case of the homeless, adequate 

finance. The fact that the recommendations of The Travelling 

People Review Body (1983) are still not implemented speaks for 

itself, as indeed does the response to the Homeless Persons Bill 

when it was debated in the Sean ad at the end of 1983. 

Lack of commitment to prevention: in the caring services 

generally it is obvious that the bulk of staff and finance is 

deployed in the area of crisis intervention and treatment 

rather than in prevention. The previous examples of lack of 

policy and coordination bear th~s_ ,o_u~ ?_0d show that __ a_ '_fire 

brigade patchwork service' receives priority over" better plan

ning and allocation of resourceS. The absence of commitment 

to prevention is. in our experience. most obvious in; 

(i) the lack of staff and finance allocated to family back-up 

services such as preschool services. home help/home maker 

services, counselling and family planning services, and 

health education. In the Eastern Health Board region 

there is ~ health education officer per community care 

area - that is, an area with a population of over 60,000 

people! 

(ii) the lack of support for local groups involved in self-help 

projects. Many of the local groups and organisations with 

whom we work experience endless delay and bureaucracy 

before they can obtain financial aid from statutory 

agencies for genuine development projects in areas such 

as training, employment etc. It has been the experience 

of several of them that it can take eighteen months to 

two years to negotiate finance for employment projects 

from the Youth Employment Agency; 

(iii) the slowness of health boards to accept community 

development workers into the community care programmes. 

This shows a lack of commitment to the self-help 
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principle so vital in the prevention of f~miJ.y a~d 

cnmmllnity breakdown: 

(iv) the reluctance of statutory agencies to consult with 

local groups and organisation~ in ~egerd ~o solurions 

Authorities need to listen to people's 

recommendatlons as to how best thelr communities might be 

served: 

(v) the continUing failure to identify and provide a national 

minimum income that would permit people to live in 

dignity. 

Volu~tary agencies, such as social service councils, religious 

orders, or other church-based groups, playa major role in the 

caring services in Ireland. While many of them display gr.-eat 

skill. dedication and expertise, there is often an unquestion

ing attitude which prevents them deploying their resources in 

the service of innovation and ch~ngp. Because so m~ny of them 

a~e 9rant-aided by health boards and local authorities they 

are under great pressure in operating the services which the 

conditions of the funding obligp. them to provide. As a result 

they find themselves precluded from undertaking pioneering work 

or engaging in adequate social analysis. It is our opinion -

from our own experience and indeed from that of others - that 

voluntnry agenci~s are bp.inq used as cheap labour by the 

statutory authorities to supply the services which they them-

selves should be providing. Examples of this are found in the 

chi ld car.::>: servi("es, the hOITle help services, in some nursi"ng 

and social work se~vice5, and in education. 

Many of the services ,provided by voluntary bodies could also 

be open to the same criticisms as those applied to statutory 

services: often there is lack of adequate planning, coordinat

ion and inter-agency cooperation, resulting in duplication and 

strain on resources, and many are crisis-oriented rather than 

prevention-based. Despite great efforts on the part. of a few 

voluntary agencies thpre is s~ill ton little consultation and 
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involvement of local people in the solution of their own 

Many voluntary agencies and institutions remain 

aloof from the communities they serve and are thereby deprived 

of the rich resources v.'hich lie hidden in these areas. 

Caring Within the Community: Some of the Order'~ Initiatives 

and Pr,?) ects 

As a voluntary caring agency our Order must consider if it is 

open to the above-mentioned criticisms. At present, therefore. 

we are examining our work in ari effort to re-evaluate it in 

the light of our Constitutions and the needs of the most 

deprived people in our society to-day. AriSing from this we 

are beginning to try alternative approaches and methods, 

despite the slowness and uncertainty whi~h ~eparture from the 

familiar involves. The following are some examples of new 

prOjects. 

This project. based in a newlY-built Corporation estate. was 

initiated in December 198! by four Sisters who moved in to 

live on che estate at the same time as the tenants. Rather 

than offering a service in the traditional manner the Sisters 

decided to become one group of tenants among the others, and so 

be with the people in the process of making the maze of new 

houses and of people uprooted from their familiar surroundings 

into a viable community. This meant becoming ordinary members 

of tenants' grollps. and being wit~ the people 5S they themselves 

tried to work out ways of providing services for famiU.es 2n-d 

young people in the locality. As the area developed the Sisters 

became part of the projects arising from the expressed needs of 

the families. and were able to put their skills and experience 

at the service of various groups of individual families. 

work in the community included: 

supportive help to individual families. 

;facilitating groups of families to articulate, and take 

Their 
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action on, their needs: 

making thelr house available as a meetinq pl~ce_ (189 

meetings were held in the house in 1982 by the follm"'ing 

groups: Women's Development Group; Community Singing Group; 

Youth Work Group; Bible Study Group: Arts and Crafts ~roup.) 

In the course of their involvement with the community the 

Sisters have been able to link-llp with i='ersonnel f.ro!:! the 

st~tutory and voluntary organisations working in the area in 

order to try to effect an integrated and coordinated approach 

t~ the devel'opment needs of the area (see ?iQure 1 .. ' p.L64)_ 

Our Family Development Project in Mahon is still evolving and 

the Sisters feel that so far it has been a worthwhile "efforr 

in the process of enabling people to build their own community. 

The initial expectations of some of the people that nuns 

should be providing some~hing. doing something for them is 

gradually disappearing as they become more confident in their 

own abilities and resources. 

This service is operated by one of four Sisters who live in a 

high rise flat in the area. Though the grants available for 

home help services from the Eastern Health Board are far from 

adequate. it has been possible to develop the project so that 

home helps and recipients derive maximum benefit from it. 

This has been achieved by a developmental approach which. 

through a basic' back-to-work training course for the women 

involved, gave them confidence and skill. not only in their 

work as home helps but in their roles within their own families 

~nd in the community also. 

The results of the developmental approach in the setting-up of 

this one service have. we feel, been quite startling. The 

women's newly-discovered confidence in themselves led them to 

take an interest in a variety of local needs and take initiat-

ives in response to these. Some who were single parents 



Figure I : Family Development Project 

The Family Development Project offers a response to family needs at two levels: (i) Family (ii) Community 
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(b) Sisters' role - committee membership 

L---Environmental needs --. Mahon Residents' Association 
" 

Employment needs ~ Mahon Development Group 

Family Centre Management Committee ... 41-----------'--------------.. Su~·committee on Travelling People 
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c~ganised a single parents support group: others established a 

support group for unemployed men in the area, while more set 

up a WOmen's cooperative. A few of the women began to run 

courses for other women in the area who were finding it diffi

cult to cope: they continue to run such c"ourses, not only in 

Ballymun, but in centre-city areas also. 

These 'spin-offs' indicate not only the potential of a well-run 

home help service but, indeed. the potential of any well-run 

community-based service where the approach is a developmental 

one. A vital component of the Ballymun project, of course, has 

been the continued commitment of those who initiated the pro

ject, both the Sisters and the members of the local community 

(see Deevy, 1982). 

Work with Travellers 

In the Fair Green Workshop in Galway the Sisters are involved 

in helping young travellers to acquire skills in literacy, 

personal development and crafts, thereby tapping the natural 

talents and resources of these people and facilitating them to 

become involved in finding solutions to their own problems. 

Another example of this kind of work can be seen in Ennis where 

a Sister has worked with travellers over a lopg period. 

The Sisters in the Cork Street (Dublin) community are involved 

with the South Inner City Community Development Association -

an umbrella organisation of local groups - which has formulated 

a comprehensive programme for community development. Among 

other things, this involves developing a resource/information 

centre for advice on rights and entitlements; ongoing assess

ment of statutory services: training in group skills and 

personal development: and programmes for job-creation, youth 

development and services for the elderly. 
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This project is included to show how holistic and comprehensive 

health care to families in their own homes can be provided. In 

Ireland the Order receives grant-aid which ties it to the pro-

vision of specified services for the health boards. In tl1e 

case of the East Harlem project, the Oreer receives State 

grants (it ,also has Trust monies at its disposal) which enable 

the Sisters themselves to provide comprehensive health care in 

an area. 

Among the -services pr9vided are skilled nursing; nutrltional 

advice: home maker and home management services: help in 

developing parenting skills; counselling; social work'; emerg

ency help; group activities for mothers and for young people; 

deve~.op~~n.t_a_l play ~ pJly_sical therapy. The training. of vol

unteers is an important part of the work of the agency. There 

are classes in English. arts and crafts, sewing. etc., and 

holidays are provided for individuals and for families. The 

Sisters also provide housing. They are involved too in a 

pastoral ro~e in the community. 

The special programmes of the East Harlem project include: 

(i) The Certified Home Health Agency. This aims to provi·de 

quality health care to people in their own homes and to 

help families make the most of avai lable heal t.h resources. 

It is staffed by professional nurses, home help aids, a 

phYSical therapist and a social worker. 

(iii The Family Life programme. This translates into action 

the belief that good health is measured not only in 

physical terms. but in terms also of emotional, social and 

spiitual well-being. The purpose of the programme is to 

integrate the indi vidual and family into a c.ommuni ty net

work of support and to help each person gain a sense of 

independence and self-worth. 

(iii) The Grandmother programme. A surrogate grandmother is 

placed with selected families to help young parents with 
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parenting skills and family management. A specialist in 

early chi Idhood development \.,rorks wi th the grandmothers. 

the parents. and the children. 

The Sisters in East Harlem have described the ethos that 

inspires their work as follows: 

"With a firm belief in the dignity of the indiVidual and 

the strong role of the family. We recognize the potential 

for improving the community and the society through our 

work with people. We understand the profound impact that 

negative environmental conditions have on the physical. 

psychological and social health of individuals. Little 

Sisters of the Assumption is pledged to the basic human 

rights of children and adults in their families and in 

their communities." (Annual Report. 1983) 

This example of initiatives that are possible where the grant

ing of funds is not tied to the provision of specified services 

suggests that the grant-aid system, under which our pro}ects in 

Ireland operate, does not. in general, facilitate creativity. 

Principles Underlying our Work in the Community 

We believe that: 

(il the hierarchical model of deciding what is good for 

people and then 'dishing it but' to them is no longer 

acceptable~ 

(ii) we must be prepared to listen to. learn from and With, 

people and put our skills and talents at the service 

of their felt needs; 

(iii) we must facilitate awareness, partiCipation and decision

making by local people in all that affects their lives 

and the life of their community; 

(iv) we must believe in the potential of people themselves. 

and be prepared to stick with them when the going is 

slow and difficult; 
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(v) being committed to prevention. we must constantly ask 

'why' when confronted with crises. and seek ways to 

further preventive work; 

(vi) we have to develop the skills of socJ.al analysis and 

constructive criticism of structures which cause and 

perpetuate poverty; 

(vii) we must link with others outside the immediate area with 

a similar vision in order to facilitate change. 

Conclusion 

Throughout the history of voluntary organisations and religious 

orders in Ireland, their pioneering spirit has been an outstand-

ing feature. When there were few educational or medical sennces 

-available, people "lik.e NanD -Nagle and catherine McAuley met the 

need; when there was no home..:based family care, Little Sisters 

of the Assumption, coming from France in 1891, began to provide 

it~ and long before any statutory body saw it as necessary, 

social service councils employed social workers. The list is 

endless. Now, in 1984, where do voluntary bodies stand? Could 

it be that we run the risk of having our pioneering and innovat

ing spirit crushed under the weight of supplementing inadequate 

statutory services? 'If we allow this to happen, who then will 

be the catalysts to break new ground, so that the poor can take 

their rightful place? The challenge to pioneer and to be 

catalysts is ours, one which we approach with both fear and 

hope, but it is imperative that we be continually alert to 

changing needs. Let us question how we'are using our personnel 

and our resources and examine where our priorities lie, and let 

us proclaim also the inheritance which is ours and renew our 

commitment to it - to be pioneers and innovators, particularly 

in the service of the most disadvantaged. 

