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PRELIMINARY

I. TBRMS OF REFERENCE

The Minister for Health, Mr. Sedn Flanagan, T.D. acting in

accordance with powers given to him wunder Section 98 of the
Health Act, 1947 appointed in November, 1967 a Consultative
Council with the following terms of reference—

To examine the position in regard to general hospital in-patient
and out-patient services in the State and to report in cutline on
the future organisation, exient and location of these services
taking into account the changing pattern of demand, the impact
of developing specialisation and the introduction of new tech-
niques so as to sccure, with due regard to the national resources,
that the public is provided in the most cffective way with the
best possible services.

II. MEMBERSHIP

The following members were appointed to the Council :—

Professor Patrick FitzGerald, M.D., M.Ch., M.Sc, FR.CS.I.,
F.A.CS., Senior Professor of Surgery, University College,
Dublin; Surgeon, St. Vincent's Hospital, Dublin (Chairman).

Senator Bryan G. Alton, M.D., F.R.CPIL, Physician, Mater
Misericordiaec Hospital, Dublin.

Mr. Patrick Bresnihan, M.D., M.Ch., F.R.C.S.L, County Surgeon,
Castlebar.

Dr. Dermot Collins, M.D,, M.R.C.P., County Physician, Sligo.

Dr. Henry E. Counihan, M.D., Physician, S Laurence’s Hospilal,
Dublin.

Professor W. G, Fegan, M.Ch., FR.C.8.1, Professor of Surgery,
Trinity College, Dublin; Surgeon, Sir Patrick Dun’s Hospital,
Dublin.

Mr. Colm Galvin, M.Ch., F.R.CS. {Eng), County Surgeon,
Tralee.

Professor Peter B, Gatenby, M.D,, F.R.C.PIL, FER.C.P, (Lond.},
F.T.CD., Professor of Medicine, Trinity College, Dublin;
Physician, Meath Hospital, Dublin.

Professor William Kearney, M.D.,, M.A.O,, F.R.C0.G., Professor
of Obstetrics and Gynaecology, University College, Cork;
Obstetrician/Gynaecologist, Erinville Hospital, Cork.

Professor John Kennedy, M.Sc., M.D., M.R.C.P.I, Professor of
Pathology, University College, Galway: Pathologist,
Regional Hospital, Galway.
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Professor William A. L. MacGowan, F.R.CS.I, F.A.CS,
Professor of Surgery, Royal College of Surgeons in Ireland;
Surgeon, St. Laurence’s Hospital, Dubiin,

Dr. John Nash, M.Sc., M.D,, MR.C.P,, Physician Superintendent,
Regional Hospital, Limerick.

Professor Sedn O’Beirn, M.Ch., FER.CS1I., Profes:sor of Surgf:ry,
Unversity College, Galway; Surgeon, Regional Hospital,
Galway.

Dr, James St. L, O'Dea, M.B.,, DP.H,, Residenl Medical
Superintendent, St. Kevin's Hospital, Dublin.

Professor D. K. O’Donovan, M\D., PhD., F.R.C.P. (Lonq.),
Senior Professor of Medicine, University College, Dublin;
Physician St, Vincent's Hospital, Dublin,

Professor William O’Dwyer, M.D., Associate Professor. of
Medicine, Royal College of Surgeons in Ireland; Physician,
Jervis Street Hospital, Dublin,

Professor Eoin O’Malley, M.Ch., F.R.CS.1, Professor of Surgcyy,
University College, Dublin; Surgeon, Mater Hospital, Dublin.

Professor Denis J, O'Sullivan, M,D., E.R.C.P. (Lond.), Professor
of Medicine, University College, Cork; Physician, St.
Finbarr’s Hospital, Cork.

III.  SECRETARIAT

Mr, Joseph A. Robins, B.A, B.Comm., DP.A,, Department of
Health, was appointed Secretary to the Board and Mr. Shaun Trant,
B.A., ALS, Department of Health, was appointed Assistant Secre-

tary. Mr, Tomds O Donnagdin of the Department also assisted in
the work of the Couneil,

IV, MzeETiNGs

The Council first met on 20th November, 1967 and terminated its
discussions on 16th June, 1968. The plenary Council met on ecighteen
occasions, including five meetings of two or three days duration on

each occasion. In addition five sub-committees were sei up which met
on a total of twenty-five occasions.



PART ONE

THE PRESENT GENERAL HOSPITAL SYSTEM
AND THE PRINCIPLES ON WHICH IT MIGHT
BE DEVEILOPED



CHAPTER ONE
INTRODUCTION

DEVELOPMENT OF VOLUNTARY AND LocAL AuTHorItYy HOSPITALS
1,1 The Irish general hospital system is a two-fold one. Approxi-
mately haif of the hospitals, usually referred to as voluntary are,
to place them in order of historical precedence, owned by lay boards
or by religious orders. The others, usually of more recent development,
are owned by public authorities. There is nothing unique about this
dichotomy in the hospital system, In many other countries this
pattern in the organisation of hospital services also developed
with the growing participation by the State in a social activity
which for centurics had been regarded as exclusively that of private
charity.

12 The Trish voluntary hospital movement had its origins in the
early decades of the 18th century and, because of the penal
restrictions of the period on religious communities, was initially
entirely lay in character. Philanthropic individuals, moved by the
conditions of the sick poor, voluntarily took on themselves the task
of establishing and running hospitals and raising money for them:.
It was a form of charity to the public not available in Treland since
the closure of the monasteries following the Reformation. On the
other hand, in Britain, under Elizabethan legislation, a sysiem of
rate-supported public parochial assistance, including provision [or
the poor infirm, had been devised, but il had not been extended to
Ireland.

13 The development of the Irish voluntary hospital was alniost
entirely confined to the city arcas, particularly to Dublin. The
movement depended largely for ils support on the commercial and
professional classes, an clement not significantly represented in
rural areas. Many of the hospitals had a short career, because of
lnck of continued financial support, but some of the earliest volun-
tary hospitals have survived to the present day. In Dublin, the
Charitable Infirmary, Jervis Street ; Dr. Stecvens’ Hospital ; Mercer’s
Hospital ; the Rotunda Maternity Hospital ; the Royal Hospital for
Tncurables and the Meath Hospilal all have carly 18th century
origins, and some of them were the earliest hospitals of their type
in the world. The Dublin House of Industry, which gventually
included in its complex of buildings the Richmond, Whitworth
and Hardwicke Hospilals, started developing in 1773 and now forms
St. Laurence’s Hospital. The North Infirmary and the South
Infirmary, Cork, also date from the same period as do, among others,
the Counly and City Infirmary, Waterford.

9
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14 During the first half of the 19th century the voluntary hps-
pital movement was still the main force in providing for the sick
poor. In Dublin, Sir Patrick Dun’s Hospital, the Coombe Mater-
nity Hospital, the Adelaide Hospital, the Royal. City of Dublin
Hospital, the Royal Victoria Eye and Ear Hospital and the Nat-
ional Children’s Hospital, Harcourt Street came into existence.
Barrington’s Hospital was opened in Limerick, A significant in-
fluence on voluntary hospital development was the growth of more
liberal political attitudes and the lifting of restrictions on the
Catholic community, thus allowing the foundation of a number of
new Irish Orders of Religious dedicated to the care of the sick
poor. The Irish Sisters of Charity founded St. Vineent's Hospital,
Dublin, in 1834, The Sisters of Mercy opened the Mercy Hospital
in Cork in 1857 and the Mater Misericordize Hospital in Dublin
in 1861, A great expansion of these, and other Orders, took place
from then on, resulting in a most important contribution to the
Trish hospital provision, among other examples of the charitable
actions of these Orders. This is manifest in the lists of hospitals
enumerated later in this report,

1.5 During the last one hundred years, rale supported inslitulions,
owned and operated by local authorities, have opened in all counties.
They were originally parlicularly associated with the indigent and are
largely rural, or county town, in distribution, The voluntary hospilals,
both religious and lay, due to their position mainly in Dublin and
Cork, became associated over the years with the Medical Schools and
on them has devolved the main responsibility for the clinical educa-
tion ‘of the medical student and young doctor, Thus, the majority of
them can also be referred (o as voluntary teaching hospitals, On
the other hand, the local authority hospitals were not developed in
this direction and continue, in general, Lo be non-teaching hospitals.
This is mainly because of their position away from university centres,
but also because their support has been through public funds, strictly
allocated for service, often in a niggardly fashion, There are, how-
ever, two notable exceptions—the Regional Hospital in Galway and
St. Finbarr's Hospital in Cork, Significantly, perhaps, both of these
local authorily teaching hospitals are close to the corresponding
university college, As the State came to concern itself more and
more with its sick and needy citizens, the impetus of voluntary
charity slowed down, In any event, increasing taxation Lo meet the
rapidly expanding public services hit hard those sections of ihe com-
munity on whom the voluntary hospital had largely depended. Con-
tributions dwindled and during the 1920's many of the Irish voluntary
hospitals were in an extremely difficult financial position, Tt wag
these circumstances which gave risc to the establishment of the
lrish Hospitals Sweepstakes and to the creation of a source of funds
which was to make possible radical improvements in both the volun-
tary and local authority hospital systems. To date Irish hospitals
have benefited from these funds to the extent of aver £62,000,000,
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1.6 Prior to the establishment of the workhouse system under the
Poor Relief (Ireland) Act, 1838, the Government had made little
provision for the sick poor. An entirely inadequate system of
county infirmaries, partly dependent on voluntary subscriptions, had
been established by an Act of 1765, and subsequent enactments pro-
vided for fever hospitals and lunatic asylums. The workhouses were
designed primarily as places where the destitute could receive food
and shelter in the harshest and most deterring surroundings. ‘While
some accommodation was provided in them for the sick, the Govern-
ment initially opposed any suggestion that they should be planned or
fitted out as hospitals, for the principles on which the early work-
‘houses were established aimed to discourage the pauper, sick or well,
from entering them. However, since in most areas, and particularly
in rural districts, there was no other institution to care for them, the
sick poor generally were prepared to accept from the workhouses
the modicum of care it had to offer them. In 1862 the Government,
recognising the role which the workhouses were being forced to take,
made legislative changes whicl, in effect, gave these institutions some-
thing of the characler of hospitals, Rural Ireland became largely
dependent on these centres and this remained the position uniil after
British withdrawal from the country.

1.7 Subsequent to 1922, the newly established Irish Government
introduced measures [Local Government {Temporary Provisions) Act,
1923] to abolish, in name at least, the poor law and county infirmary
systems, The workhouses and the infirmaries were closed as such and
their existing administrations abolished. A hospital system based on
what were referred to as © County Schemes™ was introduced. In
nearly every county a central medical and surgical hospital, called the
Counly Hospital, was established. These were one-surgeon, one-
physician institutions. Most counties were also assigned a County
Home and one or more District Hospitals. The main funclion of the
former was to provide shelter for the destitute and of the laiter to
make available a non-specialist medical service, The medical staff
provided for the District Hospital was a single, part-time, Medical
Officer practising otherwise in the area as a family doctor and usually
holding the post of local dispensary doctor as well,

1.8 In nearly every instance the new institutions were based on a
former workhouse or infirmary, for it would have been impossible fo
find the funds to underlake new building. Most of the original
hospitals have since been replaced by new buildings, with the assist-
ance of funds derived from the Irish Hospitals Sweepstakes, but there
has been no alieration in the organisation of local authority hospitals
since the county system was initiated, apart from the building of a
number of hospitals and sanatoria providing services on a regional
basis,



CHAPTER TWO
THE PRESENT GENERAL HOSPITAL SYSTEM

2.1 The pattern of the present system of Irish hospitals is one of a
large number of small institutions scatiered throughout the country
(See Map 1). With a few exceptions the voluntary hospitals are
concentrated in the city areas, so that it may be said that, while city
patients obtain their hospital services mainly from voluntary hospitals,
the rural community are more likely to be treated in a local health
authority hospital, However, largely due to the more elastic methods
of staffing employed by the voluntary hospitals, permitting greater
specialisation, many country patients, suffering from the more com-
plicated disease processes, are sent on to one of these voluntary
hospitals for {reatment (see also paragraph 4.2). In examining the
present structure of these services, we have included, however briefly,
in our consideration the specialised hospitals, namely, the maternity,
children’s, ophthalmic, cancer, orthopaedic, fever and tuberculosis
hospitals, since we consider that they may properly be regarded as
falling within the ambit of the general hospital system. s

THE VOLUNTARY HOSPITAL

2.2 The voluntary hospitals are now, ag in the past, mainly located
in Dublin, Cork and Limerick cities. Most of them are public
hospitals but a {few of them are private in character. In the former
category the majority of the patients pay litille or none of their
expenses. ‘The management authorities of the hospitals are varied,
Some are owned and operated by religious orders, notably the Irish
Sisters of Charity, the Sisters of Mercy, the Sisters of Bon Secours
and the Medical Missionaries of Mary., Others are incorporated by
charter or statute and are operated by lay Boards of Governors who,
generally speaking, are clected {rom amongst the voluniary sub-
scribers to the hospital. A few hospitals, such as the North Infirmary
and South Infirmary, Cork, were formerly County Infirmaries and the
composition of their Boards, which includes local authority represen-
tation, is regulated by early statules. The constitution of the man-
agement authorities of the Meath Hospital (Dublin), and St.
Laurence’s Hospital (Dublin), is governed by more recent legisia-
lion,!

2.3 Most of these hospitals now depend on public funds for all but
a relatively small proportion of their income. With the exception
of the private hospitals, they participate in the provision of services
for those entitled to them under the Health Acts and are paid certain
fixed capitation rates by the health authorities. Many of them also

*Meath Hospital Act (5 of 1951); St. Laurence’s Haospital Act (3 of 1943),
12
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have deficits in their annual operational costs met by a grant paid
by the Minister for Health from the Hospitals Trust Fund, Where
capital expenditure is concerned most of the public voluntary
hospitals are also largely dependent on grants from the Hospitals
Trust Fund. The private voluntary hospitals do not participate fully
in the provision of services for Health Act patients and do not obtain
grants from the Hospitals Trust Fund, Nevertheless, they provide a
service for a significant number of patients and must be taken into
consideration in reviewing our hospital needs,

24 The majority of the voluntary hospitals are small institutions
of less than 150 beds and only three of them, the Mater Miseri-
cordiae Hospital (Dublin), St. Laurence’s and Our Lady’s Hospital
for Sick Children (Dublin) have over 300 beds, (The new St,
Vincent’s Hospital (Dublin) will, however, have about 450 beds),
While nearly all the hospitals have benefited from the Hospitals
Trust Fund and have, at least, some modern features, many of them
are still mainly accommodated in old buildings, some of eighteenth
century origin, completely unsuited to the requirements of a modern
hospital service, It has long been accepted that St. Laurence’s
Hospital requires urgent replacement but various difficulties have led
to its repeated postponement. Plans for the replacement of the
Federated Dublin Voluntary Hospital Group (Sir Patrick Dun’s,
Mercers, Meath, Adelaide, Royal City of Dublin, Dr. Stecvens’ and
the National Children’s Hospitals) by one large unified hospital have
also been under consideration during the last fow years.

2.5 Most of the consultant medical staffs of the voluniary public
hospitals are unsalaried and are appointed on the traditional basis of
having a specified number of beds allocated to them. N aturally, this
cannot occur if the specialist is non-clinical, such as a pathologist,
Under such circumstances, methods of payment for public service
have been negotiated with the paying authority by the groups of speci-
alists concerned. Where private patients are concerned, the consultants
are free to arrange fees and are paid directly by the patients, but such
patients are rarely (and usually only for special reasons) accommio-
dated in the wards of public voluntary hospitals. The great majorily
of private patients attend the private voluntary hospitals, or the
private wing of the public voluntary hospital, if such exists. Con-
sultants rarely have an allocation of private beds; these beds are
applied for by the consultant when he hag a private patient to treat
and are granted by the owners of the hospital as oceaston demands.
Public patients comprise about 90 per cent of the population; there-
fore a remarkably large part of the time of most voluntary hospital
consultants is spent in the treatment of patients in respect of whom
relatively little payment ensues, Since the enactment of the Health
Act, 1953, a method of remunerating consultants for the treatment of
public patients is in operation whereby the daily capitation rate paid
by health authorities for eligible patients includes & small sum which
is allocated to 2 *“ pool”* for distribution among the consultants con-
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cerned. In addition, consuitants attached to the voluntary hospitals
are paid fees on a sessional basis by the health authorities for pro-
viding out-patient services for eligible patients. Consultants on the
staffs of teaching hospitals may receive portion of their remuneration
from the medical schools concerned. This is small except for the rare
fuli-time clinical teachers.

2.6 The Dublin voluniary hospitals, which include those devoted
to general, obstetrical and specialised services, number about thirty
(including a few private hospitals). They represent a particularly
important segment of the Irish hospital system. Since the institu-
tions of the Dublin Health Authority provide only a very limited
acute hospital service, the population of the Dublin area is served
in the main by the voluntary hospitals. In addition, as previously
mentioned, a substantial number of provincial patients come to
Dublin for treatment and normally about 30 per cent of all Dublin
voluntary hospital beds arc occupied by such palients, Between
them, the Dublin voluntary hospitals provide a full range of medical
and surgical specialties, Some particularly gpecialised units are
providing a service on a national basis. Another important feature
of the Dublin voluntary hospitals is that the majority of them are
teaching hospitals associated with at least one of the three Dublin
Medical Schools.

97 In Cork Cily, too, the voluntary hospital contribution to the
local hospital service is an important one. It includes five general
hospitals, a maternily hospital and an eye, ear and throat hospital.
Most of them are teaching hospitals associated with the Medical
School of University College, Cork, In- Limerick City, the two
general lospitals and the maternity hospital under voluntary control
provide services for a significant number of patients,

Tre Locar HEALTH AUTHORYTY FIOSPITAL

28 The local health authority for most areas is the County Coun-
cil, but in the Dublin, Cork, Limerick and Walerford areas the
health services are administered by special joint health authorities
with responsibility for both the city and county in each instance.
Each joint authority is comprised of elected members of the local
County and County Borough Councils. The current expenditure of
all health authorities is met partly from local rates and partly by a
grant from central funds, which at presen( is equivalent to at least
50 per cent of the total expenditure of cach health authority. Capital
expenditure is met by borrowing, or by grants from the Hospitals

Trust Fund,

59 'The main feature of the health authority hospital system is the
County Hospital of which there is one in most counties. It provides
a peneral medical, surgical and maternity service for the area. All
have less than 200 beds and generally they range beiween 100-150
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beds. Most of them are of modern construction having been built
during the last thirty years. In a few areas, however, notably in
Wexford and Tralee, the existing hospitals are old and plans for
their replacement are under consideration.