In this paper. based on our experience as a caring agency and 

the holistic vision expressed in our Constitutions, and in the 

statement of the World Health Organisation as quoted in the 

Introduction, we have endeavoured to outline our approach to 
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caring, both historically and at present, to examine the 

deficiencies of existing services, both voluntary and staturory; 

to look at efforts at alternative approaches and at some prin-

ciples which should underlie these. Finally. we have tried to 

place the challenge for innovation and creatiyity on the 

shoulders of all who make up the voluntary caring sector. We 

hope this paper makes clear that the challenge is already being 

taken up. and that this may give encouragement to others to 

find more ways of fostering wholeness and full humanity, after 

the example of Jesus in the Gospel who came that we might 

"have life and have it to the full". 
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DECISIO~-MAKIKG: TEE EXPE~IE~CE OF A HEALTH BOARD MEMBER 

EITE};E FITZGERALD* 

Introduction 

-'Expend'iture on health services is divided into six main spendinq 

9~ogramme5, and the input from t.ealth boards into policy-making 

in each area depends on the degree to which the services are 

publicly provided, or are provided .by outside agencies such as 

voluntary hosp! tals, chari ties, or prl vate general practi tioners. 

The six programmes are: 

(i) ~~~_~~~~~~~~_~~~~~~~~~~_~~~2~~~~~ (expenditure in 1983, 

£16.9 million) covers preventive health care such as immunis

ation, child ~ealth examinations, and the services of health 

inspectors in monitoring food and water quality etc. These 

services are mainly carried out directly by the health boards, 

complemented at national level by bodies such as the ~ational 

Drugs Advisory Board and the Health Education Bureau. 

(ii) ~~~_~~~~~~t:L!!~':~t:~_~=~;:~~=~_~~~2~~~~ (1983, £139.2 
million) consists mainly of the expenditure on the General 

* The views expressed here are entirely those of the author. 
They do not purport to reflect the views or opinions of other 
members of the Eastern Health Board, nor are they intended to 
criticise any individual Board member or official in the 
exercise of their functions. Since the author has been a 
member of the Board for less than eighteen months, the views 
expressed may diverge considerably from the views of those 
with longer experience of health board membership. 
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Medical Services Scheme (i.e. family doctor services and drugs 

provided to those holding medical cards) together with the drug 

refund scheme, home nursing, and dental services. The health 

board processes applications for medical cards and drugs refunds 

under nationally-determined guidelines. The Ger.e.ral Medical 

Services (Payments) Board is responsible for monitoring. and 

payments under. the GMS scheme. 

(iii) 

covers social work services and social welfare-type payments 

such as the disabled person's maintenance allowance and 

supplementary welfare allov.'ances. The health boards employ 

area social workers, who are mainly involved with children at 

risk. The boards may also 5ubvent voluntary bodies providing 

personal social services. The income maintenance schemes 

administered by the health boards follow nationally-decided 

regulations and rates of payment, with the exception of 

supplementary payments under the supplementary welfare allow

ances scheme where there is local discretion, and often wide 

variation between the decisions of one officer and another. 

(i v) '!!:~_~~¥~~!.~~~!.~ _~~~2~~~~ (1983, £131.1 million). 

Psychiatric services are almost entirely the responsibility of 

the health boards. There are about 12,000 psychiatric in

patients in health board hospitals, and only 1,100 in private 

psychiatric hospitals. 

(v) ~~~_~£~2£~~~~_~~~_~!:~_~~~~~~~~_~~~~!.~~EE~~ (1983, £107.7 

million). The services under this Programme ar,e provided 

mainly by voluntary bodies, with, more than fo~r times as many 

voluntary as health board places available" 

.(vi) ~~~_~~!2~~~~_~<':~E~~~!_~~~9:E~~~ (~~83, £558.1 million) 

ab~orbs the lion's share of the healt~ b~dget. While the 

voluntary and private sectors have broad'ly' the same number of 

acute beds as the health board sector~- about 9,500 - the health 

boards have no policy input into most of the major prestigious 

hospitals such as St. Vincent's, the Mater, Crum1in Children's 
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Hospital, or HolIes 3treet Eospital. Apart from a small r.tlmber of 

regional hospitals, the health board hospitals are mainly the 

smaller county hospitals a~d the district hospitals, many of 

which are p.ffectively long-stay homes for geriatric patients. 

In the Eastern Eealth Eoard area, the major city hospitals are 

either voluntary or joint board hospitals and as such are aut-

side the responsibility of the Board. The ~asterr. Health Boare 

has responsibility for two county hospitals, in Loughlinstown 

ana in i.':aas, and for district hospitals at It.'icklow, Baltinglass 

anc Athy, as well as for Cherry Orchard Fever Eospi tal. The 

major institutional commitment of the ~astern Health Board is 

for psychiatric and. geriatric care. 

Responsibilities of Health 30arcs 

'Heali~ board~ are responsible for a long and diverse list of 

functions under the health ~cts. and under various other acts 

ranging from the Rats and Mice (Destruction) Act l~19, to the 

State Lands (Workhouse) Act 1930 (see Appendix I. p.28Il. The 

division between public, voluntary, and private health agencies. 

however. means that a health boaFd does not have the power to 

determine overall health policy for its area, par,ticularly if 

the major hospitals serving its community are under private or 

voluntary control, funded directly by the Oepartmer.t of nealth. 

The Eastern Health Board has control over community and prevent

ive medical services (but excluding general practitioner 

services); social work services; children at risk; supplement2ry 

welfare allowances; psychiatric and geriatric care; and, to a 

small degree. acute hospital services and services :!:or the rrentally 

handicapped. The lack of health board input into the major 

spending area - acute hospital care - is particularly signific

ant when it comes to trying to switch the emp~asis from 

institutional to community-based care. There is no mechanism 

at local level for diverting resources from caring for patients 

in a voluntary hospital to caring for the same 9atients at home 

with the suppor't of community nursing and back-up services. 
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The Structure of Health Boards 

The total number of persons on a health board ranges from twenty

seven on the North-Western Eealth Board to thirty-five on the 

Eastern nealth Board. Just over half of the members are local 

councillors nominated by the constituent local authorities.; about 

a quarter are doctors elected by the registered medical practit

ieners of the area; one member each is elected by general nurses, 

psychiatric nurses, dentists and pharmacists; and there are ttree 

Ministerial nominees. It was for a time the practice in some 

health boards for a number of the Ministerial nominees to repre

sent excluded professional groups, such as social workers, but 

these appointments are now mainly political in character. 

The professional membership of the health boards is very much 

medically biased. which results in an imbalance in membership. 

given that the boards are as much social service boards as they 

are responsible for direct health functions. Indeed. as the 

only statutory bodies responsible for social work and personal 

social services. it is most regrettable that these disciplines 

are not directly represented on the boards. 

The Eastern Health Board shows a distinct geographical imbalance 

in its composition in terms of local political representation. 

The number of members from each subsidiary local authority. and 

the ratio to popUlation, is shown below. 

Table 1: Local Authority Representation on the Eastern Eealth 
Board 

Number of Ratio to Local Authori ty Area Representatives 
Population on Health Board 

Dublin Corporation 7 1 per 75,000 

Dublin County Council 4 1 per 106.000 

Dun Laoghaire 2 1 per 27,000 

Wicklow 3 1 per 29,000 

Kildare 3 1 per 35,000 
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The councillors nominated to the health board~ are often chosen 

on the basis of seniority within their o .... 'n political grouping, 

not necessarily on the basis of any particular interest in. or 

knowledge of, health and social services. Indeed, membership 

of the board is seen by some as a 'perk' - offering, it is 

thought. the possibility of easy access to officials for making 

represen tations, on behal f of consti tuents about medical cards. 

hospital places etc. Those with full~time jobs find it difficult 

to be members of the visiting committees as travelling to the 

Board's widely dispersed insti~utions requires considerable time. 

The result can be a board with a relatively elderly memqership 

and one which is less likely to question official policy and 

disturb the cosy relationship with officals. Loyalties within 

the board are generally geographical rather than party-political 

in character, although there are issues - family planning being 

an obvious 'one - where the division will be along conservative/ 

libeYa"r lines. -The 'Efoard"s annual estimates meeting can be a 

ritual dance between those members aligned to the party in 

government and those aligned to the opposition. 

Working Arrangements 

The Eastern .Health Board holds a monthly meeting where the agenda 

includes ,a report from the Chief Executive Officer on matters he 

wishes to draw to the members' attention or on issues in regard 

to which he has been asked to prepare a report; reports from the 

Board's sub-committees: and motions from members. In an area as 

geographically, demoqraphically and socially diverse as the 

Eastern Health Board, the sub-committees are important. 

these are: 

Among 

~~~!~~~2_~~~~~~~~~ which regularly tour the various institutions 

of the ~oard and prepare reports qn them. Members~ip of these 

committees is open to all board members, and the intention is 

that they should visit each of the institutions at least once a 

year. As a relatively recent member of the Eastern Eealth Board 

I have not had the time to become familiar with all aspects of 

its operations, so I have concentrated on the Community Care 
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Visiting Committee which, over the course of a year, visits each 

of the ten community care areas of the Poard to ciscuss· local 

problems, as well as policy in relation to public healt:l nursing, 

dental services. social work, and community welfare services. 

The reports of the visiting committees on the different hospitals 

and homes tend to be very much guided by the comments of the 

Matrons of these centres - who, indeed, may use the otcasion of 

the visit to get the members to support, for example, their case 

for an extension, or for more funds for a particular project. It 

would be unusual as a result of these visits for the existing 

policy programme of a particular institution not to be endorsed 

or approved. The experience gained in 'inspecting the hospitals 

and homes does prove valuable when board members come to di?cuss 

policy, such as priorities for capital spending, or to look at 

switching activities from one institution to another. 

~~~~~~~~~_~~~~_~_~~~~~!~~_~E~~! consider in detail issues of 

special concern at a particular time - for example, access for 

the disabled, children sleeping rough. unwanted pregnancies, 

the special needs of particular areas, and so on. Too often, 

unfortunately, reports of these committees end up gathering dust 

because of lack of resources to implement them or, more sadly, 

because of resource constraints, members feel unable to do any

thing constructive about the problems and so end up making only 

bland recommendations. 

~~~~~~~~!_~::~~~~~~~~ look at va'rious aspects of the spending 

~rogramme - overall capital priorities, for example, or a 

development plan for geriatric institutional places - on the 

basis of reports prepared by the health board officials. It 

is rare that a report prepared by the officials is not adopted 

and approved in ils entirety. The mechanism for influencing 

financial decision-making in the !:astern Health' Board does not 

appear to be the d,irect one' of amending a budget plan 'Cy adding 

or deleting something, or changing the order of priority. 

Rather, a slower and more subtle mechanism appears to operate 

in that members' comments one year are taken into account in 

framing the next year's plan which, in turn, will be endorsed 

as crafted. 
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There are also the Local committees, established under Section 

7 of the Health Act 1970. These have a broader local membership 

than the health board, with members being dr~vm from local 

authorities, medical and para-medical professions. and voluntary 

bodies-. These committees can debate local issues - the siting 

of a local health centre for example - as well as more general 

They have no execut i ve powers (see Appendi x I I, p', 2 82) 

~~~~~~~-'-_IE~~~~~~ are the last item for discussion ·on the agenda 

and rarely are there more than one or two of these at any meet-

ing'. Unlike Dublin County Council. where if a motion is tabled 

a written report from the Manager is presented at the meeting. 

the Eastern Health Board normally only produces a repor,t on 

request, and then at the subsequent meeting. This detracts from 

the immediacy of discussion and means that action on any issue 

can be long drawn out, but on controversial issues, it means 

that- -some- kind at: compromise may eventual 1 y' be achieved. For 

example, I tabled a motion to ask the. Board to provide family 

planning sessions at all its health centres. As a resul t of 

reports coming back to successive meetings it, was agreed to 

allow a group of private doctors establish such a clinic on a 

pilot basis in one of the health centres - a slow response, 

perhaps, bu_t at least a start. Eastern Eealth Board policy 

seems rarely to be decided ~y passing a motion outright and, 

unlike what is a daily occurrence in Dublin county Council, I 

have never seen the Board vote outright in contravention of 

what is recommended by the Chief- Executive Officer. 

Powers of Health Board Members v. Powers of Eealth Board 

Officials 

In law, the powers of health board members appear to be wider 

than the Dowers in law 'of county coun'ci-l members. The Eastern 

Health Board,given the size and complexity of its functions, 

has in practice delegated many of the direct functions to the 

Chief Executive Officer (see Appendix III, p.28-3-5). In my 

experience, there seems to be· less direct input by board 
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members into issues of health board policy_than by councillors 

into county council policy. In Dublin county Council, if the 

Manager takes a policy stance in relation to an issue, and the 

co~ncillor5 disagree with him, they will happily outvote him. 

This is not the way the Eastern Health Board conducts its 

business. In individual cases, the County Council will often 

resort to Section 4 motions to achieve a political, rather than 

a managerial decision, particularly in relation to planning 

permissions. There is no equivalent procedure available to 

health board members to 'get' medical cards, or whatever, for 

those· whom they represent. Even when it comes to grants to 

voluntary bodies - always fair game for the local councillor 

who wants to be 'well in' with local groups - health board 

members refuse to be drawn into sponsoring different groups for 

grants recognising. rightly. that if they were to beco~e involved 

in competitive struggles over which body got what grant, little 

other work would be done. At a more seri"ous level. however, some 

important policy issues are decided between the Department of 

Health and the health board staff. without health board members 

necessarily being informed. There was a furore a couple of years 

ago over a proposal to ask parents to pay towards equipnent - such 

as wheelchairs - for handicapped children, which only came to 

light when individual parents approached their representatives: 

the issue had not formally come before the Board for decision. 

Allocation of Funds - Who Makes the Decisions? 

There are very few policy issues in the health and social 

services area which, at the end of the day, do not come down 

to providing extra resources for a service, or to diverting 

resources from one area to another. It can be argued that the 

critical decisions are those taken on the budget and the allo

cation of money and staff to different projects, and that any 

decisions about policy which do not provide the means for their 

implementation usually prove irrelevant in the long run. 

The overall allocation to the health boards is determined by 

the Department of Health, and each board then works out its own 

internal budget, within general guidelines laid down by the 

i 
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Department. Despite the stated intention of the ~astern Health 

Boa-rd members and admini 5 t rata rs to sw itch more resources from 

insti tutional to community care. the opposi te seems to be 

occurring, as the following Table shows. 

Table 2: Proportion of Total Expenditure on each'Service, 
Eastern Eealth Board 

------~---.-------------

Expenditure Area 1979 1984 (estimate) 

% % 

General E-!ospitals Programme 17.3 18.8 

tipecial Hospitals Programme 27.2 30.0 

Community Care Programme 42.0 35.8 

central Services 7.3 7.1 

.Engineering Services 3.4 4-.'8-

Ambulances 2.7 3.4 

While in theory the board membership has control over the 

budget. in practice it is the budget as prepared by the health 

board staff which almost invariably is adopted. This in turn 

contains a large number of items concerning which decisions 

have. effectively. been taken elsewhere. There is no cash 

limit on spending on the GMS service and if. for example, the 

visiting rate of doctors were to increase by an unbudgeted 20% 

the extra simply would have to be met from elsewhere in the 

budget. The basic rates of welfare payments such as disabled 

person's maintenance allowance are fixed nationally. These 

factors narrow down the areas of the budget where discretion 

exists for staff or members of health boards. In drawing up 

the actual budget the emphasis will be on maintaining existing 

services, which probably accounts for the creeping rise in the 

share of institutional spending. In relation to 1984 expend-

iture, the Minister has issued a directive that shortfalls in 

budgets over :1ealth boards' original demands are to be met as 

far as possible by reducing what are known as 'on-cost', i.e. 
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overtime and bonus payments, holiday replacement of staff etc. 

For the Eastern Health Board these will total £12.6 million in 

1984, and the Board's estimate for this year provides that £1.6 

million of the £3.2 million shortfall in the overall budget will 

be met from this source. The Minister's directive ensures that 

there will be a degree of central control over the items to be 

reduced in order that the budget be kept on target. 

Like other local government areas, health boards suffer the 

disadvantage of trying to run locally-based services which are 

totally centrally-financed. The Department of Health which 

pays the piper has, naturally, a primary role in any decisions 

involving finance. The role of local democracy in health boards 

is, therefore. inherently limited since financial decisions are 

by and large taken elsewhere. At the same time there are still 

regional variations in the level of service available, which may 

have been historically justifiable when services ~ere financed 

from the rates - areas with low rates received poorer services 

and vice versa - but are less justifiable in the context of 

nationally-financed services. 

Areas for Reform 

Fourteen years after the passing of the 1970 Health Act it is 

time. I suggest. to review how the health board system has 

worked in practice. 

First, I believe that health boards should be re-named health 

and social services boards. They should be giv~n explicit 

responsibility for overall coordination of health and social 

service policy in their functional region. There must be a 

public input into the management of the publicly-funded 

voluntary hospital sector and the health boards should be given 

responsibility for coordinating all hospital services in their 

areas, as well as coordinating the balance between institutional 

and community-based services. 
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Seccnd, the J'lIed.ical bias in the composition of the health boards 

must change and equal representation given to community and 

social service inputs. There should be a more even geographic 

representation from local aut~orities, and explicit represent

ation should be given to groups representing consumers of 

medical and social services, for example, users of maternity 

services. the different ~ssociations representing disabled 

people. etc. 

Third, the sheer volume of responsibilities of health boards 

should be recognised, and efforts made to streamline procedures 

so that there is a better policy input from board members. The 

visiting committee system is useful in so far as it goes. but 

an annual visit to an institution is not a substitute for a 

regular board of management for th~ institution. Busy publi c 

representatives and heal_t.~ boar_d. rp.embers. cannot_possibly visit 

all the institutions and make a useful contribution to their 

management; indeed viSiting corrunittee meetings are dominated by 

the same small number of semi-retired people and those full-time 

public representatives who are in a position to attend a number 

of different meetings during the working day. Local boards -

drawn from staff, patients where appropriate or othe~ consumer 

representatives, the local community, and relevant voluntary 

groups, as well as one or two health board members - would 

ensure a better and more regular input into the management of 

hospitals and homes by people with time to do the job properly.. 

Fourth, at an overall policy level. reports by board officials 

placing a number of different options before board members would 

ensure a greater input from the members into decision-making 

than do the present one-option reports which almost always get 

rubber-stamped. 

Finally, I would say that the participation of local elected 

politicians and of practising medical and para-medical personnel, 

whatever its flaws, is extremely important. For too long 

decisions about medical care and spending on health and social 

servi"ce projects have taken place in an atmosphere of medical 
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mystification and shround-waving. witt.out an explicit local 

public input. In the health board, decision-making is shared 

with lay people and takes place in public, in the presence of 

the press. This kind of public accountability for. the spendir.g 

of public money should be extended to all areas of the health 

and personal social services. 

AppendiX I 

Functions of P.e?lt~ Boards 

In addition to the specific functions conferred on them by the 

1970 Health Act, health boards are also, in Section 6 (2) of 

that Act, required to carry out duties under the following 

previous enactments-: 

(a) the Health Acts, 1947 to 1966 

(b) the Mental Treatment Acts, 1945 to 1966 

(c) the Bi~ths and Deaths Registration Acts, 1863 to 1952 

(d) the Notif~cation of Births Acts, 1907 to 1915 

(e) the Acts relating to the registration of marriages 

(f) the Sale of Food and Drugs Acts, 1875 to 1936 

(g) Part 1 of the Children Act, 1908, and Sections 2 and 3 of 
the Children (Amendment) Act, 1957 

(h) the Rats and Mice (Destruction) Act, 1919 

(i) the Blind Persons Act, 1920 

(j) the State Lands (Workhouses) Act, 1930 and the State Lands 
(Workhouses) Act, 1962 

(k) the Registration of Maternity Homes Act, 1934 

(1) the Midwives Act, 1944, as amended by the Nurses Act, 1950 

(m) the Adoption Acts, 1952 and 1964 

(n) the Poisons Act, 1961 

Under Section 6 (1) of the Social Welfare (Supplementary 

Welfare Allowances) Act, 1975, health boards were made 

responsible for the administration of the new scheme. 
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Appendix II 

LocaJ Committees 

Under Section 7 of the 1970 ~ealth Act, the Minister for 

Eealth is empowered to establish local committees in each 

health board area. 

Local committees are advisory bodies and a health board "shall 

consider any advice so tendered to it (by a conunittee) to. They 

may also perform such other functions as may be delegated to 

them by the health board. subject to any limitations im~osed 

by the Minister. 

In the Eastern Health .Board .region-the Minister ket up-local 

committees for each of the five local authorities comprising 

the Board's area. These committees consist of local represent

atives who are nominated by the relevant local authority; 

medical representatives who are nominated by both the 30ard 

and the medical profession; one general nurse; one psychiatric 

nurse; one pharmacist; one dentist; one superintendent community 

welfare officer; and the Manager of the relevant local authority 

or a person nominated by him. Initially the professional 

representatives were nominated by their own organisations but 

since June 1977, when the tenure of their office terminated, 

mini-elections have been held among the professions to fill the 

vacancies. 

Under Section 8 of the Act a health board may also appoint such 

committees as it thinks necessary, and dele~ate functions to 

them. again subject to the approval of the ~linister. 
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Appendix III 

Eastern Health Board: Functions Reserved to the Board and 

Functions Deleaated to the Chief Executive Officer 

Under the Health Act 1970 all the functions of the Board are 

performable by the Board except those specifically reserved. 

under Section 17 (4) of the Act, to the Chief Executive 

Officer (see 2.4. p.284-5). 

The fUnctions reserved to the Board: 

1.1 setting local objectives for improved he'a1th services 

and reviewing the plans by which these objectives will 

be reached: 

1.2 determining the allocation of the revenue budget in 

accordance with its priorities and plans for improving 

services; 

1.3 initiating and selecting capital projects; 

1.4 monitoring the implementation of plans, the investigation 

of level of services and expenditure against budget: 

1.5 the appointment of committees pursuant to Section 8 of 

the Act: 

1.6 the approval to the granting of expenses to members of 

the Board and committees pursuant to Section 9 of the 

Act and approval of procedures for the submission of 

claims: 

1.7 the determination of allowances to be paid to the 

Chairman and Vice-Chairman of the Board pursuant to 

Section 10 of the Act: 

1.B the determination from time to time of the numbers and 

categories of officers and servants of the Board that 

may be appointed, pursuant to Section 14 (1) of the Act: 

1.9 the approval of the removal of a permanent officer of 

the Board from the office other than for misconduct or 

unfitness pursuant to Section 23 (4) of the Act: 
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1.10 the approval of any arrangement with a local authority 

pursuant to Section 25 of the ~ct; 

1.11 the approval of any arrangement with any person or body 

or other health board pursuant to Section 26 of the Act; 

1.12 the approval of estimates of receipts a~d expenditure to 

he submitted to the Minister for Eealth. pursuant to 

Section 30 of the Act; 

1.13 the approval of any arrangements for borrowing and the 

giving of security therefor. pursuant to Sectlon 33 of 

the Act; 

1.14 the approval of any offer of a gift of money, land or 

other property, pursuant to Section 33 (5) of the Act: 

1.15 the making. amending and revoking of standing orders 

pursuant to clause 31 of the second schedule to the Act; 

-r.16 the approval of any proposals for the disposal of land 

belonging to the Roard; 

1.17 the approintment or election of persons to be members, 

of any other body. 