2,10 The consultant staff of the County Hospital is, in most in-
stances, comprised of the County Surgeon and County Physician with
the part-time services of a radiologist and an anaesthetist. The
County Surgeon normally has the assistance of a surgical registrar
and one or more house surgeons. Medical registrars are exceptional
appoiniments and the County Physician’s supporting staft is usually
comprised of one or more house physicians, There is also an
obstetrician-gynaccologist on the staff of a number of hospitals
(Castlebar, Letterkenny, Sligo, Waterford and Wexford) but in the
remaining County Hospitals the obstetrical work is done by the
County Physician. The system of remuneration for local authonity
consultants is rather complex, Some receive a relatively small
salary for part-time posts and derive most of their carnings from
private practice. Others, whose private practice is limited by the
terms of their appointment, receive a higher salary for a virtually
wholetime service, There is a third group, whose incomes derive
solely from their wholetime local authority employment, who have
no private practice.

2.11 In some of the main centres of population there is & number
of Regional Hospitals and other large general hospitals operated by
the health authorities. These hospitals have more consultant staff
and provide a wider range of services than the County Hospitals.
They include the Regional General Hospitals in Galway (577 beds)
and Limerick (336 beds), St. Kevin’s Hospital, Dublin (400 acute
care beds approximately) and St. Finbarr’s Hospital, Cork (368 acute
care beds). The two Regional Hospitals have not fully developed
a regional catchment and their services are in the main availed of
only by local patients. Both hospitals have been built since the last
war. Galway Regional Hospital is the main teaching hospital
associated with the Medical School of University College, Galway,
and Limerick Regional Hospital provides some training facilities
for the medical school of University College, Cork. St. Finbarr's
Hospital, Cork is closely associated with the Cork Medical School,

2.12  Another feature of the health authority hospital service is the
District Hospital. There i3 at least one in most counties, All are
small institutions and most of them range in size between 20 and 40
beds. They have the part-time services of a general practitioner who
is the Medical Officer to the hospital. Normally there is no other
medical staff associated with the hospital and the service given is
limited 10 medical and malternity cases requiring non-specialised
care. In a fow instances, however, District Hospitals are visited
as a regular feature by consultants in medicine and obstetrics.
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In practice, many beds in District Hospitals are occupied by long-stay
elderly patients and this is a matter which shall receive our attention
later in this report. The standard of accommodation in most of the
hospitals is good.

213  In addition to the general hospital institutions mentioned in the
foregoing paragraphs, there is a number of hospitals of a specialised
nature under the control of health authorities. ‘These include
Regional Sanatoria in Dublin, Cork and Galway, Regional Ortho-
paedic Hospitals in Cork, Kilcreene (Kilkenny), Croom (Limerick)
and Navan, and a Regional Marernity Hospital in Limerick, There
are two large Fever Hospitals in Dublin, viz, Cherry Orchard {282
beds) and Clonskeagh (149 beds), and there are seven smaller fever
hospitals in various paris of the country.

DEFECTS IN THE PRESENT HOSPITAL SYSTEM

2.14 There are altogether 169 separaie hespitals providing acute
medical, surgical and mafernity services, Most of them are inade-
quately siaffed and equipped. In County Hospitals, the single cons
suliants in surgery and medicine are isolated from colleagues in their
fields. Many maternity patients throughout the coumtry have not
convenient access to fhe services of & consultant obstefrician, Inade-
quatc operating theatre, oué-patient, laboratory and radiological
Iacilities are keeping palicnts in hospital longer than necessary,
Teaching standards for our medical students and nurses are faHing
behind as our hospitals fail to adapt themselves to the rapid advances
of modern medicine. The older hospital buildings are unsuitable
for re-modelling while the majority of the modern ones were planned
on too rigid and too resfricted a scale to permit satisfactory conver-
sion. We realise that available public funds are limited, but even
it there were no limitations on financial resources it wouldl clearly
be unrealistic and a waste of money to attempt fo develop so many
hospitals fo desirable standards of staffing and accommodation,
As we shall show later, fhe requirements of a modern hospifal service
have become so complex that we can only meet {hem by a radical
re-organisation of our hospital system involving, infer alia, a con-
siderable reduction in the number of cenires providing acute treat-
ment.

2,15  Another significant defect in the present hospital system iy the
lack of co-ordination between the various hoespital authorities and the
absence of a planned organisation of scrvices. Twenty-seven differ-
ent health autherities operate their own health authority hospitals
and, although they are subject to the general supervision of (he
Minister for Icalih, they remain Iargely independent of cach other.
Where the voluntary hospitals are concermed, the management
authorifies are autonomous and independent of cach other. In
practice, the fact that voluntary hespitals are largely dependent for
their resources on public funds has given the Minister for Health a
certain degree of indivect conirol over them, but it has not prevented
4]



18

vnnecessary duplication of some sexvices and the growth of divisive
and compefitive tendencies amongst them. This has hindered the
eflicient development of specialisation at advanced level. Some of
the voluntary hospitals have, however, accepted the need For closer
associntion. In Dublin, the association of seven teaching hospitals
as the Federated Dublin Voluntary Hospitals has been an important
development. More recently, six Cork Hospitals have taken more
limited sfeps in the same direction. However, the need remains to
achieve on a broader basis a planned and co-ordinated hospital
organisation embracing both public auikority and voluntary hospitals,
while, at the same fime, preserving and spreading the best features
of the voluntary hospital. It is a matter which has received owur
special attention and is the subject of recommendation later in this
Report (paragraph 4.2).



CHAPTER THREE
GENERAL PRINCIPLES FOR FUTURE PLANNING

INTRODUCTORY

3.1 The advance of medical science during the past few decaqps
has been remarkable. This advance has been on a broad front,
Contrary to popular conception, the pattern is not a series of isolated
spectacular leaps, but rather a steady progress maintained by cean;
less research activity in many different chsmplmes and by the gra4u~
ally accumulating knowledge of clinical experience. Scientists who
study normal life processes and those who study disorders of living
matter make their fundamental contribution, Clinicians—i.e. doctors
who deal directly with patients—learn more and more about disease
and its conlrol from their own experience and that of their colleagués
all over the world, The pharmaceutical industry provides an end-
less array of new and powerful drugs. The engineering scientists havé
transformed whole sections of medical practice—e.g. in diagnostic
and therapeutic radiology. DBy the provision of specialised measuring
equipment they have made possible the development of increasingly
refined surgical lechniques, such as those utilised in cardiovascular
surgery, to mention one of many recent and impending developments.
These advances depend on many factors, but two in particnlar are
outstanding; fivstly, the rccognition that help must be sought from
many different scientific disciplines, which must be organised to work
closely with each other in the medical interest; secondly, the acknow.
ledgment that clinical specialisation is necessary if the specialist is to
acquire sufficient familiarity with a particular medical problem to
enable him not only to identify the problem, but also o find solutions
and apply them skilfully.

3.2 Wealthy countrics are able to support hospitals comprising many
large specialised units associated with a wide range of research activity,
Most new medical knowledge comes from such cenires. Tn a small
country with limited resources organisation on this scale would be
impracticable. We must keep our priorities right.  Our first duty is
to make high level hospital medical care available to ithe people,
but if at the same time we can add even a small quantum to the
pool of new knowledge, so much the betier, We must, however,
emphasise straight away that even a relatively unambitious hospital
service which aims only at giving high standard care must be organised
on the pattern accepted and established in all developed countries,
Modern medicine is a complex activity and the trend is (o greater
complexity, Thirty years ago many surgeons were practised in all
branches of their art; most operations were conducted by the surgeon,
assisted by a general practitioner and a part-lime anacsthetist, To-day
19
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many operations involve not only two or more surgeons specialising
in a narrow field, but also an anaesthetist specialising in a branch of
anaesthesia; the group will be supported by a specialist physician and
a radiologist trained in special techniques; laboratory personnel such
as pathologists, biochemists and haemalologists may be indispensable;
and the support of specialised nurses, physiotherapists, radiographers,
techniciang and other ancillary personnel may be likewise essential,
Ouly a large institution can provide such a service. Equally complex
arrangements are necessary for the management of many serious
medical cases. While it is true that the majority of hospital patients
will not require such complicated care, it is also true that the medical
and surgical treatment of most illness which requires investigation and
treatment in hospital is restricted in quality if laboratory and x-ray
services and a fair range of specialist consultant advice are not
immediately and at all times available.

3.3 In their present form few of ouxr general hospitals are in a posi-
tion to give this service. Fewer stfill, if any, are in a position to
cope with the coming advances. As we have pointed out in carlier
paragraphs, our hospitals are foo many, too small and too independent
of each other, The available resources are too thinly spread.

34 Emphasising the need for an urgent review of our hospital
system is the ever increasing demand on its services. Despite improve-
ment in social conditions and betier standards of living, we have
here, as elsewhere, the remarkable phenomenon of an annual growth
of 2 per cent to 5 per cent in the numbers being admitted to hospital.
In Ireland during 1966 one in cvery ten of the population spent a
period in hospifal. This trend probably reflects the consequences of
increasing State paternalism as well ag growing public confidence in
the benefits of hospital care,

3.5 We are satisfied that the present structure of our hospital
orgnnisafion is ouimoded and is now a hindrance to good medicine,
good teaching and economic operaiion. We believe that if it is to
be adapted to meet fully the requirements of moedern medicine this
can be achieved only by radical changes, invelving a departure from
many long established concepts in regard to organisation, staffing and
operation of hospitals, In the following paragraphs we set out the
principles by which we feel this transformation can be brought about,
We are conscious of the fact that controversy may arise from some
of our recommendations, particularly those which will lead to the
change of function of hospitals in a number of areas throughout the
country. We must emphasise at this juncture that some of the
criticisms we are now making are not being voiced for the first time.
As long ago as 1928 a Government Commission investigating the
provision for the sick poor commented—

“ We are not in sympathy with the attempt to preserve in small
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towns, district or cottage hospitals on the plea that the distances
to the central hospital are too great.™

And in their first report in 1936 the members of the Hospitals Com-
mission were clearly opposed to the concept of the small county
hospital and were particularly critical of the fact that the surgical
services in them were dependent on one surgeon. They reported—

“The grouping of three or four counties together for hospital
purposes, in suitable centres, would enable not only better and
more up-to-date central and special services to be provided but
would enable a more complete hospital medical staff to be
employed, at less cost to the ratepayers of such grouped counties
than the restricted services and personnel that one couniy can
at present afford.” ?

In the intervening thirty or forty years since these criticisms were first
voiced we believe that their wisdom has become manifest, With the
rapid advance of medicine the need for more comprehensive hospital
medical staffing has become a matter of urgency and is the subject
of recommendalticns later in this Report.

BAsIC RECOMMENDATIONS
3.6 Qur basic recommendations are as follows :

(iy The hospital system should be re-organised into three
regions.

(i) The regions should be based on the medical teaching
centres, namely, Dublin, Cork and Galway, Qur detailed
proposals about the various regions are set out in Chapters
8-10.

(iii) The organisation and administration of the hospital ser-
vice should be put on a new basis involving the creation
of a central professional body to be called the Consultants
Establishment Board as well as administrative Regional
Hospital Boards and Hospital Management Committees.
These proposals are detailed in Chapter 4.

(iv) ‘There should be two kinds of acute care hospital (a) the
Regional Hospilal and (b) the General Hospital. In
addition there should be associated with these hospitals
a system of Community Health Centres and District
Nursing Homes based on former County and District
Hospitals.

Report of the Commission on the Relicf of the Sick and Destitute Poor, including
the Insane Poor, (1928, Stationery Oflice, Dublin, p.[9).

m;gl;c,l-lospi(nls Commission. First General Report, 1936, (Statlonery Oflce,
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(v) In each region there should be close links between the
above institutions and the long-stay hospitals as well as
with the general practitioners and social services.

THE (GENERAL HOSPITAL

3.7 The chief hospital of the region will be the Regional Hospital
located in the regional centre. However, as the General Hospital is
basic to the re-crganised hospital system, we shall describe it first,

3.8 We consider thai the small hospital of less than 200 beds with
one surgeor and one physician is no longer capable of adequately
meeting public needs. While in some instances there will he special
local factors to justify having a smaller hospital, we recommend that
the broad policy should be to establish General Hospitals of not less
than 300 beds. These hospitals would serve the needs of a popula-
tion of at least 120,000. They might have considerably more than
300 beds in the urban and more densely populated cenires. The
General Hospital will cater for the major proportion of relatively
short-stay illness in an arca and will usvally develop from a group
of existing smaller general hospitals, Its basic services would be
general medicine, general surgery, obstetrics, gynaecology, pathology
and radiclogy. Some of these hospitals would also provide services
for ear, nose and throat conditions, ophthalmology, orthopaedics,
paediatrics and psychiatry, We would emphasise, however, that in
describing a hospital in terms of its bed complement we do so only
in order (o give some concrete idea of the kind of service it should
provide. More important than actual bed numbers are the size of
staff and the service they can organise. These must be related to
population needs and to current medical practice. Unfortunately,
at this time, we have no better way of indicating hospital size than
in {raditional terms of bed numbers.

3.9 In recommending that the General Hospital should, as far as
possible, have not less than 300 beds, we are motivated by two prin-
ciples: firstly, the provision of better hospital care to the patient,
and secondly by the economic factor. In acdition, a unit of this
size is necessary for the training of nurses.

3,10 Within limits, which are impossible for us to excced in this
small country, the bigger the population served by a hospital the
more comprehensive the service that can be given. The bigger hos-
pital can cater for a wide range of different medical demands with-
out having to send the patient further. On the other hand, the small
hospital must concentrate on bare essenlials; certain important ser-
vices may have to be abandoned, or, allernatively, provided ineffi-
ciently and at very high cost owing to the lack of enough patienis
to ensure maximum use of apparatus or personnel, We should not
forget that even if money were available to provide specialised appar-
atus and personnel at the highest level, a small population would be
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insuflicient {o maintain expertise. ‘There is, therefore, a lower limit
below which hospital size becomes inefficient economically and less
than satisfactory medically, This is recognised in all well developed
countries. The recent Todd Report* makes the point that the future
basic unit in the British Hospital Service will be a District General
Hospital of not less than 800 beds,

311 After much deliberation on the needs of this country, we con-
sider 300 beds 1o be the minimal viable size for our hospitals. A
hospital of this size, serving a population of about 120,000 people,
can carry properly set-up and well-used laboratory and radiological
services, with sufficient work load to justify the appointment of two
radiologists and two pathologists. For the same reason, there -will
be enough work for three consultant physicians and surgeons, and
the provision of well equipped operating theatres and of intensive
care units will be justified. The staff of highly qualified clinicians
will have available laboratory, radiological and other ancillary ser-
vices of a standard which will allow work of a high order. Staffed
at this level with three medical and three surgical consultants, some
degree of agreed specialisation becomes possible, and fewer patients
need be sent on to bigger centres for specialised treatment., The
Same arguments favour the appointment of two obstetrician-
gynaecologists and three anaesthetists to a hospital of this size,

Wilh the above arrangement, the pitfalis of the one-man department
are avoided,

3.12 Small, understaffed and - incompletely equipped hospiials can-
not freat patients as safely as larger more comprehensive units, In
the more specinlized reaches of medicine, and particularly of suxgery,
where technical ability is so vital, this is- clearly recognised hy all
doctors. What is, perhaps, not so clear is that the same specialisation
has advantages in the day to day practice of medicine and surgery.
Specialisation can to an important degree take ‘place in a hospital
with three general surgeons, provided they agree to develop certain
aspects of general surgery as a particular interest. Obviously, no
such division of work can take place in a hospital staffed by single
physicians or surgeons. There are important statistics suggesting
the validity of the above remarks by indicating that the mortality
and morbidity of even relatively common conditions such as acufe
appendicitis declines as the hospital size (and thus the staff) increages.*
The more technically difficul; Operations present this in a more
marked form, particularly if the condition is somewhat rare, when
lack of day-to-day practice may have a telling effect on the ouicome,
If the best interest of the patients is to be the paramount factor,

*Report of the Royal Commission on Medical Education, 1965-68. HMSO,
London 1968,

*Leader—The Lancet 1, 199, 1967, Milnes-Walker, R., 4nn. R » Coll. Surg, Eng,
42 161-2 1968, . X | o¥. Coil. Surg, Eng.
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there is no doubt that the concept of the multiple staff hospital must
be agcepled.

3.13 There is therefore a very strong case to be made in favour
of Jarger hospitals, more specialisation, and more recognition of the
fact that (he relafively small population of this country must very
definifely restrict the number of specialised units developed for rare
conditions.

3.14 For the young doctor wishing to gain experience in hospital,
it is far more satisfying intellectually to work where there are several
cliniciang and busy pathology and radiology departments; the oppor-
tunities for seeing a variety of work, for discussion and for organised
teaching are much greater than in the small instituiion, Further-
more, most young doctors taking continued hospital positions beyond
the statutory intern year do so with the intention of specialising
Iater, while many of the bodies controlling the examinations which
give entry to the specialties insist that training will be recognised only
if received in large hospitals such as we describe. To ensure suitable
medical staff at the assistant level it is therefore necessary that our
hospitals be not less than minimal size. The same principle applics
in nursing as further deiailed in paragraph 3.20.

3.15 Paramedical stafl are also much easier to get in the bigger
hospital. It is notoriously difficult to persuade radiographers, physio-
therapists and laboratory technicians to work in small hospitals—
a problem which is bound to increase with the years.

3.16 From the economic point of view, aparl rom the better use
of capital, there is the added advantage that three physicians or three
surgeons working in one hospital with the proper background services
and good junior help can deal with much more than three times the
number ol patienis any one of them conld handle working on his own
in a small hospital.