Functions delegated to the Chief Executive Officer: 

2.1 advise the Board generally in regard to matters reserved 

to the Board under clause 1 of this resolution; 

2.2 arrange. for the execution of the decisions of the Board 

taken in respect of the matters referred to in clause I 

hereof' 

2.3 subject to clause 1 hereof, exercise and perform every 

po ..... er, function or duty of the Board subject to Eection 

17 (1) of the Act: 

2.4 perform tne functions specifically referred to in Section 

17 (4) of the Act. The Act sets out these as beino: 

" (a) any function specified by this Act or by any other 

enactment to be a function of the chief executive 

officer of the board, 
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(b) any function with respect to a decision as to 

whether or not any particular person shall be 

eligible to avail himself of a service (including 

a service for the payment of grants or allowances) 

or as to the extent to which, and the manner in 

which, a person shall avail himself of any such 

service, 

(c) any function with respect to a decision as to the 

making or recovery of a charge, or the amount of 

any charge for a service for a particular person, 

(d) any function with respect to the control, super

vision. sei~ice, remurieration. privileges Or super_ 

annuation of officers and servants of the board, 

(e) such other functions as may be prescribed." 

In the performance of his duties the Chief Executive Officer 

may delegate executive responsibilities to other officers of 

the Board for the purpose of facilitating the implementation 

of decisions of the Board or of the Chief Executive Officer. 
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DECISION-MAKING IN HEALTH SERVICES: 

THE EXPERI£NCF. OF A enIEF EXECUTIVE OFFICER 

DENIS DOP.ERTY 

The legal basis of the present health services structure in the 

.Republic of~-Ireland- is the Healtli Act, 197rf. Someone unfamiliar 

with the structure might reasonably conclude. from a reading of 

that Act. that policy decisions in the health services are taken 

by, 

(i) the Oi reachtas 

(ii) the Minister for Heal th 

( iii) the Health Boards 

(iv) Comhairle na n-Ospideal 

(v) Regional Hospital Boards 

The reader would also conclude from the Act that services are 

provided in the main by "the eight health boards. It would not 

be evident. however, that in the greater Dublin area virtually 

all acute hospital services are provided, not by the health 

board for that area, but by a collection of public voluntary 

hospitals the funding of which is, in the main, provided by 

the State but which are not subject to the same level of public 

scrutiny or public accountability as the statutory health 

boards. In other large urban areas in the State public 

voluntary hospitals also exist, but on a smaller scale than in 

Dublin. 
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The regional hospital boards, which were provided for in the 

1970 Act and whose functions would have encompassed all hospital 

services in their fuhctional areas, have never operated as 

envisaged and have not met for many years. In practice, there-

fore. the Minister for Health and his Department act in policy

~aking and executive capacities in relation to acute hospital 

services - which include national units - in thE greater Dublin 

area and also in relation to a number of other acute hospitals 

in locations outside Dublin. 

It would not be evident either, from a reading of the Health 

Act, that a portion of health services funds is allocated to 

organisations which provide services for mentally handicapped 
1 

people However. since the mid-1970s mental handicap organ-

isations consult with the health board for their area on their 

planning proposals, and the health boards, in many instances, 

exercise their statutory obligations by means ~f agreements 

with mental handicap and other non-statutory organisations. 

Regional committees representative of the statutory and non

statutory agencies function as consultative and planning 

mechanisms. 

The reader of the Act would not recognise its broad enabling 

provisions in relation to institutional, non-institutional and 

health edUcation provisions and would be for~iven for conclud

ing that service provision under the Act is based on a somewhat 

narrow definition of health. 

However. in the years since 1970, Ministers for Health and the 

health boaLds have interpreted the term 'health seLvice' in a 

way which to-day includes, in the services being provided by 

health boards, a wide range of income maintenance, personal 

social services and some housing functions - for the elderly 

1. Direct funding from the Department of Health to the 
organisations for the m~ntally handicapped and to the 
voluntary hospitals will amount to approximately 21% of 
the 1984 health services budget: in effect. then, the 
health boards will control only about 79% of that budget. 
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and for disabled people. 

A number of government reports, including that of the Task Fo. 

on the Reform of the Child Care Services, have recommended th 

all child care services should become the responsibility of 01 

department. It has been decided by the Government that the 

Department of Health is the appropriate department to uncertal 

that responsibility and the present Minister is currently 

preparing a Children's Bill to replace the Children Act. 1908. 

which is the basis of current child care legisl-atian. Unti 1 

that Bill is published the health boards, who are expected to 

be designated child care authori"ties under the new legislatior 

are not in a position to engage in the detailed planning 

necessary, including estimating the additional financial and 

personnel resources required in order to be able to adequately 

undertake the increased service responsibilitie~ they will hav 

to assume. 

Section 68 of the Health Act 1970 assigns statutory respons

ibility for the provision of rehabilitation services to the 

health boards. Comparison of the rehabilitation facilities 

available to-day with those existing in 1970 clearly indicates 

a spectacular improvement in the intervening period. This 

success can be attributed to a number of factors. Ireland's 

accession to the EEC resulted in an important source of fundin. 

becoming available - the European Social Fund. The publicatiol 

jn 1975 qf the report. Training and Employing the Handicapped 

(The Robins Report), provided a broadly acceptable policy fram! 

work against which service decisions could be taken. Health 

bo?rds and non-statutory agencies providing rehabilitation 

services responded enthusiastically to the incentive from the 

EEC and demonstrated a capacity to use the funding to benefit 

the handicapped in the way envisaged by the Commission. HowevE. 

a network of rehabilitation workshops does not in itself 

represent a response to the needs of the disabled and while a 

number of interesting and useful projects have been undertaken 

the pattern of service provision specifically for the disabled 

tends to be uneven. 
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Successive Ministers for ~ealth since the re-organisation of 

the health service in 1971 have sought to ensure that, in 

the allocation of resources. community-based services shaub::;. 

benefit more than the institutional services. Current minister-

ial policy favours resources bei~g diverted from institutional 

to non-institutional services. While the level of funding of 

non-institutional services has steadily increased in real terms, 

few would argue that the balance has yet begun to alter in 

their favour. 

There are two principal reasons which explain why the balance 

has not changed: one is the way in which capital funds are 

allocated and the other is the inability of the health services 

at all levels to formulate and agree a plan for general 

hospi tals . 

The health services are allocated an annual capital budget, the 

bulk of which is used to build hospitals and other institutional 

type buildings. Even if new hospitals only replace older build

ings they are usually capable of providing an increased volume 

of service coupled with an impt"oved standard of service. Often, 

however, this potential can only be satisfied by increasing 

staff numbers and by providing additional funds to meet the 

increased running costs. The community in which the new build

ing is located sees it as a source of better services and as a 

way of improving the local economy through the extra jobs and 

contracts for services which result. 

Public representatives are subjected to great pressure if there 

is any delay in opening a new facility. They are less likely 

to be pressured to have non-institutional services improved. 

Because resources are usually limited, the tendency is to 

satisfy greatest demand rather than greatest need. As a result, 

the imbalance between what is spent on institutional services 

and what is spent on non-institutional services tends to 

persist. 
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Hospital Reorqanisation 

The 1969 Fi tzGerald Report made recommendations as to ho .... ' the 

acute hospitals should be reorganised to satisfy future needs 

(Consultative Council on the General Hospital Services, 1968). 

p.ad these recommendations been implemented they would have 

resulted in a reduction in the total number of acute hospitals 

and the creation of a network of regional, general and community 

haspi tals. The prospect of a hospital rationalisation along 

these lines was highly unpopular in counties where the plan was 

viewed as providing for the downgrading of the county hospital. 

proposals published 1n 1974 modified the FitzGerald plan and the 

concept of the minimum scale general hospital was introduced: 

this would have resulted in a greater number of general hospitals 

being developed and a reduction in the number of proposed 

~ommunity_ hospitals. -As health -boards moved in -the direction 

of accepting these mo~ified proposals they were confronted with 

the need to make difficult decisions which they knew would prove 

highly unpopular in counties where the local hospi tal was to be 

assigned community ~ospital status. The approach to policy 

decision-making involving suppressing sectional interests in 

favour of regional interests - which had been developing - came 

under pressure. As opposition to deCisions or proposals 

developed. political parties and prominent politicians were 

called upon to declare how they proposed to act on local 

hospital issues and thereby.demonstrate county loyalty. 

Politicians decided not to risk unpopularity and promised that 

local hospitals would be retained and in ma-ny cases developed. 

That experience has had two long-term effects. One is that, 

for some years now, there has not been any plan for the ration-

alisation of acute hospitals. Substantial additional resources 

have had to be invested in bringing consultant staffing levels 

in the large number of existing hospitals up to minimum accept

able levels. The second effect is that health board members, 

chastened by that experience, are reluctant to take decisions 

they know will prove unpopula~ lest they be modified or over-
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turned at a higher political level. 

Allocating Resources 

When a health board meets annually to decide how its financial 

allocation should be apportioned among the many services for 

which it is responsible, it has huge sums of money at its dis

posal (£50 million for direct expenditure in 1984 in the case 

of a small board) but given the size of its on-going commitments 

it has very limited discreti?n in how that money is spent. 

Furthermore,in every year since 1980 the amount of money 

allocated has been less thun health boards have estimated they 

required simply to continue existing services and cater for 

increasing needs. 

In that situation the options open to health board members are 

either to spread the available resources more thinly among 

existing services, or to consciously reduce the level of 

services in specific areas - if necessary to an extent which 

will allow new high-priority services to be developed. 

Experience shows that. as a society we seek to retain what we 

already have - regardless of the merit of substituting a new 

service for an existing one of lower priority - and to claim 

additional resources to satisfy new or emerging needs. During 

most of the first decade following the 1971 reorganisation a 

policy at national level to allocate increased resources to the 

health services allowed health boards to act in that way. 

However, since 1980 the allocation to health services has, in 

real terms, fallen each year. 

By comparing the health vote for 1984 with the votes to other 

government departments it appears reasonable to conclude that 

the government has decided that the level of State spending 

on health services is to be reduced relative to the level of 

State spending on other services. The health boards have been 

asked by the Minister to achieve the reductions in expenditure 
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in the institutional rather than in the non-institutional 

services. Public representatives on health boards and local 

health services managers are experiencing a great deal of 

difficulty in coming to terms with the demands of this new 

situation. There is an understandable reluctance to face the 

task of reducing what are regarded as necessary services, which 

have been slowly and carefully developed over many years. 

There is also a great reluctance to reduce the number of staff 

employed at a time of high unemployment. 

The dilemma decision-makers in the health services currently 

face is summed up in a ~taternent made by the Minister for 

Health in the Oail on Novem:Jer 30th, 1983: 

"r would make the point that if the Opposition and indeed 

members of the Government for that matter. insist that I 

should spend about £40 millien a Y5:<:,-r caPl...tal_oll .acut,e. 

hospitals and not permit me to Qivert resources into the 

area of greatest need. namely the area raised by 

Deputies, that of the disabled, both mentally and 

physically handicapped, it will not be done. 

The incessant pressure is for £50 million hospitals all 

over the place. As a consequence. in recent years I 

estimate that we have spent £300 million to £400 million 

on acute hospital capital works when at least £30 million 

of that would hav,e transformed the si tuation I have 

referred to. Psychiatric patients, disabled people. 

mentally handicapped people, do not have much voting 

power. not as much as consultants, doctors and nurses in 

hospitals. Politicians, regrettably. have responded in 

the wrong dtrection." (Dail Eireann: Official Report. 

Vo1.346, Cols.697-8), 

Conclusion 

l'11'riting about the implementation of the World Health Organis

ation's objective. 'Health for All by the Year 2,.000', Mahler 
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(1991) states: 

"Health is not a commodity that is given. It must be 

generated Erom within. Similarly. health action cannot 

and should not be an effort imposed from outside and 

foreign to the people: rather it must be a response of 

the community to problems that the people in that 

community perceive. carried out in a way that is accept

able to them and properly supported by an adequate 

infrastructure." (p. 8). 

"People must therefore ·understand what health is all 

about, and it is the duty of those who know to help 

others to understand. 11 (po 9). 

In order to help people to 'understand'. it is necessary that 

those who claim to know - whether they be professionals, 

administrators, politicians - should seek to secure agreement 

on an appropriate strategy for the future based on a realistlc 

appraisal of the resources that are likely to be available anc 

a realisable programme of change. This will involve a greater 

commitment to planning at every level and an investment in all 

that is requi red to secure broad community understandi-ng and 

acceptance of the need for change. 
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NORTHERN IRELAKD, HEALTH AKD 

PERSONAL SOCIAL SERVICES EXPENDITURE 

J.V. SIMPSON 

The whole range of health and personal social services in 

Northern I~eland in 1982:-83.involved an-.expenditure ·of £590-

million (approximately IR£740 mtllion): an annual expenditure 

of £390 per head (IR£490) of the population. This wa~ over 

18% of total public sector spending. 

Since 1973, these services have been organised on an integrated 

basis through the agency of four geographically defined area 

boards each of which has responsibility for the strategic 

management and operational efficiency of the services. The area 

boards are appointed' by the Department of Health and Social 

Services Which, under Ministerial guidance, is responsible for 

the main regional policy decisions and for the securing of 

finance from the total government spending programme and alloc

ating this finance to the boards. 

The Northern Ireland arrangements are unlike those in Great 

Britain in so far as personal social services are integrated 

with health services. In Great Britain, personal social services 

are a responsibility of local government whereas health services 

are organised through a structure of districts and regions which 

relate to central government. In all other respects Northern 

Ireland has the same or similar general National Health Service 



and social services legisl.ation. Where, for example, charges 

are made for NHS servi ces (prescript-ions, dental treatment, 

spectacles) these also apply i~ Northern Ireland. 

An assessment of the provision af hea~th and personal sactal 

services (HPSS) must focus inter alia on: 

(i) the scale of spending compared to Great Britain; 

(ii) the distribution of spending within programme and 

functional areas·; 

(iii) the allocation of resources (to areas of greatest need 

or areas of growing need). 

Th"e Scale of Spendi n9 

In its early days, at least some politi cans thought that spend

ing on the NHS would, over the years, fall as a proportion of 

state spending. The expectation was that this would happen as 

health care became more effective (as -techniques or drugs 

improved) and/or health care demands grew more slowly than 

national income and therefore absorbed a smaller proportion of 

national income. 

Such an expectation was never likely to be realised. Whereas 

some changes have improved efficiency - for example, by reducing 

length of treatment and achieving greater precision of treatment

these have been outweighed by the advances in technique which 

extend the possibilities of treatment, by the shift in demand 

because of greater life expectancy and by the increased demand 

because of changing patterns of family interdependence. 

As a crude rule of thumb. the combined effects of demography 

and technology on the provision of services can be assumed to 

place new demands on the services at least equivalent to a 1% 

per annum increase in total resources. 

In the ten year period 1972~82, expenditure on health and social 



296 

s~rvices rose, on a financial year basis, from £85 million per 

annum to £590 million per annum. corrected for inflation, the 

increase was still dramatic. In the ten years, the real level 

of spending in Northern Ireland iri."creased by 80% i just over 6% 

per annum. 

In the past decade Northern Ireland has enjoyed: 

(i) a higher level of spending on health and personal social 

services than the United Kingdom average; 

(ii) a faster rate of increase: 

(iii) a level of spending which is a larger proportion of 

national income; 

(iv) a level of spending which is a higher proportion of 

public sector spending. 

These featur-es are illustrated· in -Tables '1-4 (see 'Appendix) . 

There are no easy methods to compare HPSS spending in Northern 

Ireland and in the Republic of Ireland. State spending in 

Northern Ireland is the major part of such provision (with some 

small part paid as fees or payments for independent treatment) 

but the proportion of finance from the State is a smaller part 

of the total in the Republic. The difference may not be major 

in terms of hospital ~pending, but in other sectors it is 

significant - for example, the general practioner service. 

In 1980, public expenditure on health - excluding social 

services - in the Republic of Ireland totalled IR£744 million. 

This was e~uivalent to IR£220 per head (£180 sterling). In 

Northern Ireland, with an estimated deduction for personal 

social services from the total, publ-ic spending in the same 

year was about £260 per head (sterling). Spending by government 

in the Republic was some 70% of the per head level in Northern 

Ireland. An unknown part of this variance is the different 

structure of the health care system. (It might be conservative 

to guess that spending per head - from all revenue sources -

was at least 15% higher in Northern Ireland .. ) 
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The changes in the past decade, both No~th and South, give some 

interesting comparisons. 

In the Republic of Ireland spending on health care increased in 

real terms by about 110%; the Northern Ireland increase was 

about 80%. The increase in the Republic is therefore somewhat 

greater. This larger increase was achieved without health care 

absorbing a proportionate increase 1n public sector spending 

because public sector spending itself increased faster in the 

Republic. (In 1983-84 this trend may have been eliminated.) 

The proportion of public sector spending allocated to health in 

the Republic has (on national income definitions) fluctuated in 

the range of 13-15% of the total, Similar in scale to that of 

the United Kingdom as a whole. 

The Allocation of Resources 

In Northern Ireland spending on HPSS is subject to two major 

areas of debate. First, can the differential in favour of 

Northern Ireland. compared to other United Kingdom regions, be 

justified? Second, is the distribution within Northern Ireland 

the most effective in securing the provision of care where it 

is mas t needed? 

Although Northern Ireland has spending programmes for HPSS which 

are some 24% higher, pro rata, than in Great Britain, this should 

not be used to sustain an argument that ·Northern Ireland is over

generously treated. 

Social and demographic features mean that to provide a comparable 

level of service, expenditure levels in Northern Ireland need to 

be higher. This is illustrated by the differential impact of 

family size and income levels on the demand for services. A 

Treasury study of spending in 1976-77 suggested that when these 

differential factors were allowed for, spending per head in 

Northern Ireland should be 7% above the English average, On an 

alternat"ive formulation - which gained less support - this 
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favourable factor needed to be 22% above the English average. 

The argument CQuid also be made that Northern Ireland is not 

overprovided in its HPSS: rather it CQuid be presented that 

Northern Ireland is less deficient than Great Britain, since 

both areas are under the pressure of competing demands for 

greater services. Such an argument merely illustrates that 

the services could us~fully be considerably expanded. In 

practice the debate within the services is of relative prior

ities after Government has determined the total spending allow-

able within its overall public spending programme. It is 

relevant to note that spending levels in Scotland are also 

significantly above the United Kingdom average. 

The Distribution of Spending 

The Northern Ireland Economic Council has, however, recently 

examined the spending programmes for HPSS and concluded that 

"If the balance of institutional care in Northern Ireland was 

switched to the English pattern, the change would yield savings 

of 14% in the overall revenue costs of these services." (1983, 

pp. 56-7) . And they argued that "The absence of a comprehensive 

planning system for allocating resources has contributed to this 

inefficiency in 'flealth ca.re delivery." (p.57) 

This conclusion has proved controversial. Elements of the 

programmes of care may indeed be capable of greater efficiency, 

or efficiency savings, but the Economic Council underestimated 

both the consequences for spending patterns of an inherited 

institutional and professional structure as well as the 

problems of adjusting expenditure patterns when this involves 

capital and staffing priority changes. 

The most difficult conceptual issues in determining the 'balance 

of institutional care' are those of trying to be objective about 

competing demands on the service. These become, implicitly, a 

discussion of the benefits of care programmes evaluated in 
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relation to their costs. The continuing pressure in a 'free' 

set of HPSS servi~es is that demand is virtually infinite. 

whilst resources are, by definition, finite. Rationing is 

implicit in all allocations. P.owever. explicit rationing 

procedures evoke professfonal responses which decry the mechanisms 

which make a- choice which, by definltion, means that in marginal 

cases the service is withheldl Some of the conspicuous, but not 

the only, areas where this occurs are in the provision of home 

helps, the provis~on of residential geriatric accommodation, the 

provision of res6urces for specialist work in relation to cardiac 

surgery, bone marrow transplants and kidney transplants. 

The biggest target for criticism by the Economic Council was the 

provision of acute hospital services. The evidence is clear 

that Northern Ireland has, proportionately, more beds in acute 

hospitals than the rest of the United Kingdom. 

In 1979, the acute beds per 1, 000' of the population were: 

England 2.8 

Wales 3,1 

Scotland 3,5 

Northern Ireland 4,2 

From this starting point, the Economic Council developed their 

argument on the scope for savings. They think that Northern 

Ireland could manage with fewer such beds, but in a gesture to 

popular opinion (even if in defiance of medical evidence) they 

suggest that at the same time as this reduction is being 

achieved "The policy of concentrating acute facilities· on 

fewer sites should be reviewed to ensure that it remains cost

effective .. " (p.25) 

This illustrates the dilemma. A move to a more efficient use 

of acute hospitals raises all the problems of selecting units 

to be converted to alternative uses. Cost-benefit analysis in 

health care ultimately has to be confronted by public and 

political pressures and the process of change or closure is not 

a popular one. 
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Given an inherited stock of ageing acute hospitals, the planni~g 

process has had "to cope with: 

rationalisation of services; 

concentrating specialities in a limited number of centres; 

shorter periods of in-hospital care (including day surgery) 

better out-patient systems; 

more extensive home delivered services. 

In the face of these pressures the capital investment programme, 

now at only 5% of all HPSS spending, is probably inadequate. 

(It is, however, double the proportion of spending in the 

Republic of Ireland devoted to capital expenditure.) 

The other main area of growing demand for services relates to 

the elder.ly... .These already caIL.on .. about 25% of all HPSS 

spendtng and the proportion will grow. The balance between 

hospital, residential and home care is now an important area 

for study and the obvious emphasis is on care in the home 

situation and the reduction in the use of acute hospital beds 

where less expensive ,provision would be appropriate. 

It is clear that HpSS will not, in the near future, be able to 

cope with extra demands unless increasing resources are made 

available. In national terms this is likely to be difficult 

for any govern~e!lt to meet. In part_, therefore, the debate 

has begun to f6cus on the better use of existing resources. 