3,17 Another advantage of the bigger hospital is the practicability
of providing a 24-hour service at all levels all the year round. If a
consultant takes a holiday, attends a conference, or falls ill, the whole
service is not jeopardised or at least rendered haplazard, as it is
at present. The bigger establishment of consultants will also allow
for the developmenl of out-patient work on a larger scale, including
the provision of out-patient services at a distance from the hospital.
Less tangible, but none the less real, is the increased professional
expertise that results from constant association with colleagues at
senior and junior level, because this cnsures that the consultant is
aware of all important new advances.

3,18 1In the light of hospital developments in Britain and throughout
Europe, where 600-800 bed units are considered oplimum size for
economy and efficiency, many may question & modest recommend-
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ation of 300 bed units for this country. However, we have been faced
with the problem of a small population widely spread in many areas
and also with the actual presence of a multiplicity of small general
hospitals. Consideration of these two factors lead us somewhat
reluctantly to modify our recommendations regarding hospital size
below that which is customary. We are now satisfied that, when all
the circumstances at issue are taken into account, units of 300 beds
in a well integrated national service are best suited to the special
circumstances of Ireland, In such a unit, an efficient and varied
general hospital service can develop. It is only in very exceptional
circumstances that the existence of a smaller unit should be
counienanced,

3.19 Having regard to the foregoing considerations, we recommend
that the minimum consultant staffing of the General Hospital should be

2 Pathologists

2 Radiologists

3 Physicians

3 Surgeons

2 Obstetrician-Gynaecologists
3 Anaesthelists,

Ideally, we conmsider that the physicians, surgeons and obstetrician-
gynaecologisis might be responsible for 30 to 35 beds each but the
actual allocation of beds per consultant is a maiter that will have
to be determined by local factors in each instance.

3.20 Apart from the reasons which we have put forward above in
support of the concept of the minimum 300 bed hospital, there is
another important consideration to which we must draw attention.
If our student nurses are to receive fraining in the wider range of
nursing skills and techniques now required of the trained nurse, they
can only receive it in a hospital providing a fairly comprehensive
service. It is of interest that the General Nursing Council for
England and Wales considers that smaller hospitals are incapable
of providing adequate nurse training facilities and the Council is
now insisting that nurse training schools be restricted to hospitals
with at least 300 beds and an average daily bed occupancy of 240.
It is difficult to criticise this view, which inevitably raises the question
of the future recognition of Irish nursing qualifications in Britain
and underlines the urgency of organising our hospitals in larger units.

3.21 The arrangements we recommend in Chapter 4 will bring each
Regional Hospilal and its associated General Hospitals within the same
administration. It is important that there should also be close medical
liaison between them. Consultants in some specialties might, as a
normal feature, undertake sessions in both a Reglonal and a General
Hospital. We recommend that the General Hospital form part of
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the teaching complex and have some part in teaching functions both
at under-graduate and post-graduate level.

3,22 We regard it as of particular importance that there should be
a close relationship between the General Hospital staff and the
general practitioners of the area. General practitioners should be
encouraged to take an active interest in their local hospital. A lec-
ture theatre, a common room and a medical library should be pro-
vided in each hospital, which should be a common meeting ground
for the hospital staff and the general practitioners. We deal more
fully with the role of general practitioners in paragraphs 3.47 to
3.49,

Ture REGIONAL HOSPITAL

3.23 The Regional Hospital will be located at the regional centre
and will have two components, On the one hand, it will provide the
same general service in its particular area as above described for a
General Hospital; on the other hand, it will provide specialist services
for the wider regional area containing perhaps two or more General
Hospitals. The specialist departments of the Regional Hospital must
be big and active il they are to be viable. Generally, this means
{hat each such cepartment must be staffed by at least two consul-
tants with an appropriate number of beds. We have already referred
to the need for certain minimum stalling levels in General Hospitals
and the considerations mentioned apply equally in the Regional
Hospital context. ‘The region must also contain sufficient patients
to provide full and active employment for the specialised staff of
any unit established at the Regional Hospital,

324 In dividing the country into reglons lo meet this requircment
we are faced with the situation that our population is only 2.9 mil-
lions and that in many parts of the country it is thinly spread. It is
of interest that our total population is smaller than that of the
average hospital region under the National Health Service in
England and Wales where there are fifteen regions of which nine
have populations over 3 millions. Looking at the problem with a
cold medical eye we considered the possibility that the whole country
might, therefore, be trealed as one region with a concentration of all
gpecialtics. We came Lo the conclusion, however, that the personal
nature of the service provided in medicine makes desirable the avoid-
ance of cxlreme ceniralisation, Countries such as Scoliand, with a
similar population structure to our own, are administering their
hospital services in regions about the size we propose. Furthermore,
there is a tendency for the population 1o orientate towards Dublin,
Cork and Galway cities and this fact, allied with the location of
medical schools in these citics, is a sirong stimulus to the formation
of regions based on them. Accordingly, we recommend that the
country be divided into three regions served by Regional Hospitals
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based on the citics of Dublin, Cork and Galway. Because of the
extent of the population to be served we consider that there should
be two Regional Hospital centres in Dublin under 2 single regional
anthority. The two centres in Dublin should consist of hospital
groups or complexes rather than of single institutions, because of
the present patlern of hospital organisation in the city. One regional
complex should be located in the north and the other in the southern
part of the city.

3.25  In delineating the areas comprising each region we recommend,
in the interests of the convenience of patients, that existing county
demarcation lines be disregarded. It must be emphasised that the
regions are envisaged as administrative units devised for the efficient
integration of hospital services kept as close to the people as effici-
ency allows, While the patients of a regional area will normally
wish to be freated therein, a patient who wishes to be treated in a
region other than that in which he resides must be allowed the right
to such individual choice. These regions are described in greater
detail in Chapters 8-10,

326 Each Regional Hospilal is placed in a city where there is one
or more medical schools, This has patent advantages. The diver-
sity of clinical work done in such hospitals is ideal for student
teaching and will thus ensure the provision of well trained doctors
for our medical service, The prospect of academic attachment will
help attract the best available specialists and make easier the pro-
vision of high quality assistance at trainee level. The presence of
the basic science departments of the medical school will greatly
encourage the development of laboratory work of high standard in
the hospital and again ease staffing problems. Co-operation between
hospital and medical school lays the foundation for research activity,
which, in turn, greatly improves the quality of the medicine practised.
This co-operation keeps medical personnel in touch with new develop-
ments and makes the introduction of new procedures and techniques
practicable. The Regional Hospital complexes, including the two in
Dublin, must have complete scientific facilities for teaching and
research, preferably with the relevant scientific units of the university
and/for medical schools of the region in close proximity. In (he case
of a Regional Hospilal complex which is not in the immediate neigh-
bourhood of the university, we recommend that relevant university
scientific units should also be developed on those hospital sites.

3.27 As already stated, a General Hospital should, as far as possible
comprise a minimum of about 300 beds depending on the population
it serves. Such a number of beds would also form the nucleus of the
Regional Hospital. To cover the regional specialties at least another
300 beds would be necessary. Thus, depending on the population
to be served, a Regional Hospital, or hospital complex, would have
at least 600 beds but the number could be as high as 1,000 or more.
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3.28 The Regional Hospital and associated medical school would
be the medical centre for the region. On this centre would devolve the
provision of all medical care of a more specialised kind, and also the
duty of organising postgraduate education for the medical personnel
of the area. There must, however, also be co-operation between the
Regional Hospitals themselves, Since we have a small population,
the needs of the whole country in some particularly specialised branch
of medicine can only be effectively and economically served by the
establishment of a single major unit. In such cases, this would be
attached to one Regional Hospital and would serve the whole country.
In less complex specialties, the major unit would still be associated
with a single Regional Hospital but smaller units, co-ordinated with
the main one, might be attached to other hospitals. We make, in
Chapter 6, proposals about the manner in which we consider the
various specialties should be distributed.

3.29 We recommend that serious consideration be given to the
development of some major units in conjunction with the Medical
Schools of Cork and Galway. We make this recommendation in
order to maintain the highest standards in the relevant regions and
to ensure that medical personnel of the best quality would be attracted
to these areas. The decision to advise on the development of such
units would rest with the Consultants Establishment Board.

T FUTURE RoLE oF THE DISTRICT FHOSPITALS

330 There are altogether fifty-three District Hospitals providing a
total of 1,925 beds. As we have already stated, the medical stalling
of these hospitals is limited to the parl-time services of a Medical
Oficer. Some of the hospitals are busy, acute care centres for routine
medical and maternity cases. Generally speaking, however, the extent
to which District Hospitals are being used for patients in need of
acute care is declining. As the [ollowing table illusirates, these
hospilals are dealing wilh a small and reducing share of the total
number of patients being treated in hospital.

Percentage of all hospital patients treated in
Year disirict and cottage hospitals
1953 18
1957 15
1560 13
1962 12
1964 11
1966 10

131 An indication that the trend in District Hospitals is towards the
treatment of long-stay patients rather than (hose requiring acute
care is that while the average duration of stay of patients in acule
hospitals shows a continuous downward movement, it is increasing
in the medical units of the District Hospitals, as shown in the
following table :
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Average Duration of Stay (days) of Patients

Year in Medical Units of District Hospitals
1960 20.3
1962 21.2
1964 22.4
1966 24,5

332 Certain District Hospitals appear to be largely used for chron-
ically ill long-stay patients and available statistics suggest that therc
is also a significant number of this category of patient in many of
the remaining hospitals, Detailed figures showing the occupancy of
these hospitals during 1966 are given in Appendix A,

3.33  We do not consider it desirable that in the re-organised hospital
system District Hospitals should coniinue (o have a role in the pro-
vision of acute care hospifal services, It would appear to us that a
number of these institutions could be closed, but this is a matter
which will require a study of the medical and social factors in each
instance. In arriving at a decision on a particular hospital cognisance
should be taken of bed occupancy, average duration of stay, the
number of patients per bed per annum, the maternily and geriatric
function of a hospital, and the role of the hospital in providing a
service o an jsolated community. We recommend however that most
of the District Hospitals should become District Nursing Homes
staffed by general practitioners from the area. The Homes would
provide a service for normal maternity patients and for medical
patients of ihe type that would usually be treated in their own homes
by general practitioners if the circumstances of the patient were suit-
able, The need for expert nursing may also tip the balance in favour
of admitting the patient to the District Nursing Home, The Homes
would, in addition, provide accommodation for convalescent patients
from the main hospital centres and also for some periatric patients.

3.34 The District Nursing Home, or Homes, would be closely
associaled withy the main hospital centre for the area and would be
under the administrative contro] of the Management Committee of
the main hospital. Where they have maternity units they should be
visited fortnightly by an obstetrician who should conduct ante-natal
clinics and, in consultation with the peneral praciitioners concerned,
decide which patients should be treated at the main hospital centre,
Where other patients are concerned, a consultant from the main
hospital should attend for a ward round at least once a fortnight, If
desirable, out-patient clinics might be conducted by him also. It
would be advisable to limit the duration of stay of patients, other
than geriatric patients, to three weeks, but in certain circumstances, a
more prolonged stay could be arranged afler consultation with the
appropriate consultant, Surgery in the District Nursing Home should
be limited Lo procedures normally carried out by an individual general
practitioner alone.
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335 All District Nursing Homes must have facilities for emergency
resuscitation and this should be supplemented by an efficient
ambulance service to ensure, where necessary, that the patient can be
guickly taken to the main hospital centre. We consider it particu-
larly important that all general practitioners in areas removed from
the main hospitals should be trained in the application of resuscitation
techniques. In this connection it is desirable that there should be a
rola system in operaiion amongst doctors using the District Nursing
Home to ensure that there is coverage 10 deal with emergencies.

336 General practitioners using a Home might select one of their
pumber to act, for a period to be determined, as medical officer in
charge of the day-to-day management of the Home. Where there is
already a permanent Medical Officer in charge of a District Hospital
he might, while the character of the institution is changing, have the
option of continuing in charge for the normal term of office or
otherwise be suilably compensated should he resign from it

3,37 All general practitioners granted access fo 2 District Nursing
Home should possess certain minimum qualifications or experience,
Where there is a maternity upit associated with the Home we would
recommend that general practitioners responsible for the care of
patients in it should have adequate post-graduate experience in
obstelrics. A suilable system of remuneration would have (0 be
devised for general practitioners participating in the services of the
District Nursing Homes.

Tut Furore RoLs oF FORMER COUNTY HOSPITALS

338 RBisewhere in this report we deal with the transitional period
during which certain County Hospitals will ceasc to provide an acuie
medical service and their present work will be integrated in the
hospital designated to become the local General Hospilal. When {ull
inlegration has been achieved the role of the County Hospitals ceasing
to cxist as such musi be defined. We consider that these hospitals
should become Comvmunity Health Centres providing in-paticnt
services similar to that already suggested for the District Nursing
Homes, but backed by somewhat increased dinguostic facilities and
a more comprehensive consultant out-patient organisation. The diag-
nostic facilities should include an x-ray department staffed by a
radiographer, where a radiologist would attend once a week. Dxist-
ing small laboratories in the County Hospitals have proved very
heiptul to their stafls, but have not always been available to family
doctors. They would become SO under the above plan. This type
of laboratory service, providing essential day-to-day needs, should
be included in all Community Health Centres and would be carried
on under the general direction of the consultant stalf of the main
hospital laboratory. More claborate investigations will be forwarded
to the laboratory at the appropriate main liospital centire.
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339 The role of these centres in the care of long stay geriatric
patients should be a particularly important one. Such patients, who
will have been previously assessed and, if necessary, treated in the
main hospital, will have the additional advantage of continued
advisory supervision by consultants from the General or Regional
Hospital for the area. A particular merit in basing geriatric care
on Community Health Centres and District Nursing Homes is that
these patients will thus receive care in thejr own community rather
than in a distant centre removed from their friends and relations.,

340 The establishment of Community Health Centres presents
another opportunity to bring general practitioners into the hospital
service and we would envisage their association with these former

County Hospilals as similar to that already recommended for District
Nursing Homes,

QUT-PATIENT SERVICES

341 We consider that there should be increasing cmphasis on out-
patient care. As the number of persons seeking hospital treatment
continues to grow and as the cost of maintaining a patient in a
hospital bed rises, it becomes increasingly important to ensure that
only those for whom hospital admission is unavoidable are occupying
hospital beds, Indeed, this is not primarily a question of economics,
Medically and socially it is more beneficial and less irksome to a
patient to receive treatment without having to suffer the full in-
capacitation of being confined to a hospital bed. Aclive persons
should not lightly be made bed-fast patients, Yet at present a
significant number of patients cnter hospital who could adequately
be provided for by a well developed out-patient service. Even where
it is necessary to admit a patient to hospital, it should be possible
in many instances to carry out necessary investigations at out-patient
level before he is admitted, thus reducing his stay in hospital. His
admission can then be timed to ensure that there is no delay in his
treatment. A well-developed out-patient service will also facilitate
the timely discharge of patients for whom follow-up treatment and
supervision is possible at out-patient level,

342 The major out-patient depariments will, naturally, be located
at the Regional and General Flospitals. We consider, however, that
in other areas out-patient services should be made easily accessible
to the communities served by the main hospitals and we have accord-
ingly recommended in paragraphs 3.34 and 3.38 that the Community
Health Centres and District Nursing Homes should, inter alia, be
used as out-patient centres served by consultants from the main
hospitals. This arrangement will avoid much of the longer travelling
and other inconveniences for patients which would be caused if these
services were to be made available only at the hospitals, However,
the more highly specialised the out-patient service, the less it can be
reduplicated. In such circumstances, travel by the patient becomes
unavoidable
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143 The staffing and other facilities provided in out-patient depart-
ments generally should be such as to ensure that patients requiring
investigation can have it carried out as early as possible—often on the
day of the visit. In this context, we consider it most important to
emphasise that the medical staffs of these departments should be
provided with full secretarial assistance so that there is no delay
in the collection and tabulation of data, in making additional appoint-
ments and in issuing patients’ reports to the referring doctor. Af
present the lack of adequate secretarinl assistance is the greatest single
defect in the hospital out-patient departments,

344 For the efficient use of an out-patient depariment there must
be a good transport system, Céras Iompair Eireann should be asked.
to investigate the possibility of providing transport facilities. Where
patients have no private transport available to them and are unfit for
normal bus travel, some form of organised transport will be necessary.
Such auxiliary transport should be controlled by the hospital. {See
pars. 7.30 to 7.37). For ambulant patients who come long distances,
or who need out-patient investigation which cannot be completed
in a day, overnight hostel accommodation should be provided. This
is frequently a better arrangement than admitling each patient to an
acute care hospital bed for investigation. Such hostels might also be
used for the accommodation of patients requiring rebabilitation after
injury or illness.

3.45 As so many [actors are involved in the development of out-
patient departmenis and services, we recommend that a commitiee of
the various interested parties, medical, lay and architectural should
be set up to study in full (1) the type of out-patient department to
be provided; (2) its staffing at all levels; (3) its structure and siting;
and (4) to make an analysis of the present out-patient services, In
the meanwhile, the present out-patient services should be expanded
where possible and sanction should be granted more readily for new
out-patient sessions which arc deemed necessary in the interest of
patients and services.

346 Conscious of the supreme imporiance of out-patient diagnostic
services in fuiure hospital development, we recommend that the pro-
vision of these services at the new Genexral and Regional Hospitals
should be proceeded with as soon as possible. Tt should not await
the completion of comprehensive in-patient accommodation in these
hospitals.

Tue RoLk oF 108 GENERAL PRACTITIONER

347 Thero is clearly a need For exploring the relationship between

fhe hospital service and the general practitioner. Comprehensive

details of any scheme aimed at developing this relationship would

have to be worked out in consultation with bodies representing both

services, but in the foregoing paragraphs we have outlined some ways

in which the family doctors could be associated with the Community
c
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Health Centres and the District Nursing Homes. Further considera-
tion should be given to the relationships of the general practitioners
to the Regional and General Hospitals. These hospitals might in
future provide the general practitioner of the locality with access to
diagnostic facilities, and they might also provide a focus of contact
and continuing education for gemeral practitioners in the area by
such means as libraries, conferences and open-ward rounds. !n the
light of the changing pattern of medical practice, the assocmuo‘n.of
the general practitioner and the General Hospital is a matter requiring
continuous review by consultants and general practitioners. General
practitioners could also make an important contribution to medical
teaching and discussion. By thinking in terms of total medical care
of a population, rather than in terms of a hospital or a geqerai
praciitioner service we will make progress towards the close mte-
gration of both services.