This is a more difficult process. Planning for growth is easy 

in that resources ~re not being moved f'ram part of the system 

to another. Reallocation processes, and the types of objective 

analysis which they create, will be an inevitable feature of the 

rest of this decade. 
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Appendix 

Table 1: Spending on Health and Personal Social Services, 1982 

Northern Ireland United Kingdom NI as % 
of UK 

Total spending £579.9m £16. ,820m 3.4 

Population 1.547m 56.01m 2.8 

Spending per capita £370 £299 124.0 

Table 2: Increases in Spending on Health and Personal Social 
Services, 1972-82 

Northern Ireland 

HPSS spending (£m) 

HPSS spending 
in 1975 prices (1) (£m) 

United Kingdom 

HPSS spending (£m) 

HPSS spending 
in 1975 prices (1) (£m) 

NI as % of UK 

1972 1982 

86 580 

135 244 

2,963 16,820 

4,659 7,076 

2.9% 3.4% 

Note 1: Deflated using the retall price index 

1972-82 

+81% 

+52% 
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Table 3; HPSS Spending as a Percentage of GNP 

Year Northern Ireland United Kingdom 

1972 7.8 5.3 

1974 9.0 6.0 

1976 10.3 6.4 

1978 iO.4 6.2 

1980 12.3 7.0 

1982 13.5 7.2 

Table 4: HPSS Spending as a percentaQe of Public 
Sector- Spending 

Year Northern Ireland United Kingdom 1 

1972 13.8 12.3 

1974 15.0 12.7 

1976 16.4 13.6 

1978 16.3 14.1 

1980 18.3 14.9 

1982 18.5 14.8 

Note 1: The two columns are not comparable in absolute terms 

because the United Kingdom figures include defence 

expenditure etc. which makes the United Kingdom total 

larger. proportionately, .when compared to Northern 

Ireland. 
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THE ALLOCATION OF RESOURCES TO THE ~EALTH 

AND PERSONAL SOCIAL SERVICES I~ NORTHER~; IRELAND 

JOHN GARVIN HUNTER* 

Introduction 

This paper analyses the changes which have occurred since 19·73 

in the system for allocating resources to the health and 

personal social services in Northern Ireland. In the final 

section it examines various proposals for the future development 

of the system designed to maximise the benefit to be derived 

from available financial resources. 

Structure 

The responsibility for the provision of integrated health and 

personal social services to the population of Northern Ireland 

rests with four area health and social services boards, which 

act on behalf of the Department of Health and Social Services. 

The latter decides overall policies and priorities, allocates 

resources to the four boards and other' central bodies and 

monitors the level and quality of the service provided. Within 

*The views expr~ssed in this paper are personal and do not 
purport to reflect the views of the Department of Health and 
Social Services. 
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each board the services are organised in units of management 

under the control of a multidisciplinary group of second line 

officers who individually exercise delegated respqnsibility 

for day to day management. Th~ chief officers of each board, 

together with representative clinicians, constitute a multi

disciplinary area executive team which is responsible for the 

formulation of corporate advice to the board on policy. plan

ning. resource allocation and monitoring of services. The 

board itself is appointed by the Minister and comprises elected 

representatives of district councils and nominees of professional 

bodies. the universities, the trade union movement and various 

voluntary organisations. 

The other central bodies referred to above include a Central 

Service Agency, set up to provide all boards with a number of 

common services including the payment of family doctors, 

dentists, pl}ar_n.!acis.ts and .opticians _who, are in contract wi th 

the board for their particular area, and also a Training Council 

which is engaged in the provision of management training for 

staff in all disciplines as well as the discharge of various 

personnel functions. Nursing and midwi Eery training is the 

responsibility of the Northern Ireland Board for Nursing, 

Midwifery and Health Vis~ting, while the Northern Ireland 

Council for Postgraduate Medical Education is responsible for 

postgraduate ~edical education. 

Resources 1983/84 

The reSour,ces available for ,the health and personal social 

services in Northern Ireland are provided almost entirely from 

public funds and are determined through the annual Public 

Expenditure Survey, on the basis of the Government's priorities 

for public expenditure in the Province. These priorities have 

been stated as: law and order; industrial development; and 

housing. In 1983/84 total expenditure on the health and 

personal social services· in Northern Ireland is estimated to be 

slightly in excess of £620 million broken down across various 



305 

c-ategories of expenditure as follows: 

Expenditure (1983/84) 

Health and social Services Boards 

Central Services Agency 

Staffs Council 

National Board for Nursing, Midwifery 
and Health Visiting 

Postgraduate Medical Education Centre 

Family Practitioner Services 

Capital Expenditure on Buildings and 
Equipment 

Miscellaneous 

£0005 

473,927 

3,248 

792 

4,110 

270 

109,950 

24,545 

3,409 

£620,251 

In addition, the estimated expenditure en social security payments 

for 1983/84 is £1.154 million. Among the social security 

benefits available to eligible members of the public are the 

attendance allowance, payable to adults and children over the age 

of two who a're severely disabled and require frequent attention 

during the day or night, and the mobility allowance, payable to 

people who are unable or virtually unable to walk because of 

physical disability. 

Trends in CUrrent Expenditure 

The Department's Regional Strategic Plan for Health and Personal 

Social Services 1983-88 analyses trends in the current expend

iture of boards sInce 1975 when the previous plan was published. 

Over the period 1975/76-1982/83 current expenditure increased at 

an average rate of 2.2% per annum at constant prices. However, 

within this aggregate figure, expenditure on personal social 

services rose by 5.3% per annum and on community health services 

by 2.5% per annum, reflecting the priority attached by the 
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Department in its 1975 Strategy Document to the development of 

communi ty servi ces (Department of Health and Social Servi"ces, 

1975). In contrast current expenditure on hospital services 

over the same period rose by only 1.3% per annum. 

The total current expenditure in 1982/83 broken down by major 

programmes was as follows: 

Hospital, Specialist and Related Services 

Community Health Services 

Personal Social Services 

Family Practitioner Services 

Administration 

Other Services 

£m (82-83 prices) % 

310.4 

32.2 

83.4 

105.7 

27.2 

17.4 

576.3 

53.9 

5.6 

14.5 

18.3 

4.7 

3.0 

100.0 

The percentage of total resources devoted to hospital. specialist 

and related services has been steadily declining from 1975/76 

when it stood at 57.2% to 53.9% in 1982/83. The main beneficiary 

of this decline has been the personal social services, whose 

share of total resources has increased over the same period from 

11. 7% to 14.5%. 

Resource Allocation 1948-1973 

In 1948 one of the primary goals of the architects of the 

National Health Service was to secure a more equitable 

dis~ribution of resources, by meanS of which a uniformly good 

service could be provided everywhere. Yet the resource 

allocation system which was then introduced, paradoxically, 

frustrated progress to this end by underpinning the previous 

expenditure base and adding increments of growth to it, so 

perpetuating the historic maldistribution of resources. The 

pursuit of geographical equity was also frustrated by the 
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fragmented nature of the services, resulting in a major 

reorganisation in 1973 when the four area health and social 

services boards replaced twenty-eight hospital management 

committees and sixteen county health and county welfare 

commi t tees. 

Resource Allocation 1973-1980 

The remaining years of the 19705 were, in retrospect, a time of 

relative plenty with growth rates of around 3% per annum. It 

proved possible not only to develop services across a broad 

front but also to direct resources to meet serious deficiencies 

in the level of particular services. Although the latter policy 

affected boards differentially, nonetheless the historic pattern 

of expenditure was again largely confirmed through the addition 

of growth to each board's base calculated by the amalgamation of 

the budgets of the various committees which had previously been 

responsible for the provision of services in its area. Where a 

particular service was split between two boards, a fair apport

ionment of the budget was agreed between the pa~ties concerned. 

The baseline budget of each board was updated each year for pay 

and price increases. 

The resource_ allocation syster.l used throughout this period 

involved a two-stage process. Firstly, the Department reserved 

for each board the revenue consequences for capital expenditure 

in its area arising from the Department's major works programme. 

The balance, termed 'free growth', was then allocated on the 

basis of each board's share of the total population and was to 

be used for non capital development in a~cordan~e with area 

plans. For several years comparatively small sums were also 

earmarked for the non capital development of community health 

and personal social services in an effort to correct inherited 

inequalities i_n provision across the Province. 

In the late 19705 the Department decided to cease earmarking, 

in other than the most'exceptional circumstances, primarily in 
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order to encourage boards to cons ider more seriously than before 

the revenue implications of proposed capital developments and 

thus to promote the most cost-effective combination of capital 

anc revenue. In future the revenue consequences of capital 

expenditure would be funded by boards themselves out of the 

total growth available for the development of the services. 

Earmarking resources for community health and personal social 

services was also felt to be inconsistent with the philosophy 

of a truly integrated service and could conceivably result in 

distortions to the preferred pattern of care through earmarked 

investment at one end of the spectrum of care at the expense 

of the other. 

Dissatisfaction with this system for allocating resources, which 

appeared to impact but little on problems of geographical 

inequity, led to the appointment of a working party charged with 

th_e task of xecommending cri teria -for the allocation of revenue 

resources to health and social services boards. The working 

party evolved a formula. called the P~qR formula (Proposals for 

the Allocation of Revenue Resources) , which defines each board's 

notional or target share of total revenue resources based on the 

needs of its population relative to other boards (Department of 

Health and Social Services, 1978). It is discussed in detail 

later in this paper. 

Resource Allocation 1980~84 

Unfortunately the advent of the PARR formula coincided with the 

start of a period of austerity which has continued ,to the 

present day, including in 1980/81 a mid-year cut in the boards' 

revenue resources which was required to fund essential develop~ 

ments elsewhere in the public sector in Northern Ireland. There 

has not, therefore. been any opportunity to apply the formula to 

correct apparent inequalities between boards without reducing 

the baselines of those boards shown by PARR to be in 'surplus' 

Indeed the differentials between boards, which were minimal in 

1978 when the formula was first evolved. have grown substantially 
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since then. 

The PARR formula has, therefore. been used only as a guid~ to 

the allocation of the comparatively small sums of additional 

resources available each year. The Department instead bases 

its determination of each board's share of available resources 

on the board's proposals for the development of services in the 

year in question bearing in mind the revenUe consequences of 

capital expenditure. Since 1983/84 these proposals have been 

formulated in a casted operational plan with manpower implicat

ions included. based on the Regional Strategic Plan for Health 

and Per-sonal Social Services in Northern Ireland 1983-88 

(Department of Health and Social Services, 1983). 

Cash Limits and Cash Planning 

The problems caused by low growth have been comp.ounded by the 

introduction of cash limits in 1976/77 and cash planning in 

1982/83. Before 1976/77 the money available in each financial 

year was supplemented annually to provide for increases in pay 

and prices during the year, so that the volume of services was 

maintained and provision f~r growth was protected. In 1976 tr.e 

Government introduced t0e system of cash limits, which set in 

advance an annual ceiling on expenditure based on expected rates 

of inflation during the year. When actual inflation exceeded 

these assumptions, the volume of services provided was 'squeezed' 

during the year in question, but the baseline was then revalued 

annually to take account of actual inflation, so that the effect 

of the 'squeeze' was confined to a single year. The Government 

has now developed the concept of cash limits and introduced cash 

planning, under Which there is no annual revaluation of the 

baseline. Financial allocations are expressed in cash terms 

and unless special provision is made, therefore. the cash 

provided in expenditure plans each year has to meet both 

inflation and the cost of any planned developments. 
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oemogr:aphic Chanqe and Technological Advance 

The financial pressures of recent years have been compounded 

by demands Eor t.'he development of services stemming from demo-

g~aphic changes and technological advances. It has been 

estimated that the increasing numbers of very elderly in the 

population. together with increases in the birth .rate, generate 

a demand for additional revenue resources of approximately 0.7% 

per annum. This calculation is based on the averaGe cost of 

treatment for individualS in different age groups coupled with 

changes in the age structure of the population. At the same 

time there has been remarkable pL"ogress in the diagnosis and 

treatment of illness. involving the introduction of new and 

expensive equipment and drugs. Kidney transplantation and 

dialysis, cardiac 5uigery and defibrillation and joint replace

ments are but examples of the many medical advances which now 

allow peoEle tp 19_£td useful lives, when--formerly· they'-woul"d 

hav,e died or would have been chronically disabled. 