348 TPossibilities for domiciliary consultations should bs made
available to general practitioners, These would rarely be necessary
with an adequate out-patient service, but their need could be envisaged
in certain circumstances,

3.49 Doclors in gencral practice and hospital consultants are gen-
erally overworked and lack adequate secretaria] and other ancillary
assistance and staffing, Both have an essential role to play in the
care of the patients. Every effort should therefore be made to faci-
litate communication in the best interests of the community as a
whole.

IMPEEMENTATION OF RECOMMENDATIONS

3.50 In later chapters we suggest in a number of specific instances
the manner in which our recommendations might be implemented.
We also indicate what we regard as the priority requirements of
each region. There are, however, some general commenis which
we wish to make on these maiters, The conversion of our present
hospilal system into the onc envisaged in this Report will involve
many radical changes. It is desirable that these should follow a
careful schedule, rather than proceed in a series of abrupt steps
which could easily disorganise the working structure. A date for
completion must be settled as, otherwise, the inevitable multitude
of small delays may well result in the entire project being slowed
down, perhaps to the point of indefinite posiponement. We are of
opinion that all the major changes outlined in this Report should be
accomplished by the year 1980,

3.51 Our recommendations give rise to very important issues for
the various voluntary hospital authorities, particularly those in the
city areas. I[ the Minister, for his part, is prepared to accept these
recommendations we would suggest that he urgently request Lhe
hospitals concerned to form joint negotiating commitiees represen-
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tative of their authorities and their medical staffs. These comumittees
must in a stated period report to the Minister on the manner in
which the proposals relating to their hospitals might be implemented.

3.52 Tf the hospital authoritics concerned are preparved to participaie
in the re-organised system of Dublin hospitals envisaged by s, we
strongly recommend that the development of the two main hospital
centres in Dublin together with the building of a new Cork Regional
Hospital, should take priority over other capital projects arising
from our reporf. These three projects are not simply of local sig-
nificance, but arc of national importance, The well-being of our
medical services and of medical education in this country demands
that they be pushed ahead simultaneously and without delay. Fur-
thermore, the rapidly increasing cost of hospital building suggests
that it would be to our economic advantage gquickly to undertake
this work.

3.53 We consider that another priority in impleienting our recom-
mendations and an essential pre-requisite to the creation of a co-
ordinated hospital system is the anilication of the consultant pool
into one nationwide organisation. To help achieve this the Consul
tants Establishment Board (the role of which we describe in the next
chapter} should be set up immediately. Imitially the Board might be
appointed on a provisional basis, since it cannot be constituted in
the manner recommended by us until the Regional Hospital Boards
(see also next chapter) have been created. The provisional Consul-
tants Establishment Board would, in the interim period, be empow-
ered to supervise consullant appoiniments to hospitals proposing to
participate in the regionalised service. Appointments made without
the provisional Board’s approval would have to be re-advertised
when the regional system is put iinto operation.

3.54 We visualise that in the provincial areas the process of devel-
oping the selected General Hospital centres and of orientating the
public towards them will, of necessity, be a gradual one. In the
interim, the fact that the status of a hospital is to be changed lo a
Community Health Centre should not be used as an argument to
deny these hospilals essential equipment which can be moved later
to the main centre,

3.55 Our proposals envisage a reduction in the amount of acute—
and more expensive—hospital bed accommodation. This can only
he achieved by the speedy development of those services, both inside
and outside the hospital system, which will minimize the occupation
of acute beds by social problems or long-stay patients or by patients
who might be freated on an out-padient basis. This must be a high
priorily objective requiring the closest co-operation between various
public and voluntary authorities.
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3.56 The {ull implementation of our plan for a revised hospital
system will necessarily involve heavy capital expenditure. It foilows,
too, that the creation of a well-staffed, well-equipped, modern
hospital organisation demands a large amount of revenue so that it
can be operated and maintained at the highest standard, With the
decline in the resources of the Hospitals Trust Fund we are con-
scious that the financial requirements of our hospitals have become
more dependent on taxation, In this situation there is a danger that
the compeling demands of other sectors of the public services may
tend to reduce below what is desirable the amount of finance pro-
vided for the health services and for the hospital services in par-
ticular, We would wrge that it be adopted as a matier of public
policy that the financing of the development and operation of our
hospital services be accorded a high priority, and that our annual
expenditure on these sexvices should compare favourably with that of
other advanced countries.

GENERAL COMMENTS

3.57 We have outlined what we belicve should be the basic patiern
of the Irish hospital service. In making these recommendations we
have been activated by the knowledge that good medical care at
hospital level demands reasonable centralisation. The principles
which bave guided us have long been accepted in international
medicine; they are recognised in all developed countries amd as a
comncil we had no difficulty in unanimously agreeing to them. We
are conscious, however, that the existing hospital organisation in
Ireland has become so much a part of the community life of the
country that the introduction of radical changes will raise serious
obiections in many quarters.

3.58 1In the first place, some may object that the reduction in the
number of hospitals will expose patients suffering from acute medical
problems to long and stressful journeys before reaching expert care.
This is an objection which is easily over-stated. There are many
acule cases which should be admitted to hospital urgently—but in
the vast majority the urgency is a matter of hours rather than of
minutes, No hospital service can be planned to deal with the latter,
Reasonable care of this type of problem (e.g. acute asphyxia, severe
haemorrhage, cardiac arrest) must always, in the firsl instance, depend
on well trained general practitioners in the city as well as the country.
High standard first aid services located in all the smaller peripheral
institutions, such as the suggesied Community Health Centres and
District Nursing Homes, would provide the necessary service at local
level. When it becomes necessary to move the patient, well equipped
and staffed ambulances can safely convey seriously ill patients the
necessary distances to the proposed hospital centres. 1If, at the end
of the journey, they reach a big hospital with a good range of
specialist advice and well equipped laboratories and x-ray depart-
ments providing a comprehensive 24-hour service, they are far better
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off than if they had made a shorter journey to a small hospital with
minimal staff and marginal laboratory and x-ray facilities. Even
with {he reduced number of hospitals now advocated, few areas of
the Republic would be more than 60 miles from a hospital (see
map 3}, We estimate that the total population more than 60 miles
from a hospital is of the order of 25,000 people, all of whom would
have, closer at hand, the special emergency arrangements we bave
recommended for the Community Health Centres and the District
Nursing Homes.

359 With very few exceptions our proposals will not involve more
than one hour’s driving in ecxcess of that required in the existing
hospital situation. This would be true even with present available
ambulance {acilities. These facilitics will be greatly improved if our
special recommendations on the [utwre of ambulance services are
accepted. The country is small; the number of hospitals could be
reduced even further than we have sugpested if the problem of
maximal safe disiance was the only consideration. In making these
assertions we are, of course, taking for granted the provision of an
entirely satisfactory ambulance service including the development of
the flying squad. We have, Jater in this report (pars. 7.28 to 7.35),
made recommendations aimed at ensuring that there will be an eflicient
and reliable ambulance service. We cannot over-emphasise the
important role of this service in the re-organised hospital system.

3.59A A second major objection to our proposals will naturally be
made by many members of the public on the grounds of convenience.
Nobody likes going into hospital as a patient but if this is necessary
the nearer the hospital is to his home the more acceptable it is.
The patient remains near his family and friends who can visit without
making long journeys. The more centralised the hospital services
the further vishors from peripheral areas will have to travel. This
is undoubtedly true—but it is part of the price that must be paid
for higher standards of hospital treatment. It will be possible to
alleviale the inconvenience 1o a real extent by making use of vacated
County Hospitals and of District Hospitals, in the manner we have
suggested, for convalesence and for long-stay care, thus minimising
the length of time that a patient nced remain at a longer distance
from his home, Moreover, the setting up of ouf-patient diagnostic
services, and of in-patient services {or notmal maternity and for
minor medical illness in these same areas, will, in many instances,
avoid the need for travelling to the main hospilal centre.

3.60 The existing County Hospitals have, in nearly all cases, allrac-
ted to themselves a very real tocal loyalty and pride. Many of them
are new buildings bearing solid witness to the triumph of a new
generation over an old and alien workhouse sysiem. Moreover, the
hospitals have enjoyed the services of well qualified, over-worked
County Surgeons and County Physicians, who have established their
worth in their local communities. Again, a County Hospital is a
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source of real economic benefit 1o a town—it gives employment and
is an amenity. This, however, would be offset by the continued
use of the building as a Community Health Centre. It is evident that
the modification of any County Hospital is bound to arouss some
sentimental regrets, perhaps even bitler opposition. Likewise, the
city volunlary hospitals have their own traditions, loyalties and
treasured automony. In asking them to sacrifice a measure of their
independence we do so only in the knowledge that there is no other
way in which our hospital services can be brought to modern
standards. The Jonger the necessary modifications are delayed, the
more difficolt it will become to make the appropriate re-adjustments,

3.61 Our proposals involve the eventual modification in the usage
of many newly built hospitals. This may seem extravagant. The
extravagance, however, was incurred during the last few decades
when these multiple small hospitals were built. In ceasing to retain a
number of them we are cutling our losses. Fortunately, the buildings
can still be of value for the other purposes that we have recommended.,
Apart from modifying the function of some newly built hospitals
our proposals require the expansion of others, New building will
be necessary over the next twelve years (much of it already approved).
This, at least, will be done as part of a logical national plan with a
view to long term medical efficiency at the most ecopomical level.

3.62 Since the Implementation of our recommendations in regard
to buildings may take some time, we would urge that there is a
medical necessity [or the continued general maintenance and essential
temporary improvement of hospitals scheduled for replacement or
extension,

3.63 The sclection of the most approprinte centres for expansion
has not been a simple matter and, indeced, where the Eastern region
is concerned, has been especially difficult.  We should, therefore, like
to emphasise that while the cenires nominated by us appear to be
the most suitable, having regard to the areas and populations to be
served, further and more detailed investigation than we have been
able to undertake might indicate different locations, On the other
hand, the general pattern of regionalisation which we have recom-
mended is based on the inter-relationship between medical principles,
social necessity and geographical facts, 1t is an unanimous recom-
memndation and we have no hesitation in stating that a larger number
of regions would be medically disasirous.

3.64 Re-organisation of the hospital service along the lines laid
down in the reporl will ensure that every patient who needs hospital
treatment will get it in modern accommaodalion providing services of
the highest standard, This streamlining will result in a reduction
of the number ol acute hospital beds. Part of the accommodation
at prescnt being used for acute hospital purposes will be freed to
accommodlate geriatric and other cases, many of whom are now in
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out-moded and unsatisfactory accommodation. Much of this county
home type accommodation can then be closed. The reduction in
the number of acute hospital beds will be made possible by more
suitable patient selection, more efficient bed utilisation, better out-
patient services, improved transport services and the provision of
hostel accommodation.

3.65 In the chapters that follow we altempt to show, in greater
detail, how the principles outlined in this chapter should be im-
plemented. There is considerable room for legitimate difference of
opinion at this Jevel and many of the decisions were reached only
after considerable debate. By nature of our origin as a consultative
council rather than a commission, and owing to the praiseworthy
insistence of the Minister on a quick report, we have been unable
to hear any formal witnesses or study every aspect in absolute detail,
We believe, however, that the proposals we make in this Report have
a general validity confirmed by the unanimity of our findings on a
subject notoriously liable to produce divergent opinions.




CHAPTER FOUR
ADMINISTRATION

4,1 The radical changes we have recommended in ihe organisation
of the hospilal services require equally drastic changes in their
administration. The Government has already, in its While Paper
on the Health Services published in January, 1966, recognised that
the future development of the health services necessarily involves
their separation from the present local authority system and the
creation of a new administrative machinery. We fully agree that
this is necessary. We regard it as essentinl that future developments
in the hospital sexvice should give precedence to the broad community
intevest rather than to purely local pressuves and loyalties, To
achieve this the new bodics to which responsibility will be transferred
should, we consider, be broadly based geographically and should
include appropriaie technical representation, including substantial
representation from the medical profession in general and from the
consultant staffs of the hospitals in particular,

ADMINISTRATIVE FEATURES OF TUHE VOLUNTARY HOSPITALS

42 We cannot emphasise too sirongly the importance and urgency
of successiully co-ordinating the activities of the voluntary hospitals
and the health authority hospitals. The various bodies, the establish-
ment of which we recommend in the following paragraphs will, we
hope, help to bring this about. The voluntary hospitals are now
almost entirely financed from public sources and are, in essence, an
important part of the national hospital service, Their independent
status, in the absence of effective machinery for co-ordination, has
been a basic factor in a tendency to reduplicate services excessively.
Changes are, of course, necessary but certain tangible advantages
must be preserved.  Their traditional freedoms, their ready adapt-
ability to changing demands and their ability to increase stall rapidly
as the need arises, have been very advantageous to medical progress
in the country, Most important of ali, the participation of voluniary
hospital medical stafl in matlers of hospital policy and administration
has been stimulating to (he management and has, undoubtedly, been
to the advantage of the service. These, among other characleristics
of the system, represent something of considerable value which should
continue to be availed of in the future.

In the following paragraphs we describe the manner in which we
envisage that voluntary and local autherily hospitals might be
brought into close association with each other.

DEPARTMENT OF HEALTIH

43 The Department of Health would continue o be the central
authority responsible for broad policy and legislalion concerning the

41
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hospital services. It would also exercise financial control over the
Regional Hospital Boards and the Consultants Establishment Board
(referred Lo later).

Standing Educational Committee

44 Tn the past, it has not been clear to hospital authoritics where the
dividing line is drawn between the Department of Health and the
Department of Education in regard to matters concerning medical
education in the hospitals. We consider that examination of the
proposals relating to buildings, equipment and staff xequired for
medical teaching purposes would be facilitated by a close liaison
between the two Departments in the formm of a permanent Standing
Committee, This question is considered fully in the Report of the
Commission on Higher Education.!

CONSULTANTS ESTABLISHMENT BOARD

4.5 1t is essential to secure a rational and co-ordinated distribution
of specialised services throughout the country. To ensure this we
vecoinmend fhe creation of an authority to be called the Consultants
Establishment Board,

4,6 The primary function of the Consultanis Establishment Board
should be to co-ordinnte consultant appointments and to approve the
creation of necessary mew consultant pests. Normally, new posts
would be proposed by the Hospital Management Committess and be
submitted through the Regional Boards, but these proposals might
originate with the Regional Boards. In certain circumstances,
it would be desirable for the Consultants Establishment Board
itsell to take the initiative. All new consultant posts would have to
have the prior approval of the Establishment Board. Posts already
created and being refilied {ollowing death, resignation or retirement
would also be subject to review. Where consultants are appointed to
posts withowt the Esiablishment Board’s approval, the Regional Board
should not be responsible for their remuneration. Temporary
consultant posts of duration greater than six months would require
the approval of the Establishment Board,

4,7 The Board will be appointed by the Minister for Health. We
recommend that it be representative of the Department of Health,
the Regional Hospital Boards, the Universities, the Medical Schools,
the Irish Medical Association and the Medical Union. In carrying
out its duties the Board will rely largely on the advice and knowledge
af its technical members and, consequently, we recommend that at
teast iwo-thirds of the members be medical praciitioners.

)'(Reporl af Commission on HMigher Education, [960-67. Stationery Oflice,
1967,
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48 We suggesi that the Board might be comprised as follows :
Department of Health  One medical and one lay representative
Southern Regional Hospital Board | Two medical and one lay
Western Regional Hospital Board representative cach

Fastern Regional Hospital Board® Four medical a_nd two
lay representatives

University Medical Faculties and One representative of the
Medical School of the Royal medical teaching staft
College of Surgeons in Ireland® from each

Royal College of Physicians of Ireland  One representative

Irish Medical Association "\ One medical representative
Medical Union f“cach

Minister for Health  Three persons of his choice,

The representatives of the medical teaching stall's should be hospital
consultants, We have suggested that the Easlern Regional Hospital
Board be given higher representation than the other regions because
of the greater concentration of hospital services in that area.

4.9 Members showld be appointed {o the Board for o period of thiee
years.  One third of the membership should retire at the end of
each year but they would be eligible for re-appointment.

4.10 In addition 1o its primary functions of co-ordinating consultant
appointmenis, the Board would lay down qualifications and the
broad scope of duties for such posts and would aim to ensure that
conditions for all consaltants were equivalent. In this connection, we
consider that all consultant appointments should be on a notional
sessional basis. The Consultanis Establishment Board wouid, in the
case of each new poslt created, determine the number of sessions
appropriate 1o the post. In determining the number of sessions, the
Board would be influenced by the routine work load for the post, by
ihe amount of research which the post carried, by private practice
and by exceptional demands likely to be made on the consultant’s
time,

4.11  The sessional rates payable to all catepories of consuliant
should be similar and should be determined from time to time by
an independent tribunal.  The rates should be on an incremental
scale basis which would take account of a consullunt’s age and
experience. It should be open (o the Consultanls Establishment
Board {o recommend thal certain posts carry additional remunera-
tion, Where a number of consultants in the same speciality are
attached to a hospital department, one of them should have admini-

*Bqually divided between North Bastern and South Tastern arcas.
“hy the event of a merger of the Dublin universitics there shall be two
representatives from the medieal school of the unified body,
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strative responsibility for the department and should be paid some
additional remuneration for these duties.

4,12 Al existing hospital consultants would be approved and invited
to enter into contracts with the Regional Board on terms which would
take into counsidexation their present contracts, or ferms of appoint-
ment, either formal or implied, without detriment (o the position
of any existing consultants, Where a consultant, at present remune-
rated in whole or in part for services to Health Act patients, does
not wish to accept a contract, or is unable through infirmity to meet
the requirements of the Board, he should be compensated. The
compensation terms, unless agreed, should be subject to arbitration
by a judicial tribunal. Consuliants whose present terms do not
compel them to retire at 65 years may, if they so wish, retice at
that age and would then be entitled to adequate retirement benefits
the terms of which should be laid down by an independent tribunal.

All future appoinices must retire at 65 vyears and be adequately
pensioned,

4.13 All new consultant appointments should be advertised and
should be subject to open competition. An appointment system should
be devised preserving the best features of the present Local Appoint-
ments Commission lo ensure objectivity. The selection boards would
be set up by the Consuilants Eslablishment Board and would have
representation, {rom the Board (nol necessarily by members), from
the Regional Hospilal Board and from the Hospital Management
Committee concerned. The interests of the hospital concerned would
be protected by the presence on the selection board of its represen-
tation, There would be an independent Chairman and external
assessors would be employed. Where consullant posts in teaching
hospitals are being filled the selection board must also have represen-
tation on it from the appropriate medical school, Tor {full-time
university posts, special arrangements should be devised. Where
teaching duties occupy a large part of a consultant’s time the appor-
tionment of his time would be negotiated between the Board and the
medical school. The selected candidale would, in all inslances, be
recommended to the Regional Hospital Board.

4.14  As we envisage them, the duties of the Consultants Istablish-
ment Board might be summarised as follows:— '

(iy To co-ordinate consultant appointments and lo approve the
creation of necessary new appointments.

(i) To review any existing consultant post when a vacancy
occurs,

.

(iii) 7To lay down qualificaiions and the broad scope of duties for
consultant posis and to devise equivalent conditions for all
consultants as far as possible, while taking into acéount the
population characteristics and the geography of each region.
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{iv) To establish a system for the seleclion of candidates for
vacant consultant posts.

(v) To iniliale, when considered desirable, proposals for the
development or improvement of a particular specialist ser-
vice,

{vi) 'To ensure an cven distribution of specialties throughout the
regions, as far as the spread of population and the incidence
of disease allows.

{vil) To ensure integralion of the specialist services of the various
regions, where necessary by the creation of inter-regional
_specialist sub-committees,

{viii} To determine the establishment of senior registrars, taking
into account the estimated need of the country as a whole
for future consultants in that specially.

(ix) With the co-operation of the leaching bodies and the
Regional Hospital Boards, to integrate the training arrange-
ments suilable for future specialists,

{x} To control the number of senior para-medical appointments
(such as biochemists) in the hospital service.

(xi) When requested, or on theic own initiative, to advise the
Minister for Health on matters relating to the organisation
and operation of hospital and specialist services throughout
the couniry.

fxii) To correlale information relating o the hospital services
of this and other countries and, from time to time, to wrile
reports of such services.

4,15 ‘The Consullants Establishment Board would be financed by
central funds and by the Hospitals Trust Fund.

REGIONAL Hosverrar, BoarDs

4.16 Regional Hospital Boards should be established with vespon-
sibility for the general policy and supervision of the hospital services
in their regions, The Boards would have as much independence as
was practicable and would be fianced on a block grant negofiated
with the Department of Health. We are of opinion that the cost,
complexity, and imporiance of the hospital service require a separate
regional administration, but we would emphasise that, in the interesis
of economy and the efficiency of the health services generslly, it
should be closely linked with the authority or authorities responsible
for other health services in the region and that, as far as possible,
senior tepined wmedical and lay administeation stalfs should he
shared.

"
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417 The Boards would be appointed by the Minister for Health
after consultations with the teaching bodies and teaching hospitals
in the area, with medical and nursing organisations, with local in-
terests, and with the medical staffs and management committecs of
the hospitals concerned. The number of medical nominees from all
organisations should form 40 per cent of the total membership of
the Boards. It is particularly important tha¢ the anthorities of the
Regional and General Hospitals have direct representalion on the
Boards through representatives of theiv Management Commiftees.
The term of appointment might be for three years with one-third of
the members retiring annually, but eligible for re-appointment,

4.18 Ownership of all local authority hospitals in the area should
be transferred to the Regional Hospital Boards. Voluntary hospitals
in each region should be invited to enter into contraciual arrange-
ments with the Regional Board under which they would agree to
participate in a planned hospital service and to co-ordinate their
activities with those hospiials owned by the Board, Voluntary hos-

pitals wishing to vest themselves in the Board would be permitted to
do s0.

4.19 Consultants attached to the hospitals participating in the
hospital service would hold their coniracts with the Board and
receive their remuneration from it.*

4.20 The Regional Boards wounld exercise general budgetary control
over Hospital Management Commit{ees.

421 The Boards will require highly trained senior Adminisirative
Officers, both medical and lay.

HospiraL ManNAGEMENT COMMITTEES

422 'We consider that Hospital Management Committees should be
established which would manage individual hospitals or groups of
hospitals inclnding the associated Community Health Centves and
District Nursing Homes. The Committees would be appointing and
employing awthorities for all staff other than consultants, senior
registrars and senior para-medical staff, but would act in accordance
with the general recommendations of the Regional Boards in regard
to the numbers and conditions of appoiniment of these staffs. The
Regional Hospital Board should apportion each hospital management
committee with an appropriate block grant, out of which the
Committee would manage the day to day expenses of the hospital.

4,23  In voluntary hospitals, the lay board or religious comanmmity or
combinations of these, as (he case may be, wonld be, as at present,
the management anthority.

*Dr. H. E. Cotmihan considers that all consultants should have their
contracts with the Consultants Establishment Board.
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In the case of hospitals owned by the Regional Board, the Board
would appoint Management Committees which would be representa-
tive of local public and philanthropic interests and of the medical
staffs. It is desirable that teaching hospitals owned by the Regional
Boards should have direct representalion on their Management Com-
mittees from the medical school concerned.

ADMINISTRATION oF FHOSPITALS

424 We consider that the Management Committee of each
Regional and General Hospital should eventually employ a highly
trained and experienced Administrator. While it is of paramount
importance that he should be highly trained and experienced, we con-
sider that it would be of some advantage if he were a medical
practilioner,

425 We recommend that each Hospital Management Committee
should have the assistance and advice of a Medical Commiltce and a
Nursing Committee. These commitlees should be representative of
the nursing and medical stafls, For the purpose of developing the
Regional Hospital complexes, it will, as recommended elsewhere in
this report, be nceessary to formulate co-ordinating committees to in-
legrate the activitics of the various hospitals and hospital units within
these complexes.

HosriTALs COMMISSION

4,26 'The fulure role of the Hospitals Commission must necessarily
be influenced by the proposed changes in the organisation and admini-
stration of the hospital system. We feel that its functions must he
redefined in the light of these changes.  In its new role, it might be
particularly concerned with the application of work study techniques
to the hospital services, the study of hospital desigil, and the collection,
processing and publication of statistics relating to hospital in-patient
and out-patient care, It is important that the work of the Commission
should be closely co-ordinaled with that of the other administrative
elements of the re-organised hospital system and we consider that this
might best be achieved by basing the membership of the Commission
on selected members of the Consuliants Establishment Board,
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CHAPTER FIVE

RED REQUIREMENTS

ToraL Hoseitat, Provision OF ACUTE CARE Bops
5.1 The number of beds at present in use in our acute carc hospilals

may be summarised as follows :—

Veluntary Pablic Hospitals:
12 gencral hospitals Eic’kchmg)
11 general hospitals non-tenchmg)
6 collage, hospitals
5 maternity hospitals .
4 children’s hospitals .. o
1 infant’s hospital ' e
2 cancer hospitals .
2 eye, ear and throat hOSplt'llh
4 orthopaedic hospitals
1 rehabilitation hospital
1 sanatorium containing

Valuntary Private Hospitals
11 general hospitals
1 maiernity hospital

Lovad Authority Hospitals
4 major general hospitals (3 1L'\Ch1m,)
1 major maternity hospital .
24 county hospitals
4 orthopaedic hospitals
4 large sanatoria 5)1 former sanatorm)
now calering for a number of different cate-
pories of patient and containing . NN

3 other sanatoria .
53 district hospitals
Y fever hospitals . .

.

Cther
1 State-controlled cancer hospilal
5 military and Gards hospitals

2,654 beds
1,243
174

820

735,

0o,

152,

194

627 ,,

{158

227 tuberculosis beds

80 beds for non-T.B.

chest cases

110 mental handicap
beds

1,147 beds
26

33

2,603 beds
107 .,
3,307 ,,
484 ,,

748 tuberculosis beds
168 orthopaedic beds

33 medical and

surgical

778 geriatric beds

241 mental beds

191 tuberculosis beds
30 geriatric beds

1,925 beds
700 .,

147 beds
667

The total number of institutions is 169 and the tolal beds provided

in them is 20,840.

52 All of these institutions fit the World Health Organisation
definition of * hospitals ", ie. “establishments permanently staffed

43
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by at leust one physician which offer in-patient accomunodation and
provide medical and nursing care ".! It must be pointed out that
this definition is a minimal concept, designed to include undeveloped
countrics and is used here for purposes of statistical comparison only.
There' ire, in addition, a nunber of small nursing homes, maternity
homes and homes for children which, although not strictly classifiable
as Hospitals, do help to take some of the load imposed on the hospital
servicel In total, there are about 80 such homes with a total of about
1,100 beds.

CoMpARISON witll OTHER COUNTRIES

5.3 The total of about 21,000 hospital beds vepresents 7.2 beds per
1,000 of the population. This ratio is compared in the following table
with corresponding figures for a number of other couniries. These
figures are based on hospital bed numbers published by the World
Health ‘Organisation® and on population figures published by the
United Nations.® This table includes figures for all hospitals with
the exception of mental hospitals and hospitals for chronie diseases
and 'convalescence.

Yeuar to which figures | Beds per 1,000
Country relate popttlation
Sweden .. . . 1964 7-8
Luxembourg e . 1964 73
Ireland' .. .. .. 1965/66 72
France .. . A 1963 69
[enmark . .. . 1964 6.6
Norway . .. o 1964 66
Switzerland .. . . 1964 62
Finland - .. - . 1964 6-0
Scotland .. .. e 1964 51
Northern Ircland .. e 1964 55
Nethierlands - .. .. [961/62 53
Belgitum .. v . 1962 52
United States - .. 1964 4-9
Lngland & Wales .. .. 1964 43

54 While these fligures are carcfully compiled by government
agencics, there can be no guarantee as 10 exacl comparability and they
must be imerpreted critically, This arises mainly from possible differ-
ences in the criteria applied in the compilation of the statistics.
Nevertheless, Treland’s  position towards the head of the table
emerges Tairly clearly.  The most significant feature is the consider-
able difference between the Irish figures and the figures for England
and Scotland as well as those for some of the Northern European
countries.

CGleneva 967,
* Ihid. "
"Deinogaphic Year Book, 1966, United Nalions. New York, 1967,
1
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5.5 1i is not possible to atiribute owr relatively high provision of
hospifal beds to any specific reason, 1t is likely that there are many
factors involved which are complex and inter-related and which are
grounded both in our social characteristics and in the development of
our present local authority hospital organisation from the 19h cen-
tury poor law system. It is possible fo speculate on the various
social, demographic and other factors involved but there is a clear
need for more objective information on which reliable conclusions
could be based. We feel that field research, on the lines of Corridan’s
investigation® of the relationship between living alone and admission
to a mental hospital, would help to clarify this question.

5.6 Irvespective of what consideraiions have led up to vur present
relatively high provision of hospital beds, we are satisfied that {his
situation tends te be perpetuated by the nature of the hospital system
which has evelved. The wide diffusion ol hospital services in a
multiplicity of small minimally staffed and equipped institutions
militates against full effectiveness and requires considerably more beds
than would be necessary in a better structured service, It has, in fact,
been demonstrated in a recent study® that the throughput of patients
in our acute hospilals compares unfavourably with that of some other
countries. The Irish figure of short-term patients treated annually
per bed was 16, compared with 19 for Sweden, 22 for England and
Wales and 30 for the United States. This consideration has had an
important influence on our approach to the task assigned to us by
the Minister for Healtll, While our primary concern is, of course, the
creation of o hospital systems in which the patient can most fully
benefit from the skitls and knowledge of modern medicine, we con-
sider that an efficient hospital service in the medical sense is also an
efficient service in fhe economic semse. Consequently we {eel that
our recommendations must lead not only to an improved hospital
service but to a wiser and more fruitful expenditure of public funds.

AcuUTE Cart: BEps MoRE CLOSELY DEFINED

57 The summary given above, amounting to a total of about 21,000
beds in 160 hospitals, includes all hospitals and beds which are now
associated with the acute hospital service, But many of these beds
cannot properly be described as acute. Such, for example, are beds
being used for long-siay tuberculosis palients or for the care of
chronic sick and geriatric patients. In the re-organised service which
is visualised in this report it is assumed that adequate provision will
be made for supporting services such as domiciliary care, convalescent
homes and homes required for geriatric and welfare patients for social
reasons. In this way, all the effort of the acute hospitals can be con-
centrated on the investigation and treatment of acute conditions in

iJphn P. Corridan. A Comparison of Geriatric Patients in a County Home and
a Mental Hospital, Journal of the Ivish Medical Association, Vol. LX, No, 366,

58, Herlihy and 8, Trant. Fconomic Significance of Falling, Duration of Stay in
Acute Hospitals. Journal of the Irish Medical Assaciation, Vol. LX, No, 363,
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the most prompt and cflicient manner possible. This may involve a
physical separation, while maintaining a close association, between
the acute hospital and these supporting services. In order 10 esiablish
our starting position, it is necessary to estimate the number of beds
now in use which can strictlly be classed as acute. Unfortunalely,
quantilative information about the hospilal patients is not available
in suflicient detail to permit this 1o be done 1o a fine degree of
accuracy, but certain modifications can be made to the gross figure
of 21,000 beds to make it conform more closely to the description
“acute”. These modifications come under the following broad
headings.

() The known chronically ill patient element of certain large
hospitals such as St. Kevin’s Hospital and the regional sana-
toria lotalling about 2,000 beds, can be excluded,

{b} A number of district and coltage hospitals which are used
largely for the care of chronic sick and long-stay patients
and containing something less than 800 beds can also be
excluded,

{c) A number ol small fever hospitals which arc now litile
occupied for cases of infectious disease and which have a
total of about 100 beds can also be left out of the reckoning,

{d) The findings of Bourke and Coughlan® in their investigation
of patienls in the Dublin general hospitals can be used to
help in estimating the proportion of beds in the general
hospitals which do not comply with the definition “ acute *.
These beds are cstimated at over 1,700,

{¢) Tuberculosis beds in sanatoria, amounting to about 1,200
are not counted.

() The military and Garda hospitals with a total of 667 beds
make a very limited contribution to the overall hospital
needs of the community and can be largely excluded.

5.8 These modifications rvesult in a net fipure of about 14,600 beds
representing a ratio of 4.9 beds per 1,000 of the population. About
half of these beds are in voluntary hospitals.

PLANNING GuiDk: ESTIMATED RATIOS IN PARTICULAR CATEGORIES

5.9 As we have shown in the preceding paragraphs, the number of
hospilal beds which arc now being used strictly as acute carc beds
is of the order of 14,000 or 4.9 per 1,000 of the population. We are
satisfied that, il the hospital services were re-organised on the lines
visualised in this report, a betier and more eflicient service could be
provided int an even further reduced number of acute care beds. As
explained carlier in this report, this reduction will be made possible

'Geoflrey J. Bourke and J. A. Coughlan.  Dublin General Fospital and Gerfatric
Study, Dublin 1967,
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by a greater concenlration of the hospitals to enable them to be better
stalled and better equipped, and by the development of better trans-
port and of more comprehensive out-patient facilities to take much
of the work of investigation and treatment which can appropriately
be done at this level. We have considered this question at length
and, while we are satisfied that the existing bed provision can and
should be reduced, we do not think it possible, due to the Juck of
precise information on the use of Irish hospitals, to give the exact
level at which our bed provision should lie. In England a number
of surveys have been carried out into the use of hospitals and the
demand for medical care. Surveys undertaken for the Nuflield
Provincial Hospitals Trust at Northampton™ and Norwich and by
the Oxford Regional Hospital Board at Reading® suggested a need
for aboul 2 acute beds per 1,000 of the population while a Trust
study in Barrow-in-Furness® put the bed requirement at 2.9 acuie
beds per 1,000 population. These figures covered all normal require-
ments of medicine, surgery and obstetrics but excluded the more
specialised work such as radiotherapy, plasiic surgery and necuro-
surgery. Based on these surveys and on the results of the Awnnual
Hospital In-Patient Enquiry conducted by the British Minisiry of
Health*® a ratio of 3.3 acute* beds per 1,000 of the population (plus
0.58 for maternity) has been adopied as the larget figure in the
Hospital Plan for England and Wales.'' An almost similar ratio
{34 acuie; 0.69 maternity) has been adopted in the Hospital Plans
for Scotland'® and for Northern Ireland. '

5.10 We feel (and in this we do not think that we are in any way al
variance with the British planners) that there is no single figure which
represents the opiimum bed/population ralio to the exclusion of all
others, It is a mercurial quantity which varies in both time and
place, and is influenced by, amoug many other things, local levels
of morbidity, the struciure and distribution of the population, by
the supporting services available, by a varicety of social considera-

*Studics in the Functions and Design of Hospitals, “The Report of un_lnve_stigu-
tion sponsared by the Nuffield Provincial Hospitals Trust and the University of
Brisiol.”” Oxford University Press 19535,

*A, Barr. The Population served by a Hospital Group. Lancet, 1957, ii,
1105-1108,

°G. Torsyth and R.F.L, Logan, “The Demand for Medical Care, A Study of
the Case-Load in the Barrow and Furness Group of Hospitals,”’ Oxiord University
Press 1960,

WReports on Hospital In-Palicnd Enquivy 1956-57 onwards. Ministry of Health
and General Register Office. H.M.8.0. London,

*Acute beds are defined in the Hospital Plan for England and Wales as Deds
foy general medicine, paediatries, infociious diseases, dermatology, neurology,
cardiology, physical medicine, venereal diseascs, general surgery, ear, nose and Lhroat
cases, traumatic and orthopaedic surgery, ophthalmology, radiotherapy, urology,
plastic surgery, thoracic surgery, dentistry, neurosurgery, gyaaccolopy and discases
of the chest; also pre-convalescent beds,

UA Hospital Plan for England and Wales, F.M.S.0. London 1962.
M ospital Plan for Scotland. H.M.S.0. Edinburgh. 1962.
tfospital Plan for Morthern Trcland 1966-75. H.M.S.0. Belfust 1966,
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tions and, perhaps most ol all, by changes over time in the patlern
of discase and in the techniques in usc in medicine. We are strongly
of opinion that the ac(ual nnmber of beds to be provided is of less
importance than having the services properly developed, adequately
staffed and properly located. Architectural planning should there-
fore allow for flexibility so that beds can be added as required or
have their function altered to meet changing demands. This would
be facilitaled by the use of modular and prefabricated units where
possible.  Bearing in mind these reservations about the value of
fixed planning largels, it is necessary, nevertheless, to adopt some
standards which can be used as guidelines in broadly determining
the sizes of the hospitals required. It must be emphasised that these
guides are valid only on lhe understanding that adequale supporiing
services, such as long-stay beds and facilities for domiciliary care,
are available.