Strategic Planning 

These financial and service pressures reinforce the need for 

strategic planning. so that the benefits to be derived from the 

available resources are maximised_ Resources which are not used 

to good effect obviously diminish the capacity of the services 

to reduce the sum total of human suffering and misery. In 1980 

the Department launched a new planning system, which required 

boards to produce five-year area strategic plans within certain 

departmental guidelines covering resource assumptions and 

priorities. These plans were then welded by the Department 

into a Regional Strategic Plan coyering the years 1983 to 1988 

which was published in December 1983. 

Each year boa,rds are required to submit operational plans for 

the next financial year based on the Regional Strategic Plan. 

Resources are then allocated in accordance with the requirements 

of the operational plans. bearing in mind PARR relativities. 
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The relat~onship between the Regional Strategic Plan and PARR 

is discussed later in the paper. 

The Regional Strategic Plan is based on the assumption that the 

resources available to the services will not increase by more 

than 1.0% per annum, of which 0.5% is to be found by boards 

themselves from greater efficiency, with the balance being 

found by the Government in the form of new money. However. in 

the allocation Eor 1984/85 the Government has bettered this 

assumption by providing 0.7% new money. 

Given this financial bacKcloth it is not surprising that the 

Regional Strategic Plan emphasises the importance of securing 

value for money from eXisting resources of ~inance. manpower 

and buildings. In the past the focus of planning has been on 

the application of growth funds but this incremental approach 

is no longer adequate. Increasingly the application of total 

resources must be examined so as to maximise the, benefit to be 

derived from existing resources including growth funds. Indeed 

certain new developments in priority areas can only be funded 

through efficiency savings or through the redeployment of 

resources from low priority areas. To this end the Plan out-

lines a coordinated strategy to realise efficiency savings and 

to achieve greater cost-effectiveness. This ~trategy refers 

to initiatives in such areas as supportive services; energy 

conservation; levels of overtime, sickness and absenteeism; 

computerisation; purchase and use of disposables; postal costs; 

and telephone installations. In the area of direct patient 

services the Plan mentions the development of day surgery and 

the rationalisation of services, in particular acute general 

hospital services. Within the ,community field it refers to 

exercises designed to derive maximum benefit from the resources 

devoted to the care of elderly people living in,their own homes 

and to improve the management and cost-effectiveness of the home 

help service. Finally, the Plan iss~es a challenge to explore 

low-cost solutions to problems, to improvise and to innovate. 

The pursuit of greater cost-effectiveness and value for money 
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in the health and 'personal so~ial services is, however, 

bedevilled by the imprecise relationships which exist between 

inputs, activities and outcomes. The la~t named is, moreover. 

affected by a wide range of social and economic variables e~ch 

of which defy precise measurement. The d(~finition, therefore. 

of a 'population function' through which the impact of changes 

in expenditure levels on the health and social wellbeing of 

the population could be assessed is simply not possible; this 

inevitably places the health and personal social services at a 

disadvantage when bidding for extra resources. 

The problem of measurement, in this case of need, lies at the 

core of any attempt to secure a more equitable distribution of 

resources. The R~ya-l _Commission·-on the- ,National Health Service 

(1979) noted that: 

" .. the NHS ought to aim to provide equal access tc health 

services for those equally in need irrespective of where 

they live." (p.344) 

but observed that: 

"The lack of a clear and commonly accepted definition of 

health creates problems for attempts to assess the 

efficiency of a health service by measuring the health 

of a population or by making historical or international 

comparisons." (p.20) 

The PARR formula represents an attempt to overcome the problem 

of the measurement of need and construct a formula which would 

secure, over time, a more equitable distribution of revenue 

resources and which would take into account population movement, 

demographic change. and changes in the pat,tern of morbidity and 

mortality. It is largely based on the report of the ~esource 

Allocation Working Party (l976) - an English Working Party -

out of which evolved what is known as the RAWP formula. The 
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report of that working party noted that: 

" .. the resources available to the ~:HS are oounc to fall 

short of requirements as measured by demand criteria and 

that supply of facilities has an important influence on 

demand in the locality in which ·they are provided." (p.7) .------

It therefore sought to identify criteria: 

" .. which are broadly responsive to relative need, not 

supply or demand, anc to employ those criteria to 

establish and quantify in a relative way the differentials 

of need between different geographical locations." (p.7) 

Both formulae are based on the principle that the population 

served is the primary determinant of need. The population is 

then weighted to reflect the influence of its age/sex structure 

and its morbidity. The outcome is "a composi te weighted 

population for each board, which indicates its relative need 

for revenue resources. In the case of the PARR formula the 

composite weighted population is derived from eight separate 

service categories including the personal social services. The 

populati"on of each board is separately weighted to reflect its 

proportionate share of the need for the particular services in 

each category and then these weighted populations are combined 

in the same proportion as the expenditure on each category to 

produce a single weighted population for each board. Adjust

ments are then made in respect of cross-boundary patient flows 

for hospital treatment and for the Eastern Board's additional 

responsibilities for various regional medical services and the 

provision of clinical facilities for teaching. Figure 1 (p.3l4) 

illustrates the process. 

The problem of measurement already referred to manifests itself 

most seriously in the measurement of morbidity. In the absence 

of objective measures of morbidity, which are both reliable and 

comprehensive, the Resource Allocation Working Party and its 

Northern Ireland equivalent eventually decided to use mortality 

rates, adjusted for age and sex, as a proxy. The RAWP and PARR 
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formulae then assume a direct linear relationship belween 

mortality and need for revenue resources. r.owever, there are 

types of morbidity with low mortality , .. hich are r.ot therefore 

captured by the formulae: similarly standardised mortality 

ratios may not fully capture the influence of social deprivation. 

manifested. for exampJ.€, in longer hospital stays. ThE:se 

various problems and otheie are examined by Buxt~n and Klein 

(1978) in a monograph prepared for the Royal Commission on the 

NHS. 

Future Developments 

Financial pressures are forcing health and social services 

boards to look at questions of allocative efficiency posed in 

the form: 'Is it possible to move resources from one activity 

to another without losing services which have a greater social 

value than those gained?' In this context boards have recently 

embarked on a number of zero-budgeting exercises. in which 

existing expenditure on a particular service will be assessed 

and evaluated as if the service concerned was new 2nd starting 

from a zero base. 

It is also intended to enhance the analytical capacity of the 

planning system by developing techniques which will facilitate 

the more systematic determination of priorities and the more 

thorough evaluation of options for development. It is also 

intended to improve the information base for both planning and 

management purposes. Among the initiatives already in train 

are the introduction of investment appraisal for major invest

ment decisions; the development of a system known as Programme 

Expenditure Analysis which seeks to integrate information on 

finance, manpower, and activity for particular patient and 

client groups to show how resources are being used .. the 

establishment of a multidisciplinary steering group to review 

information needs; various improvements in financial management 

and control; and the development of manpower planning. 
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By these means the Department intends to enhance the analytical 

capacity of the planning system and thus assist the process of 

formulating policies and strategies which will maximise the 

benefit to be derived from the financial resources available 

to the health and personal social services in Northern Ireland. 
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REGIONAL STRATEGIC PLAN FOR 'l'HE HEALTH Aim PERSONAL 

SOCIAL SE~VICES IN NORTEE:lN IRELA!;D 1983-88, A SUMMARY 

DEPARTME~T OF HEALTH Ar~D SOCIAL SERVICES * 

Tj1is summary of the Regional Strategic Plan for the !-:ealth and 

Personal Social Services in Northern Ireland has been prepared 

to give as wide an audience as possible an understanding of the 

aims and developments planned in these fields over the next few 

years. In particular, it is directed at those involved in the 

planning, management and delivery of the services on whom the 

success of the strategy depends. 

The Plan is the outcome of extensive consultations with 

statutory bodies and major professional groups, together with 

the NortherI? Ireland Health and Social Services CounciL all of 

whom have broadly endorsed it. The summary gives the main 

elements of the Plan without much of the supporting detail. The 

full version of the Plan can be obtained from Her Majesty's 

Stationery Office, price £5.40. 

The ultimate objective is the improvement of the health and 

social wellbeing of the population of ~:orthern Ireland. The 

Plan requires that available resources of manpower, buildings 

and equipment should be directed to this end and calls for a 

rigorous reassessment of existing expenditure patterns with a 

* This paper is reproduced by kind permission of the Northern 
Ireland Department of Health and Social Services. 
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view to maximising the benefit of these resources for patients 

and clients. This policy is reinforced by the likelihood that 

additional resources for the Eealth and Personal Social Services 

will be very limited for the foreseeable future. 

Because additional money is likely to be limited it will not be 

possible to develop services on a broad front. The concentration 

of effort therefore. should be on the five priority areas identif

ied below although progress elsewhere may be possible through 

better use of existing resources. 

are: 

The five areas of top priority 

selected acute hospital services; 

services for the elderly; 

services for the mentally handicapped; 

maternal and child health services; 

social .servi ces· -for--children a-n-d younq- persons. 

Developments anticipated in these priority areas are designed 

to ensure the balanced and integrated development of the 

hospital, community health and personal social services. 

The main issues identified in the Plan are: 

raising efficiency; 

i~proving cost-effectiveness; 

mobilising voluntary effort; 

identifying low cost innovative solutions to operational 

problems and needs; 

applying available resources first and foremost towards 

developments in priority areas; 

promoting prevention including health education. 

The challenges presented in the Plan will only be met if its 

objectives are widely understood and accepted, and only if all 

those concerned, board members, planners, managers and staff, 
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cooperate in their realisation. The Plan calls for an imagin-

ative approach to the provision and delivery of services 

involving greater flexibility in the use of resources. through 

which these challenges can be met. 

where '.'~e Are ~~ow 

Since the Department's last strategy document was published in 

1975, health anc social services expenditure has increased, as 

have the numbers of staff employed. 

Total expenditure on the services increased from £210 million 

in 1975/76 to £601 million in 1982/83, representing an increase 

of 186%. Current expenditure, that is expenditure excluding 

building and maintenance work, increased over the seven years 

by 192%. The most rapid increases occurred in spending on 

personal social services reflecting the need to expand these 

services from their low base in 1975. 

After allowing for inflation current expenditure has increasec 

by 16.4% over the period. Within that, the percentage increases 

relating to the various main categories of expenditure were: 

Hospital, specialist and related services 

Community health services 

Personal social services 

Family practitioner services 

Headquarters/district administration 

% 

9.7 

18.8 

44.0 

17.6 

12.9 

Between 1977 and 1982, the number of staff employed in terms 

of-Whale-time equivalents rose from 41,713 to 48,686, an 

increase of 16.7% (see Table 1, p.320). 