511 The Scottish Home and Health Department has made avail-
able to us a breakdown of (he 3.4 ratio being used in Scotland.
Because of demographic and other similarities between Ireland and
Scotland, and because we have no reason to believe that there is any
significant difference in the paltern of ilingss in the iwo couniries,
we consider that the Scollish planning ratios, amended by us in
cerfain aspects to bring them more into line with the known require-
ntents of this country, could be used for this purpose. We have
broadly classified the beds under cominunity beds (those which
should be provided in all General Hospitals); regional specialitics
(those which would normally be available in each region, mainly in
the Regional Hospilal with some auxiliary units in the General
Hospitals) and highly specialised units which would be based on
only one or two centres.

512 We esiimale our toful acute bed requirements as 4.5 per
1,000 population ealeulated as follows:

Beds per 1,000 Corresponding Scottish
Nature of Beds Population Figures
Comninity Beds
General Medicine 08 0-8
General Surgery 08 0-8
Obstetrics (8 0-69
Gynaccaology 03 0-3
Total 27
Regional Specialtivs
Orthopacdics 033 033
Ophthalmology 06 0-06
LNUT, v, » 008 0-08
Infectious Diseases 1] 03
Urology 008 0-08
Paediatrics .. 03 Ol
~Total 95
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543 The figure of 0.3 beds for paediatrics represents, in our view,
the maximum number of beds required for this specialty as numbers
of children will continue to be dealt with by general surgeons and
physicians and other specialists. In arriving at a requirement of 0.8
beds per 1,000 of the population {or obstetrics, we took account of
the present birth rate of 21.1 per 1,000 population. We also had
regard to the fact that at present over 90 per cent of all confinements
take place in a hospital or nursing home and we consider that future
planning should be based on the assumption that the number of
domiciliary births will become insignificant. While this estimate
may be taken as an overall guide to our maternity bed requirements,
local variations will arise depending largely on the siructurg of the
population, In addition 1o the beds listed in paragraph 5.12, provi-
sion must be made for highly specialised units. These include the
services necessary for the care ol rare or difficult conditions, which
require elaborate stafling ar highly expensive equipment. In other
words, units which should nol be reduplicated too readily, Examples
of such are cardiac surgery, neurosurgery and radiotherapy, but
the patiern tends to change with advances in medicine. We estimate
that an overall bed requirement of 0.5 beds per 1,000 population
should suffice, thus giving a tolal bed requirement of 4,15 beds per
1,000 population.



SUMMARY OF MAIN CONCLUSIONS AND
RECOMMENDATIONS

GeNeral FRINCIELES (CHAPTER 3)

[ Tf the hospital system is to be adapled to meel fully the require-
ments of modern medicine this can be achieved only by radical
changes, involving a departure from many long-established concepts
in regard to organisation, stafling and operation.

2, The hospital system should be re-organised into three regions
based on the medical teaching centres, namely, Dublin, Cork and
Galway. These regions are administrative. Patients may choose to
be trealed in a region other than that in which they reside.

3. There should be two kinds of acute care hospitals (a) the Regional
Hospital and (b) the General Hospital. Associated with these
hospitals would be a systemt of Community Health Cenires and
District Nursing Homes.

4. The administration of the hospital service should be put on a
new basis by the creation of a central Consullants Establishment

Board, Regional Hospital Boards and Hospital Management Com-
mittees,

The Regional Hospital

5. The Regional Hospitals woull be located at the regionul cenlres.
They would provide the same routine service in their particular areas
as & Qeneral Hospital, but would also provide certain specinlised
services for a broader regional area,

6. Each Regional Hospital should be based on a medical school
and should be closely associated with the General Hospitals of its
area. The medical staff might work in both types of hospital. These
hospitals would also be closcly linked with intermediate and long-
stay institntions,

The Genexal Hospital

7. The General Hospital should, ideally, have not less than 300
beds and serve & population of al least 120,000. It would cater for
the major proportion of relatively short-stay illness in an arca and
might develop from a group of cxisting smaller peneral hospitals.
A certain minimpm consultant stafling is recommended.

The Community 1kealth Centre
8. County Hospitals not selected for development as General
Hospitals should become Community Health Centres providing in-
patient services {similar to those of the District Nursing Homes) bul
glving comprehensive  consullant  out-patient  services  supported
by improved diagnostic facilities.

55
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The District Nursing Home

9, Most of the District Hospitals should become District Nursing
Homes, staffed by general practitioners, providing services for routine
maternity cases, convalescent and geriatric cases and for medical
cases, who, if their domestic circumstances permitied, could be treated
in their own homes.

10, All Disirict Nursing Homes should have facilities for emer-
gency resuscitation supplemenied by an efficient ambulance service,

Qui-Patient Scrvices

11. There should be increased emphasis on out-patient care. The
main out-patient departments would be at the Regional and General
Hospitals but out-patient clinics should, where necessary, also be
held at the Community Health Centres and District Nursing Homes,
in order to make the services as easily accessible as possible.

Rele of the General Practitioner

2. General practitioners should be closely associated with the Com-
munity Health Centres and District Nursing Homes. Consideration
should be given 1o the posilion ol the general practitioners in relation
to the Regional and General Hospitals.

ADMINISTRATION (CHAPTER 4) .

13. Further developments in the hospital service should pive pre-
cedence Lo the broad community interest rather than to purely local
pressures and loyalties. The new administrative bodies should, there-
fore, be broadly based geographically and should include substantial
representation from the medical profession.

14. Tt is imporiant and urgent to co-ordinaie the activities of ihe
voluntary hospitals and the JTocal authority hospitals and the proposed
new bodics are devised to help achieve this aim.

Department of Health
15, The Department of Health would continue to be respounsible lor
broad policy, legislation and finance concerning the health services.

Consuliants Establishment Board

16. It is recommended that a Consultanis Establishment Board be
instituted, with the primary function of co-ordinating consullan(
appointments, The Board would have functions in relation to the
creation and approval of posts, the laying down of conditions and
quatifications, the selection of candidates and the standardisation of
records. It should have power to report to the Minisler on matters
necessary for the improvement of medical services to the community,

17.  All existing hospital consultants should be approved by the Con-
sultanis Establishment Board. A retirement age of 65 is recom-
mended. Pensions would be payable.
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Regional Hospital Boards

18. Regional Hospital Boards should be established with responsi-
bility for the general policy and supervision of the hospital services
in their regions. The Boards would be appointed by the Minister for
Health alter consulialion with certain interesis as outlined.

19.  The Boards should have as much independence as practicable
and should be financed on block grants negotiated with the Depart-
ment of Health.

Hospital Management Commiltees

20. Hospital Management Committees should be maintained if in
existence, or established where necessary (o manage individual
hospitals or groups of hospilals and associated institutions.

Administration of Hospitais
21. Each Management Committee should employ highly leained and
experienced administrators,

Hospitals Commission

22, The future functions of the Hospitals Commission should relaic
to the application of work study techniques Lo the hospital service,
the study of hospital design, and the collection and processing of
hospital statistics. A proposed relationship between the Hospitals
Commission and the Consuliants Establishment Board is outlined,

Bep ReQuirEMENTS (CHAPTER 5)

23. The adoplion of a provision of 4.15 acule carc beds per 1,000
of the population is recommendced as the standard to be adopted for
future planning.

SPECIALIST SERVICES (CHAPTER 6)

24, The growth in specialisation requires the employment of an
increasing number of highly trained doclors and supporting stafl, 11
is important that the various specialised unils shouwld have an adeguale
number of patients.

25, Somwe specialties, dealing with rarer conditions and a relatively
sinall number of patients, can function cfliciently only if concentraled
al one or two Regional Hospitals. Other specialtics might be repre-
sented at all Regional IHospitals and many General Hospitals,

26, Isolaled highly specialised hospitals are undesirable and their
slaffs should be co-ordinated and associaled with the main Regional
and General Hospital centres in preparation for complete integration,

Geriatric Seyvices

27, It is urgently necessary that special provision should be made
for the necds of geriatric patients.  As far as possible, the clderly
patient should be cared for in his own home; if admission o an
institution is neressary he should initially be investigated, and perhaps
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treated, in a Regional or General Hospital. Recommendations have
been made to ensure the best possible intermediate and long-stay
accommodation,

‘Tuberculosis Services

29, Patients suffering {rom pulmoenary tuberculosis should, in Tuture,
be cared Tor in separate wards of gencral hospitals,

¥ever Hospital Sexvices
294, Fever hospitaly should cease to exist as separate enlities.  1sola-
tion units should be associated with Regional and General Hospitals.

Surgical, Medical and Supporting Specialties

30. Recommendations are made as to the manner in which surgical,
medical and supporting specialties should be organised and distri-
buted amongst the main hospital centres,

Otaer CoNSIDERATIONS (CHAPTER 7)

Medical Research

31, The imporlance of medical research is emphasised. Hospital
authorities should ensure that adequate facilities are available,

Medical Records

32. Each hospital should have a central records office. Record
systems shonid be standardised. Eventually the creation of a national
system of records, involving the use of computers, is envisaged.

Ambulance Services

33. The proposed redistribution of acute care hospitals necessilates
improving the ambulance service to the highest level of efficiency. A
central Ambulance Board should be established to advise on the
various medical and technical aspects of organising this service,

Tie WESTERN RruGIon (CHAPTER 8)
34, The Westert Region should be based on Galway City and should
consist of Counties Galway, Mayo, Roscomman, Donegal, Slige and
parts of Leitrim, Cavan and Clare,

Location of Hospitals

35, The Regional Hospital should be based on the existing Regional
General Hospital and the Western Regional Sanatorium. General
Hospitals should be located at Castlebar, Sligo and Letterkenny.

Tie SouTthiey REGION (CHAPTER 9)

36. The Southern Region should be based on Cork City and should
consist of Counties Cork, Kerry, Limerick, most of Tipperary and
Clare and part of Waterford.

Location of Hospitals
37, A new Regional Hospital should be built in Cork City. Subse-
quently a General Hospital should be established in that city, based
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on the present [ederated voluntary hospilals, There should be a large
General Hospital with some specialist services in Limerick and a
General Hospital of viable size in Tralee,

Limerick City Hospitals
38. The voluntary hospitals and local authorily hospitals in Limerick
City should be integrated in one centre.

Tug EasTorN REGION (CnarTeR 10)

39, The Eastern Region should be based on Dublin Cily and should
include all of Leinster, County Monaghan and parts of Counties
Cavan, Leitrim, Walerford and Tipperary.

Regienal Hospitals

40. Two major Regional Hospital groups should be developed in
Dublin. One should probably be on the site of the present Mater
Misericordiae Hospital and should invelve associating that hospital
with a new hospital to accommodate the specialised services provided
in the exisling St. Laurence’s and Jervis Street Hospitals, The other
Regional Hospital group should be developed near the new St
Vincent’s Hospital on the Blm Park site. This should accommodate
all the major specialised units and some of the general beds of the
Federated Dublin Voluntary Hospitals,

Generzl Hospitals in Dublin

4], General Hospitals should be based on ihe present James
Connolly Memorial Hospital (Blanchardstown) and on the present
St. Kevin’s Hospital site.  In cach instance, an association of the stafls
of several existing hospitals would be involved.

General Hospitals Gutside Dublin
42, Ouiside Dublin, General Hospitals should be established at
Waterford, Tullamore, Cavan and Drogheda.

IMPLEMENTATION OF RECOMMENDATIONS
43, All the major changes outlined in this report should be accom-
plished by the year 1980.

44.  An urgent priority in implementing the recommendations is the
establishment of the Consultants Establishment Board.

45. The two main hospilal cenires in Dublin, together with the
building of a new Cork Regional Hospital, should take priority over
other capital projects recommended in this Report.

46. 'The process of developing the General Hospital cenires in the
provincial areas will be somewhat more gradual. During the tran-
sitional stage, consultants from the re-graded County Hospilals must
be associated with the main centres,
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CHAPTER SIX
SPECIALIST SERVICES

Tur GROWTLH OF SPECIALTIES

6.1 Medical knowledge is growing so rapidly that increased special-
isation iy inevitable and essential if the members of the medical
profession are to give their paticnts the best management and treat-
ment. It is, for example, no longer possible for a physician to be
experienced adequately and informed fully in all the sub-divisions of
advanced medicine. Neither can a surgeon offer the best service in
cvery branch of surgery. For many years the clinical specialists in
hospitals have been physicians, surgeons, obsietricians, gynaecolo-
gists, paediatricians, ear, nose and throat specialists, eye specialists,
psychiatrists and geriatricians. They are supported by radiologists,
anaesthetists and pathologists, In all advanced countries these tradi-
tional posts have given way, in many instances, to lurther sub-
divisions, TIn Ireland, cansiderable progress has taken place in this
direction, bul il nceds substantial backing if it is to function properly.

6.2 In medicing there are many sub-specinities.  These include
neurology, dermatology, inleclious diseases, respiratory discases,
cardiolopy, gasiro-enterology, nephrology, endocrinology, metabolic
diseases, clinical haematclogy, rlieumatology, physical medicine,
oncology and clinical pharmacology. Most physicians maintain a
broad inlerest in medicine and manage a fairly wide variety of
medical conditions, but specialise in one of the sub-specialiies. Some
physicians specialise completely. In cither case, the specialised work
is ideally carried out in a special department of a geueral hospital
where all the particular needs of the specialty are supplied, and where
doctors in that specialty may work together. Apart from the provi-
sion of an in-patient ward, or an out-patient wait, specially trained
nursing and technical stalf are essential. Accommodation must be
provided also for equipment for laboratory work particular to the
specially concerned.

6.3 A similar siluation exists in surgery, Some surgeons deal with
all general surgical problems, but well defined surgicnl specialiics
have developed and have become increasingly important. These are
orthopaedics, plastic and maxillo-facial surgery, neurosurgery,
thoracic surgery, urological surgery, cardiac surgery and vascular
surgery. In the future there is likely to be increased specialised work
dealing with orpan transplantation, An additional stimulus to special-
isation in surgery is the dilliculty in attaining skill in the less common
operations, unless the cases are concentrated (see para. 3.12).

6.4 The traditional division between medicine and surgery s
diminishing, and the meodern tendency is for special units to be
63
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formed in which physicians, surgeons and others work logether as a
team to treat disorders of a particular system. This pattern developed
many years ago between ncurologisis and neurosurgeons. Now units
of this type have also developed in such speciallies as cardiology,
gastroenterology and nephro-urology. The success of such combined
units is facilitated by having one of the physicians or surgeons desig-
nated to be chairman or director.

6.5 ‘The use of radioactive isotopes in diagnosis has led to the rela-
tively new specialty of nuclear medicine, These techniques have been
used especially in haematology, endocrinology and metabolic dis-
eases.  Scanning fechniques have been developed for diagnosis and
are applicable in most of the other speciallies Speci'll dephrtmertts
of nuclear medicine are established {eatures in major ho‘spml cenlrcv.
in other countries.

6.6 Pathology, too, is a rapidly expanding subject and it is now
impossible for a hospital pathologist to cover all its branches. This
subject’ has been clearly divided into the four main branches of
histopathology, bacteriology, haematology and biochemistry, together
with certain sub-divisions such as cytology, immunopathology,
virology, serology and blood {ransfusion. It is now usual for 4 ]argc
hospital to be served by at least one consultant in cach of the major
Lllelp]mC‘:

6.7 The increasing complexily, elaborate equipment, and time-con-
suming nature of diagnostic radiology, have led to the emergence of
specialised aspects such as neuro-radiology and angiography, Further
sub-divisions are likely 1o develop where clinical work becomes in-
creasingly specialised. Radiothérapy has been a major specialty for
many years and is an essential part of units for cancer therapy.

CONSEQUENCES OF SPECIALISATION

6.8 The efiect of this growth in specialisation is (0 requite the
employment of am increasing number of highly trained dectors and
supporling specialist staff. Clearly, this must mean a marked risc in
the financial cxpenditure of a hospital service. In order 10 use these
prcnsively trained personnel economically and to the best advantage,
it is essential tha( the hospital organisation be efficient in making the
specialists available to the patients and also available to other con-
sullants with the minimum of {ravelling. Tt is fmportant therefore
to group these specinlised units in a hespital which is sufficiently
large and reasonably adjacent fo a large population so that there is
an adequate flow of patients to be served. Not only does such an
arrangement cnable the specialist (o utilise his (ime fully and
eliiciently, but it also ensures that the special units will see 4 suflicient
number of patients of a particular type so that the staff concerned
will maintain and improve their knowledge and skill. Such special
units should be staffed by at least two specialists. This facilitates
consultations and affords opportunities {or the develnpment of special
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skills by each. Durthermore, it cosures that the work of the unit
conlinues when one specialist is absent,

0.9 Obviously all the specialists mentioned in the preceding para-
araphs cannot be placed in every hospital. Some major specialties,
dealing with rarer conditions and thus with a relatively small number
ol patients, need, al the same time, continvously Lo maintain expensive
and highly trained medical teams and costly equipment. Such units
can only remain viable if they serve a very large population, We
consider that these speciallies should be concentrated in only one or
(wo Regional Hospitals.  Otlter specialties, not, perhaps, requiring
very claborate stafl and [acilities and which, at any rale, are in much
demand because the disease processes involved are {aitly common,
shoukl bz represented at all Regional Hospitals,  The General
[Tospital should contain the basic specialties. The exact allocation of
specialised services {0 a particular hospital and their stalling and bed
requirements would, of course, be influenced by medical develop-
mends and by the needs of the area concerned.  In later paragraphs
we outline the manner in which we consider the various specialties
might be distribuled and stafled.

610 We wre strongly of the view that isolaled highly specialised
hospifals such as cancer hospitals and eye hospitals are undesirable,
and we consider that special unifs provided in the main hospital
cenlves would e to the mutoal advaniage of (he patient, the doctor
and the econvimy, We consider it of extreme importance that the
stalls of these hospitals should, as soon as possible, be co-ordinated
and associated with those of the main hospital centres, in preparation
ior the evenfual physical placement of the specialised hospitals upon
the sites proposed.

NEUROLOGICAL SURGERY AND MEDICING

6,11 We recommend that there should be one large and one small
centre for this specialty in Dublin and that there should also be a
small centre in Cork,  "The two Dublin units should form a combined
neurosurgical service with common staff which, initially, would be of
the order of four nevrosurgeons and three nearologisis,.  We consider
that the provision of a neurosurgical untit in Galway Regional Hospilal
would be justified if the volume of work arising in the area were
proven to be suflicient. In the meantime a medical neurological
service should be cstablished in Galway,  The unit in Cork should be
stafled by one ncurosurgeon and one neurologist. A second neuro-
surgeon conld be appointed to the Cork centre if the volume of work
there jusiified it, The large Dublin centre should be developed up to
accepled international standards and the Cork unit should be estab-
lished without delay.

VASCULAR SURGERY

612 We recommend that this specialty be organised on a regional
hasis with one centre each in Cork and Galway and two in Dublin,
t
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One of the Dublin centres will be located on the North side of the
city and the other on the South, We are satisfied that the size of
the population in the Eastern region makes it necessary to provide
two centres to give an adequate service,

6.13 In order to provide an efficient and sale service, we consider
it necessary that a surgeon be engaged at least half-lime on this
pacticular specially. We feet that the Cork and Galway Regional
centres should, initially, be able to produce sufficient work to engage
one consullant surgeon on this basis.

6.14 Each centre will require (o be adequately staifed at the registrar
level and (o have the help of a cardio-vascular physician, a
radiologist, a haemalologist and suitably trained tcchnicians.

THORACIC SURGERY AND MEDICINE

6.15 As there is a close link between this specialty and cardiac
surgery we recommend that facilities for both should be continued
in the Regional Centres,

6.16  We supgest that there is adequaile jusiiftcation for the retention
of chest surgery in the Regional Hospitals in Dublin, Cork and
Galway, primarily because of its central imporiance in velation to the
development of other branches of specialised medicine and surgery,
but also because of the increasing number of chest injuries arriving
at our hospitals due to road traflic accidents. We recommend,
however, that lung surgery ceases o be performed at Ardkeen
Hospital, Waterford,

6.17 We recommend that each Regionul Hospital should have a
respiratory service which should be staffed by a physician and 2
surgeon with cxperience in thoracic work. Respiratory function
assessment [lacilities must also be provided.

CarpIAc MEDICINE AND SURGERY

6.18 Tor open heart surgery a centre would require to have a
certain minimum of cases if standards are to be maintained. We
consider that in order to Tunction at oplimum Ievel a major unit

would nced to cater for at lcast 6-8 cases per week and such closed
cardiac cases as are likely 1o need atiention.

6.19 We consider that such a unit should be staffed by four
surgeons, at least one of whom should be full-time in this specialty.
The medical staffing should be of the order of three cardiologists,
one of whom would be wholetime. The advice of a haematologist
should be readily available, together with that of a radiologlst
having the necessary equipment. A unit of 50 to 60 beds, covering
both medical and surgical aspects, would be appropriate.

6.20 While we recognise the fact that a special problem exists in
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relation (o hearl conditions in the very young, we consider it
desirable that all open heart cases, including children, be dealt with
in the same unit. A separate unit for children, although partially
justified on the grounds of special medical nursing and special
equipment, is considered inadvisable. Having regard to the accom-
modation now available, we recommend that a children’s section
{to deal with the problems of the very young, i.c. under four years
of age) of the major unit in Dublin continue to operate in OQur Lady's
Hospital, Crumlin on the understanding that there must be a common
stalf covering bLoth. As building becomes available, both these
seclions must be combined in the onc hospital.

6.21  We recomimend that the major cardiac unit be developed at
the North Dublin Regional complex. Further open heart units might
later be developed at the Regional Hospitals in South Dublin, in
Cork and in Galway, if the major unit is working 1o full capacity
and the population demands of the other regions clearly indicate that
additional units are neceded.

622 As much of the equipment and siaff of the above four
specialties is complementary, we consider it very desirable that all
four should be linked with each ofher in the same hospital or
complex of hospitals.  We appreciate that this may not be an
immedialely practicable proposition.

PrasTIC SURGERY AND FaCio-MAXILLARY SURGERY

6,23 Because ol the close connection between these two specialties
they are being considered jointly. We recommend thal a major unit,
incorporating both speciatties, be developed in Dubiin based on the
existing unit there. As this unit is at present in Dr. Steevens’
Hospital, it should be moved with other specialised units of the
Federated Hospitals to the South Dublin Regional Hospital complex.
Facio-maxillary surgery should conveniently be associated with the
same regional area, as also the proposed Dublin Dental Hospital,

6.24 A plastic and facio-maxillary unit should alse be set up in the
Cork Regional Hospital. Because of the highly specialised nature of
certain aspects of this work, we consider that the volume of work
arising in the regions might not be sufficient to maintain expertise
in the rarer conditions in both units, and that the number of these
cascs would only be sullicient 1o keep one team fully skilled in certain
procedures, and we recommend that these should be deall with in a
single cenire. Co-operation between units might be fostered by the
Consultants Establishment Board.

Nepnro-UrorLocy

6.25 We recommend that there should be onc large adequalcly
stafled centre lor nephrology, dialysis and renal transplantation situ-
ated in the North Dublin Regional Centre, while the South Dublin
Centre should be particularly devcloped in regard (o the urological
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aspects of this specialty.  Nephro-urology, including haemo-dialysis,
should be carried out in each region. We consider that renal {rans-
plantation should, for the present, be done in the main centre, but in
the Hght of luture developments il may be advisable to extend facili-
ties for this work 1o the other regional cenires, The regional dialysis
lacilities must, however, be part of an integrated service under the
Consulitants Establishment Board.

TRANSPLANTATION SURGERY

626 We consider that, in genecral, transplants will only develop in
connection with the clinical specialty to which they are related. We
arc opposed to a special centre where all kinds of transplants would
be done. In relation to the general problem of transplantation, we
feel that further advances in this field will depend to a large extent
on further developmenis in medical research. These developments
must be closely integrated with clinical activity.

ORSTETRICS

6.27 There are speeinl problems associated with obstetrics in Ireland,
Qur relatively late marrying age, particularly in rural areas, gives
rise to the problems arising from the not infrequent obstetrical diffi-
culties of the elderly mother of a first child, As sterilisation and
therapeutic aborlion are not practised here, and as contraception is
considerably less common than elsewhere, there are many mothers
of large families and these also are more at risk with regard to
ohstetrical complications.  Tn addition, mothers suffering from serious
constitutional diseases continue to have children and each suceeeding
pregnancy carries an increasing risk to the mother and the infant,

6.28 Our arrangements for specialist obslelrical cover arc somewhat
inadequate. Two-thirds of the country’s obstetricians reside in Dublin
with the vesult thal in many arcas outside Dublin consultant physicians
may have 1o practise obstetrics also. Too many at risk patients are
delivered outside maternity hospitals and without speciatist care

6.29  As less than 10 per cent of maternity patients are delivered in
their own homes, we have based our estimate of maternity bed
requirements on the assumption that the number of domiciliary
confinements will become insignificant, and that nearly all confine-
ments will take place in hospitals or district nursing homes. It is
incvitable that the small privale maternity home will ultimately dis-
appear.  On the other hand, there would appear 10 be a future for
the large, well equipped, properly staffed and efficiently run private
maternity unit.

(.30 Ideally, there should be obstetrical and gynaccological unils in
all the General and Regional Hospitals throughout the country and
two obstetrician/gynaecologists should be appointed to each General
Hospital of 300 beds, They would be in charge of a total of, approxi-
mately, 50 maternily and 25 gynaccological beds and would, in addi-
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tion, hold antenatal and gynaecological clinics in necarby towns, All
maternity patients utilising these clinics should be referred by general
practitioners for screening. All abnormal, or potentially abnormal,
cases could then be selected for delivery in the obstetrical units, The
normal cases would be delivered under the care of their own family
doctors in the local Community Health Centre or Disirict Nursing
Homes (present county and district hospitals).  Consuliant cover
should be provided for these Iocal centres and obstetrical “ flying
squads ™ should be available for the occasional emergencies.

PAEDIATRICS

631 A paediatric service shoukl be provided in all Regional and
General Hospitals. In considering the bed requirements of the
regions we found that the relatively high proportion of children in
the Irish population makes it diflicull to make accurate comparisons
with other couniries where, in any event, there is a considerable
variation in the ratio of beds provided. A further complicating
factor is the difliculty of defining what exacily is included under the
ferm * pacdiatrics ™.

£.32  We decided, in Chapter 5, that a ralio of 0.3 beds per 1,000
population should be adopted as a guide {o the requirements of
specialised medical pacdiatrics.  Excluded from this ratio are :—

(i) Children admitied to hospital under the care of general
surgeons and physicians,

(i) Cases appropriate to E.NT., eye, plastic and aceident units.

(iliy Healihy neco-nalal infants,

In addition to this spectalised paediatric provision, there should be
wards for children in every Regional and General Hospital.

ORTIoPALDICS

6.33  The orthopaedic services are at present organised on a regional
basis and arc provided in special orthopaedic hospitals. We con-
sider that this scrvice should, in Tuture, be integrated with the general
hospitals.  In order to avail of iniensive care and to avoid duplica-
tion of facilities, high-risk orthopacdic surgery should be restricted
o the Regional Hospitals and Lo some General Hospitals, This is
hecause of their more comprehensive facilities for major surgery and
because a patient may require the atiention of physicians and other
consultants as well as that of the orthopaedic surgeon. The existing
arthopaedic hospitals should be used [or routine orthopaedic surgery
and as long-stay institutions for orthopaedic patients, They should
he staffed al consnltant level from the main hospital or hospitals of
the region,

634  The stalling of an orthopacdic hospital shoulkd be based on the
principle we have already laid down for consultant staffs generally,
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namely, that it should be numerically sufficient 10 ensure o viable
specialised unit. In delermining this level of stafling it will be neces-
sary to luke into consideration the significant amount pf Lra'wrcl
requited of orthopaedic conswliants in the course of their dulics.
Some smatler General Hospitals would not require specialised ortho-
paedic units, These hospitals should have available to them the ser-
vices of orthopaedic swrgeons from the larger cenlres on an oul-
patient and hospital consuliant service basis.

(.35 We realise that special cases will arise {rom time 10 lime in
which one orthopacdic surgeon may have a more specialised interest
than another—indeed, we regard this ag a development (o be encour-
aged. To encourage this trend, the Consuliants’ Establishment Board
should foster co-operation and close liaison between orthopaedic
SUTEEONS,

PARAPLEGIA

636 We consider (hat the present faciliies are adequate. We
recommend that the present major centre for this specially in
Qur Lady of Lourdes Hospital, Din Laoghaire, be conlinued, but we
consider it very imporiant that it should be iniegraled into the pro-
posed regional hospital system and linked particutarly with the Souih
Bublin Regional centre.

ACCIDENT SERVICES

6,37 We consider that casualty services should be located in the
Regional and General Hospitals and noi in & separale spectal cenlre,
Since many accident victims suffer a variety of soft tissue as well as
bony injuries it is important that they be treated in the Regional and
General Hospitals so that the full range of surgical and medical
specialties is available. Al these hospitals must have special arrange-
ments on a round the clock basis, to ensure that emergency cases
receive immediale attention,

REABILITATION

(.38 Rehabilitation may be given to a patient on discharge from
hospital when he is ambulatory or still needs domiciliary care, Where
ambulatory, this can be underlaken at the out-patient department of
the hospital provided facilities for this are available. For those
needing domiciliavy care the soeial services, including nurses, home
helps, and social workers mwust be highly developed. Co-operation
here with the volumtary organisations, should give great assistance.
While it is not easy lo estimate precisely how many patients may
need rehabilitation, or {o predicl how much actual benefit may accruc,
it might be advisable lo have certain rehabilitation centres fully

cquipped and slafled in the country to promote the recovery and
resettlement of patients,

OPHTHALMOLOGY
6.39  Ophthalmological work should be carried out in all Regional
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and nrost General Hospitals, In considering the needs of this
specially cognisance was taken of the planned ratio in Scotiand (0.06
beds per 1,000 population) and the recommendations in the Wright
Repori' for the North Eastern Region in Scotland (4 consultants and
5 supporting staff for a population of over 400,000). We also had
regard to the fact that there are two categortes of consullant in
this specialty, namely specialiscd ophthalmic surgeons and general
ophthalmologists,

640  We recommend that one of the major hospital groups in Dublin
should have associuted with it a main ophthalmic centre.  Due to the
increasing scope and complexily of the speciaily it is necessary that
individual ophthalmologists should have some branch in which they
are specially interested and (rained so that cases in such branches can
be rveferred (o them by their colleagues.  This can be done beiter and
more economically in one large centre,  Another advantage in having
one large centre s that it is easier 1o gel specially trained staft, such
as surgical registrars and nurses.  Furthermore, post-graduate training
and research need o Jarge number ol cases which, in a country of this
size, can be belter provided in one centre,  Ewe pathology, loo,
because of its highly specialised nature, can best be developed in one
cenlre. We recommend (hat this ophthalmic centre be located in the
South Dublin Regional Centre,

Eanr, Nosk anD Turoar

6.41  We comsider thut this work should be carried out in all the
regional cenires and the General Hospitals.  Expensive cquipment
for new techniques requiring complicated technical support may, how-
ever, need to be centralised.  Cancer surgery of the head and neck
should be closely associated with the specialty and with radiotherapy,
chemotherapy and gencral surgery. This should be centralised in the
South Dubtin regional group.  Olo-neurology, as associaled with
neurosurgery, should be concentrated in the North Dublin Centre,

6.42  As there is likely ta be an expansion in the felds of audiometry
and speech therapy there should be a (raining scheme for technicians,
Facilities for speech therapy should be maore readily available in all
areas.

643 We consider it unnccessary 10 have ophthalmic and ENJT,
beds closely associated.  Ophthalmic and EN.JT. units should, how-
ever, be closely associated with Regional and General Hospitals
rather than in a separate hospital,

Frvir HoseITAL SERVICES

6.44 We reconunend (hat Fever Hospitals cease to exist as separate
entities, Nowadays, owing to the considerably reduced incidence of
notifiable infeclions diseases and their more cffective trealment and

Wiedical Stafling Strocture in Scottish Hospitals 1LM.S.0. Edinburgh, 1964,
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control, the maintenance of these institutions on an independent
hasis—except as emergency accommodation for El‘lﬁjOI‘ cpidcinic
diseases—is no longer necessary nor desirable on medical or cconomic
grounds, However, it will be absohnely-——mdeed nquamngly__—-
necessary (0 maintain an organisation of doctors cxpgnenoed_ in
treating infectious diseases, and nurses experienced in barrier nursing,
for purposes such as those outlined in paragraph 6.45. These doctors
and nurses should constitute the basic stafl of an isolation unit which
would be geographically and administratively integrated with a
General or Regional Hospital, Such a unit should, prefprably, be
scparated physically from the main building: but il not, it must b_e
designed so that the transfer of airborne infection cannot occur, This
may well pose a serious architectural and microbiological problem
which must be solved before implementation of this suggestion (fhat
it might be feasible to place these units under the main hospital
roof) can be allowed.

6.45 The isolation unit should deal with the following types of case :

(1) Adults and children suffering from fevers necessitating
isolation.

(2) Patients suffering from antibiotic resistant infections because
they are a hazard to other hospital patients.

(3) Paticnts undergoing immuno-suppressive therapy, necessary
for the treatment of certain malignant conditions and in the
nanagement of homotransplants, will necessitale the
development of isolation uniis for this pwrpose in the hospi-
tals where this work is carried out,

(4) Patients suffering from major burns.

Thesc categories cannol be mixed in onc arca, bul very many of
the techniques involved ave common o afl, and it is, therefore,
appropriate that they should be under the same medical supervision,
Problems of the above nature are emerging as most important aspecls
of hospital planning, As there are many new considerations involved
we suggest that they be considered promptly by a body of architeet-
ural and medical experts.