Overall, the extra money and manpower made possible Significant 

developments in services and programmes of care for various 

client groups. Despite the advances in provision, there are 
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'T'able 1: \vhole-time Equivalents (to nearest whole nu:-:1berl of 
Staff in Post on Pay in !lorthern Ireland Health and 
Personal Social Services by Budgetary Category 1977-
1982 

Budgetary Category 

:~ledical 

Trained nursing 

Student nursing 

ether nursing 

Paramedical (excluding 
therapeutic paramedical) 

Therapeutic paramedical (2) 

Aarninistrative and Clerical 

Do~e5tic anc allie~ 

Tradesr:len' 

Other grades 

Social services 

vental 

Pharmacy 

Arnbulanc~ 

Home helps (4) 

All categories 

1977 1982 

1.621 1.847(1) 

8.899 11.308 

3.737 4.318 

2.774 3.092 

1.429 1.484 

410 638 

4.556 5.373(3) 

9.404 10.095 

937 961 

566 686 

3.137 

319 

193 

487 

3.244 

41.713 

4.373 

362 (1) 

230 

555 

3.364 

48.686 

% increase 
in staffing 

1977--1982 

+13.9 

+27.1 

+15.5 

+1l.5 

+ 3.9 

+56.0 

+17.9 

+ 7.3 

+ 2.6 

+21. 2 

+39.4 

+13.5 

+19.2 

+14.0 

+ 3.7 

+16.7 

1. gecause of a change in the method of p2.yrnent· of. salaries of 
some ·medical and dental staff who ~old appointments jointly 
with the ~astern Health and Social services Board and 
Queen's University, Belfast, data for a9proximately fifty 
medical staff and ten dental staff were deleted from the 
payroll system as from 1981. 

2. The figures for therapeutic paramecical staff cover 
occupational thera9ists, physiotherapists, orthoptists, 
dietitians, chiropodists and s~eech therapists. 

3. The Administrative and Clerical category has been inflated 
since 1979 because of the method used to remunerate YOP 
trainees engaged by boards. These "numberec twenty-eight 
in 1982. 

4. The majority of home helps work pa~t-time and their number 
fluctuates. 
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still serious problems and gaps in providing SOme services. 

Among them is the need to: 

develop preventive health care; 

strengthen the preventive role of the personal saclal 

services with children and young people and their families: 

reduce further the infant mortality and handicap rates; 

cater for the needs of the rising proportion of the very old, 

and in particular the confused elderly, for whom services 

are still inadequate: 

continue to improve services for the mentally handicapped, 

the mentally ill and the physically hancicapped; 

maintain and develop services to make more widely available 

the benefits of technological advances in medicine, diagnostic 

techniques and pharmacology; 

improve or replace facilities that are not adequate or are 

unsuitable. 

These needs are not exhaustive. The rising numbers of old 

people will increase the demand on services in our community 

as will the number of people affected by illness or disability. 

Advances in technology and in medical knowledge will create new 

demands. Meanwhile the social, economic and environmental 

problems afflicting the Province will contir.ue to generate high 

demands for health and social care. All these factors combine 

to produce circumstances which justify the present higher rela

tive spending per person on health and social care in Northern 

Ireland, compared to Great Britain. But we ca~not realistically 

expect this differential to widen further during the next few 

years. Action to remedy the problems and gaps in provision 

will, therefore, largely depend upon the capacity of the boards 

to deliver services more effectively and efficiently and free 

resources to be used more productively to meet the high priority 

needs that have been identified. 
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The Financial Outlook 

For planning purposes, it has been assumed that there will be 

an annual growth in revenue of 0.5%, plus a further 0.5% 

achieved from efficiency savings, and that the annual level of 

c2pital development will remain broadly steady at £25 million 

at present prices. This does not imply a Government comr.1-Ltme.l1-t 

to the future level of funding for tr.e services as that will 

continue to be determined annually under the Government's Public 

Zxpenditure Survey. 

Based on these resource assum~tions and after existing commit

ments have been taken into account the Plan envisages that 

£26.7 million capital wlll be available for neW buildings not 

yet planned ana £13.0 million revenue mainly for the appointment 

of additional staff, over the period to 1988. 

The key to further development is, therefore, improved perforJP.

ance through a continued. concerted drive to increase efficiency 

and to promote rigorous economies to make savings beyond the 

0.5% target that can then be better deployed in areas of unmet 

need. 

~fficiency and ~ffectiveness 

The Plan recognises that since 1973. boards have all promoted 

a number of valuable projects designed to secure greater 

efficiency and cost effectiveness, which constitute a spring-

board for ·further action. Specific initiatives highlighted in 

the Plan should be seen as complementary to ,the continuing 

efforts by boards and incividual managers to use resources 

efficiently and effectively. 

A number of areas will be studied in detail over the period to 

the end of M'arch 1985. Although these vary from board to board, 

the areas under scrutiny can be grouped under several broad 

headings: boards have also been asked to report progress on 
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their inoividual programrr.es at six-monthly intervals. indicating 

the level of savings obtained or in prospect. 

The areas are: 

supportive services including ambulance and non-ambulance 

transport; catering., laundry and domestic services; and 

stores and supplies including bulk purchasing; 

energy conservation - insulation. heat recovery and energy 

management; 

personnel - levels of overtime. absenteeism and sickness 

together with the establishment of an occupational health 

service to maintain and promote the physical and mental 

wellbeing of all employees; 

ccmmunity care - a study of alternative approaches to care 

in the community of elderly people: 

rationalisation of services - ir. the long-term. this will 

offer the greatest scope for developing servic~s through 

redeploying resources: 

miscellaneous - studies under this heading include the 

development of day surgery; cost comparison of similar 

facilities: computerisation; purchasing anc the use of 

disposables; postal costs: and telephone installations. 

Priorities 

The Department's regional priorities for service development 

over the period to 1988 have been determined by a co~bination 

of facts including existing policy commitments; priority areas 

identified in a series of reports on various services which 

have been published in recent years; known gaps in service 

provision and the existence of unmet need; the views of the 

boards and the Department's central advisory machinery. 

The regional priorities. and the developments envisaged within 
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them; are as follows: 

The aim is not only to aevelop particular existing services 

:,ut also to organise acute services better, based on the 

development of a network of area hospitals. The priorities 

for the next five years are: 

the commissioning of the new Belfast City Eos-pital and the 

c.evelopr.:.ent of the new .~ntrim Hospital; further cevelopment 

of Altnagelvin Hospital: the reconstruction and modernisation 

of the Mater Infirmorum Hospital: 

further capital investment in essential maintenance or up

grading of hospitals~ including the Royal Victoria nospital 

for Sick Children: 

expansion of intensive neonatal care services, cardiac 

surgery, orthopaedic 5urge-i:'y and J:)·one marrow tr-ansplan-tat:ion; 

progress towards correcting staff shortages in specialties 

such as pathology, psychiatry and geriatrics; 

investment in computerised systems to improve operational 

manage~ent of hospitals. 

The aim is to keep pace with the ,pressures caused by the 

increasing numbers of elderly people in Northern Ireland, in 

particular to previde an adequate psychiatric service for old 

people. and to develop further the communi ty servi'ces. The 

priorities for the next five years are: 

the implementation of a phased development programme for 

psychogeriatric and geriatric accommodation includi~g new 

psychogeriatric units at Holywell and Purdys burn Hospitals 

a.nd new geriatric units and day hospitals in the Southern 

and Western areas to replace out-of~date units at Tower Hill 

and Erne ~ospitals respectively: 
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the setting up of a Eospital Advisory Service concerned 

primarily with the long-term care of patients in psychiatric 

hospitals, geriatric hospitals and hospitals tor the 

mentally handicapped; 

in Bel~ast. the provision of two new residential homes -

Thorndale P.ome for the Confused Slderly and WoodstocK Road 

Old People's Home - and three new day centres - Sandy Row, 

Whiterock and New Lodge; 

limited expansion of community services, including community 

psychiatric nursing services and paramedical services; 

better direction of primary and domiciliary care services 

towards people with the greatest ~ee6s; 

continued support for informal caring networks, such as 

relatives, neighbours and friends, for old people and for 

voluntary bodies providing services for the elderly. 

The aim is to carry forward exis~ing policies, focusing in 

particular on the development of community services. The 

priorities for the next five years are: 

providing residential homes, adult training centres and 

other schemes designed to relieve overcrowding in hospitals 

for the mentally handicapped: 

providing a new adult unit at Muckamore Abbey Hospital and 

further progress with the programme of upgrading villa 

accommodation: 

establishing a Hospital Advisory Service: 

expanding the genetic counselling service; 

limited increase in social work, nursing and paramedical 

staff in the community: 

continued support for voluntary bodies providing services 

for the mentally handicapp~d. 
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Maternal and child health services ----------------------------------

The aim is to carry forward existing policies associated with 

implementing recommendations in the Baird Report. 

ities for the next five years are: 

developing intensive neonatal services; 

expanding genetic counselling services; 

The prior-

increasing the numbers of health visitors and midwives, 

primarily in areas of high social deprivation; 

promoting the maximum possible unptake of ru~ella immunis

ation and, depending on the outcome of a current pilot 

scheme, introducing neonatal screening for the detection of 

cystic fibrosis. 

The aim is to strengthen child care services and to develop 

improved approaches to preventive work. The priorities for 

the next five years are: 

building five new family care units in Belfast and a 

children's home in the Southern area; 

strengthening fieldwork staffing, especially in the 

Southern and Western areas; 

continued support for voluntary bodies .. 

Further Deve-lopments 

-These developments within the five priority areas should not 

be looked upon as exhaustive; they reflect only the definitive 

proposals which to-date have evolved but they seem likely to 

absorb the balance of revenue money. Uncommitted capital 

resources will be allocated to schemes with low revenue 

consequences which will enable boards to improve or rationalise 
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se~vices, and secure greater efficiency and value for money. 

Capi ta 1 resou rces have beer. provis i ona 11 y reserved for the 

following schemes likely to have minimal revenue costs: 

upgrading of laboratories; 

blood transfusion headquarters; 

replacement of mortuary, Royal Victoria Hospital: 

~ationalisatio~ of acute hospita! services; 

providing additional accommodation for ~sychogeriatric care: 

Central School of Psychiatric and Special Care ~ursing. 

The Future Development of the Planning System 

The Plan sets out a strategy for the future development of the 

planning system which in particular should greatly enhance its 

analytical capacity. Central to this strategy is the develop-

ment and application of techniques which will facilitate the 

more systematic determination of priorities and the more 

rigorous evaluation of options for development. together with 

the improvement of the information base for both planning and 

management purposes. 

or planned are: 

Among the initiatives already in train 

the rrore widespread use of economic appraisal as a means of. 

identifying alternative solutions to problems and fincing 

the solution which offers the best value for money; 

the development of Programme Expenditure Analysis - a 

system which integrates information on finance, manpower 

and workloads for particular pat-ient and client groups to 

show how resources are used: 

the establishment of a Northern Ireland Steering Group to 

review the information needs of the hea"lth and personal 

social services in the light of reports of the Steering 

Group on Health Services Information chaired by Mrs. E. 

Korner; 

various improvements in financial management which will make 



328 

bette~ information available for planning and control of 

the use of resources; and 

the development of more effective manpower planning and 

control systems. 

It is hoped that as many of these initiatives as possible will 

be completed in advance of the next cycle of the planning 

system which will start in 1985. 

Conclusion 

Finally the Plan notes that it is essential that all those 

involved in the services should now concentrate on the major 

issues identified in the Plan: raising efficiency; improving 

cost-effectiveness; mobilising voluntary effort; identifying 

low-cost innovative solutions to operational problems and 

needs; and applying available resources first and foremost 

towards developments in the priority areas. This will require 

concerted effort at every level anc in every discipline. The 

ultimate objective is the improvemnt of the health and social 

wellbeing of the people of Northern Ireland. 