PsvotmaTey

646 The present number of beds available for psychialric patiends
throughout the country is generally considercd excessive. The large
number of mental hospital beds is due particularly to the fact that
many senile patients are admitted {0 mental hespitals who shoukl
be ‘ﬂccmnmodated elsewhere.  Poor cconomic circumstances, lack of
aclive therapy, including rehabilitation and physiotherapy, and in-
-txdequate ‘com.munity services tend to force the elderly into quite
Inappropriate institutions. This is a matler which had alicady been
fully examined and documenteq by a speciul Commission® and sonte

*Report of the Commission of Enquiry on Mental Ilness, 1946,



13

of these [actors are already being corrected. Our terms of reference
are essentially concerned with the organisation of general hospitals
and {ull examination of the psychiatric services would be outside
our scope,

647 1t is, however, necessary lo integrale the diagnosis and treat-
ment of the mentally ill with general hospitals for a number of
reasons. Psychiairic illness may have an organic background, and
this is more easily diagnosed in the atmosphere of a gencral hospital
where a wide choice of specialists is available, The admission to a
general hospital, or investigation in ils out-patient department, tends
also fo remove some of the inhibitions associated with mental disease
and cnables psychiatrists to remain physicians with wide interests,
although having a special degree of skill in their specialty. Tt helps
undergraduate teaching and therefore assists the recrnitment of suit-
able junior staff. From the cconomic point of view, the highly
specialised services of a general hospital should not be duplicated
in a mental hospital, and this is apt lo occur if the two are geographi-
cally separated, or if there is no common staff to both institutiions.
The psychiatric training of general nurses is made possible and the
standard of training for psychiatric nurses is improved by the wider
expericnce. Finally, the close co-operation of both hospitals is
essential for rescarch. The advantages are not all one-sided : the
psychiatrist is an essential member of the staff of a general hospital
and with the increasing recognilion of psychosomatic illness Tis
influence is growing,

6.48 The recommendations which we put forward in the following
paragraphs for the associalion of Regional and General Hospitals
with psychiatric scrvices are in accord with the recommendations
contained in the report (Chap. 1V, Sections 37-49) ol the Commission
of Inquiry on Memal 1llness,

6.49  We recommend ihat a psychiatrie scrvice for short-stay patienis
be provided in every Geneval Hospital. This will necessitate an
adequate stafl of social workers and day-room accommodation for
recreation. Adequale out-patient services for the area should be
organised and a suitable number of beds should be controlled by the
psychiatric consultants. The latter stafl would be based in the local
mental hospital while holding an appointment in the General
Hospital. In the Regionai Hospitals, a unit maintained by one or
more psychiatrists shoubd be available,  Turthermore, the same stalf
would be on the stall of the associated mental hospital, which should,
il possible, be in the necar vicinity ol the gencral hospital, for the
treatment of patients needing intermediale or long-stay care. The
precise size of the mental hospitals is diflicult to assess bul they
should be considerably smaller than existing institwtions. The size
would, however, be governed by the available accommodation else-
wliere for the patients who, for econonic reasons or because of
senility, arc unable to return home. The internal organisation of
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any mental hospital for the provision of rchabi]il_:ymn ;tmtlf 01;22;
forms of therapy would be assisted by ll}e csiubh'hl?nmn ? juc‘.' 1
association with the departments of physical medicine an .scl}_'ull
medicine of the acule general hospital and ils refated intermediale
stay unit.

GERIATRIC SERYICES

6.50 Ol people are especially iiness and nccidc_nL 1)1.'(’)1‘“: and, ‘alls
they form an increasing proportion of our popula}ton, 11. is urgenf y
necessary that special provision should be made !nr their nccdf ‘[IH-
hospital beds. The targe number of elderly patients .IIIIIICCCS.‘:(I.I"I .y
and, perhaps, o their own detriment occupying beds in acute ?..uc
hospitals for social reasons or because they are chronically -min‘m,
emphasises the nced to make more suitable arrangements for lllbl!l.
While there is some variation of opinion from country to country, 1n
Scotland where the structure of the population is similar to our own
it is accepted that 12 to 15 beds per 1,000 of the population over 65
yoats of age should be provided. I we accept the recommendations
of the Royal College of Physicians, Edinburgh, 20 per cent of l.h.c
gertatric beds provided should be allocated to wssessment zm(_I rehabili-
tation and 80 per cent to long-stay wards. Experience in this country
and elsewhere indicates that geriatric beds for females should exceed
those for males in the proportion of at least 3 10 1,

6.51 Our bed requirements will need 1o be looked at further in the
light of particular population features, such as the high number of
wmarried persons, the number of elderly people living alone, and the
considerable variation throughout the country of the proportion of
the population in the elderly age groups. We arc aware that there is
an Interdeparimental Conunittee which is studying this question, and
their findings should prove valuable in determining our particular
requirements,

0.52 A major influence on our requirement of geriatric beds will be
the extent (o which social services for the old are developed.  As far
as possible, the infirm elderly person should be cared for in his own
honme rather than in an institution, 1F this is to be done 1o the Tullest
extent possible, it will be necessary 1o extend the domiciliary services
and, particularly, to expand the public health nursing services.  The
wider apptication of boarding-out arrangements and the extension of
a system of home helps and ““ meals on wheels * should ulso be con-
sidered as methods for easing the lot of the old person.  An expan-

sion in this direction of valuntary effort, both religious and lay,
should be most rewarding,

6.53 1In the investigation and treatment of old people a full range of
hospital facilities is necessary, For this veason geriatric assessment
uniis should be included in all the Regional and General Mospitals
and should be staffed and administered by physicians of consulinn(
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siptus who would be (rained in geriatvies, All persons referred to
long-siay units should be investigated initially in one of the above-
mentioned hospituls, its assessmenti unit or out-paticnt deparlment.
No person should be admitted to long-stay units without the direction
of a consultant from the acute hospital. If it is in the inlerests of a
paticnt later to transfer him back to the acute hospital this should be
made administratively easy.

6.54 The long-stay wards should provide accommodation for four
times dhe number of patients catersd for in the assessment and re-
habililation wards. 1t is not essential that long-stay wards should be
sitwaled in the main hospital, but they should be associated with it
and remain under the general clinical supervision of the consullants
attached 1o the assessment unit.  The physical medicine department
of the general hospital should be closely linked with the care given
in the Tong-stay units.

6.55 In order (o provide the maximum care for the elderly, while
using 4he minimum number of acuie care hospital beds, a domiciliary
consultation service with the family doclor, an oul-patient clinic and a
day hospital service should form part of the organisation for geriatric
care.  However, it is inevilable that some patients, although ambulan,
will require institutional care on a permanent basis, and residential
homes will be needed (or them as near their own locality as possible.
Later scctions of this Report contain recommendations regarding
specific arrangements in various regions,

TUBERCULOSIS SERVICES

6.56 Tuberculosis condinges to be a public health as well a5 a clinieal
prchlem., We consider that a major elioxt must be sustained fo
cradicate the disease. ‘I'he present machinery for population screen-
ing and for examination of contacts and the follow-up of known
cases, especially those known to harbour resistant organisms, should
be maintained. The system whereby this is operated from special
clinics by doclors primarily orientated towards the Public Health
Service should be cowtinued. Domiciliary chemotherapy can be
supervised from these clinics, However, we regard it as essential that
the clinics should be geographically transferred, as occasion offers, to
generul hospital premises, without changing the medical personnel,
in order (o bring the service into a elinical milicw,

657 ‘the clinical management of (he hospitalised  tuberculous
patient no longer requires a long period of specialist training, Tuber-
culous patients can be caved for in separate wards of gencral hospitals
and these beds might he provided for in new hospitals; nevertheless,
sunatorium beds must continue 10 be used in the interim. Elaborale
hospital facilitics are unnecessary and there is no advantage in
centralising the hospital care of tuberculous patients.  The present
smadl county sanatoria should be continued until their bed occupancy
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renders them completely uneconomic, At present there are beds in
such small units in Ennis (46), Tralee (83), Dundalk (62), Limerick
(34), Waterford (50)—total 275. Additional units of 100 beds in
Cork and Galway should be ample for present needs and would
give a good geographical spread for social reasons.. The balance of
beds for Publin and the Midlands could be prowded in Peamount
where about 300 beds are available. Tt would appear to us that the
bed needs of Dublin cannot, in fact, be greatiy in excess of 100.
The, Iocatlon of Peamount Jin relation to Dublin is not ideal. but this
dlsadvantage 1s oulwerghed byI the advantaae of freemc James
Connolly Memorlal Hosp1tal for. other hosp1tal needs.’ We se¢ no

reason why non tuberculous chest cases.should be treated in a sana-

tor1um These ‘properly belong in general hospitals, thus reducing the
dragnosnc facrlmes required in sanatoria. “The general bed require-
ments for Dublin will have to have regard to this change but we
consider that the least dislocation will be caused by using James
Connolly Memorial Hospital for these cases.

SOCIAL MEDICINE ' Y

6.58 - “As thé hosolrtals have an’ lmportant role lo play in community
medlcme wé suggest ’ that “'the Umversrty Departments of Social
Medlcme be cIosely assoc1ated with the Regloml Hospitals. Where
p0551bIe the: headquarters of the' Medical Officer of Health should be
Sltgated in the Reglonal or General Hospital. These two bedies
should be responsible for the organisation of the services provrded
by medical social workers.

MEDICAL SociaL WORKERS

6.59 The medrcai social worker assists hosp:lal p'menis in regard
to therr personal énvironmental and- social: -problems. -Many hospital
patieqts, in’ addltton lo ‘their illnéss, suffer from personal and social
stresses. ik some mst‘mces these are caused by admission to hospital
w1th 1ts consequent separatlon froi: family - ‘dnd sometimes cessation

f[earnmgs 10" OtheTs; admission ‘aggravatés a pre-existing situation.
The medlcal socral" worker helps to case these problems by the
mobilisation-'of available” social -services and financial support for
their dependants In collaboration with the medical and other staff.
and through liaison with relatives and- voluntary and statutory
orgamsatrons -the medical social. worker facilitates -discharge and
arranges for any necessary after-care. In the case ‘of elderly and
disabled patients and those with special problems, this is a most
important function. By maintaining contact with the socially vulner-
ab]erjex p'ltient she can prevent unnccessary -re- adinission Thus,
and dt the same "l.rrne he]ps to reduce the duration of stay in
hospital. We consnder that if.hospital beds are to be used efficiently
and to the best advantage of, the.community, medical social workers
shouId be regarded as. essentlal members of the staff,

( 60 Voluntary social workers havc mdde a valuabie contribution in
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the past and should be even more encouraged in the future. Sich
duties as running a library service for patients, raising funds for
patients’ comforts. and visiting elderly patients who live alone are
examples of useful social work which they can perform. We consider
that the humanitarian role of the hospital will be enhanced by
continuing to have associated with it the valuable contribution of
the voluniary worker.

ANALSTHETICS

6.61 Anaesthesiology has grown in volume and complexity over the
years and anaesthetists are now expected to be responsible for post-
anaesthetic TECOVEry Tooms and to take.a full part in intensive care.
We arc of the opinion that aeneral anaesthesm is'now the ﬁeld tof 'the
expert anaesthenst B T T T IR P ¥ I P

.,_‘

em ey
6.62 We estimate that a 300 bed hospltal would need three consul-

1ants in anaesthetics with supporting junior staff.
A, . h

LABORATORY SERVICES

6.63 Modern medicine is increasingly dependent on, laboratory
services for the prevention, diagnosis and coiitrol of disease. Patho-
logy laboratories play a ceniral role in the hospital, family doctor,
public health and forensic services. Present day .acute. hospltal
medicine demands the presence of an adequate Iaboratory service
it each hospital under .the dlrectron of a. ; medically qualified
pathologist. As a general gurde to the pr0v151on “of consullants in
pathology we cons:der that there’ should be one per 150 acute hospital
beds. Thus, a General Hospital of about 300 beds would require two
pathologlsts or a pathologist and a non- medically qualified biochemist
of senior status. Where a hospital employs a single medically
qualified pathologist, his training should be in histopathology or
clinical pathology, ie., a pathologist with competence in the four
major disciplines. '

6.64 . The four major disciplines, namely histopathology,- haema-
tology, biochemistry and bacteriology, and,some of their-associated
sub-disciplines, will be represented at.regional level. Certain special-
ised, :aspects of neuropathology, eye- pa[hology and skin patholovy will
requife centralisation. Certain others such as cervical cytelogy and
virclogy will require representation at regional level as well as the
development of centml reference hboratorres and a data processmg
service.

vt

6.65 Laboratory services are at present under extreme strain due-to
thé tendency of the work load to double every three to five years
approximately. Specialised quahﬁcat:on in one branch of the discip-
line may make recruitment of individual pathologists’ t3~ General
Hospitals difficult.  We consider that this difficulty of isolation may
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be overcome by allowing consultants (o hold weekly sessions at the
regtonal centre, We consider thal all laboratories will require some
degree of mechanisation while the larger regional laboratorics will
require maximum amtomation.

6.66 There is an acute scarcity of laboratory lechnicians in the
hospital laboratory services because the demand for laboratory investi-
gations has outstripped the capacity of laboralories in spite of
increased out-put by technicians, There is a continuous loss of
trained personnel to industry, State services and Institutes.  The
intake has also been sharply limited by the recent introduction of a
full-time one year coursg of instruction in Dublin. The recruitment
is predominantly female and the loss due to marriage is making it
difficult to fill senior posts throughout the country. All pathologisis
are agreed that the present shortage of trained technicians places the
existing services in jeopardy. This will delay the expansion of services
unless sleps are taken to remedy it

6.67 We recommend accordingly that steps should be taken 1o
make the career of the laboratory technician more attractive. Recruit-
ment of University graduates as hospital biochemists, following an
appropriate period of training in a Repgional Laboratory, should be
encouraged. This demands the creation of a new career siructure.
We recommend that this wrgent problem requires investigation by a
special commitlee.

6.68 A major development has been the infroduction of automation,
particularly in chemical pathology and haematology, and the exten-
sion of automation into bacteriology, cylology and histology is fore-
seerl in the near future, Automation will facilitate screening of the
population. Economies may resuli from this. Automation will also
assist in ont-patient diagnosis.

6.69 The regional organisation ol pathological laboratory services
will, by providing all essential services at General Hospital level,
backed by specialised services at the regional laboratory, give a
better service. There will be & more equitable distribution of facilities
and linkage of staff with a central laboratory will ensure the integ-
rated operation of the service. A more satisfactory carcer and
promotion structure will be secured. Local services at a ievel not
now available will also be provided.

6,70 1n the light of the foregoing considerations we recommend the
following distribution of the pathology services. Every General
Hospital should provide a general practitioner service, haematology
(blood transfusion, marrows and routine), biochemistry (routine and
cmcrgency),lhistology (frozen section available), autopsies and a
coroner service,

In addition, the following services should be provided at regional
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level: hagmatology and immunopathology, biochemistry, microbiology
(gencral, public health and virology), cytology and morbid anatomy.

In addition, certain agpects of the f(ollowing services will be
centralised at national level:

Bilood transfusion services,

Blood coagulation delects refercnce centre,
Neuropathology,

Eye pathology,

Skin pathology,

Virology,

Immunopathology,

Forensic pathology,

Cytology cenlre and committee

Population screening for inborn errors of metabolism,
Enteric reference cenire,

Central reference laboratory for histology and cancer,
Cytogenetics,

6.71 The following is considered to be a reasonable staffing strue-
ture. For General Hospitals it is based on o ratio of one consultant
pathologist to 1530 beds. Extra stafl may be required for teaching
purposes.

Regional Laboratory

Histopathologist (iucluding cylology) 3

Haematologist 1

Bactleriologist (including virology and public health) 2

Biochemist 1
General Hospital (about 300 beds)

General pathologist ... o 1

Biochemist ... vk

Pathologists in the General Hospitals should, where appropriate, have
sessions at the Regional Hospital,

ToxI1CoLOGY

6.72 We consider that an adequale emergency service can be pro-
vided in any cenire where there is a consullant biochemist, Regional
analysls might, however, be encouraged to deal with Lhe forensic
aspecels of loxicology. A clinical pharmacologist attached to each
Regional Hospital would serve usefu! functions; for example, in
regard to quality control of drugs, advice re possible loxic reactions
and also in the construction of clinical trials,  Advice should be
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sought from those inlerested such as university teachers ol pharma-
cology and the recently appointed National Drugs Advisory Board.

[FORENSIC PATHOLOGY

6.73 Some regional development of foreusic pathology appears
desirable and would need co-opetation in development befween the
Depariments of Justice and Health,

BLOOD TRANSEUSION

6,74 We consider that the centralised blood transfusion services
should continue as at present but that they should be integrated into
the general administrative system of the regional organisation,

DIAGNOSTIC RADICLOGY

6.75 [Lach Regional Hospital complex should have as compleie o
diagnostic service as required for its general and specialised needs.
Every General Hospital must have a routine diagnostic scrvice with
at least two radiologists, Where an unduly large amount of travelling
is involved wn additional radiologist muay be required.

6.76  'We wish to draw attention to a number of important problems
which exist in the radiological service. These are:

(iy The seed for adequate equipment
(it} The ueed for adequate space

(iii) Expansion taking place in the field of radiology has high-
lighted the shortage of radiographets. In order to ensure
that an adequate supply of radiographers will be avaitable,
the existing arrangements for their training should be
reviewed. To make it more attractive as a carcer a better

pay structure and better apportunities for promotion should
be provided.

(iv)  Adequale secretarial help should be available for radio-
logists.

RADIOTIERAPY

6.77 Radiotherapy units far the trealment of cancer are al present
available in Dublin and Cork. Because of the increasing cost of
equipment and the distribution of population it is probable that the
major centre will remain in Dublin, It is unfortunate that the
major centre al St Luke’s Hospilal in Dublin is separated from a
general hospital.  Future plans should envisage the removal of this
major centre to the South Dublin Regional Hospital Centre, Regional
hospital centres in Cork and Galway should have smaller units. The
Cork centre would serve the southern region while the Galway
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centre would provide at least superficial therapy. Both would be
assoviated with the Dublin centre and co-ordinated through the
Consultants Establishment Board.

DIAGNOSTIC ISOTOPES AND MUCLEAR MEDICINE

6.78 Routine diagnostic isotope facilities should be made available
at all Regional and General Hospital centres, These facilities should
be under the general control of a single central unit of nuclear
medicine. This central unit should be part of the South Dublin
Repional Hospital centre and would carry out most isotopic therapy
as woll as some of the more highly specialised investigations, The
acquisition of a reactor for rouwtine supply and for the separation of
shart-tife isotopes should be considered, not only {from the point of
view of research, but for reasons of economy. Nuclear medicine is a
separate specialty from radiotherapy, but there are sound reasons
for associating the major central unit of each with the same Regional
Hospital.




CHAPTER SEVLN

FURTHER IMPORTANT CONSIDERATIONS

PRE-REGISTRATION MEDICAL STAFF

7.1 The pre-registration year is regarded by the Medical Registra-
tion Council and the General Medical Council of Greal Britain as
the last stage of the period of basic medical education. It is equally
divided between medicine and surgery. Ar present such posts are
recognised by the Medical Registration Council if ii constders the
facilities of the hospital to be adequate for the training of inferns.
Under existing legislation (the Medical Practitioners Acts) it is the
responsibility of the Medical Regisiration Council to ensurc that
such posts provide adequate facilitics, This contrasts with Great
Britain where the responsibility lies with the individual medical
schools, We suggest that these posts should be supervised maore
closely by the medical schools and the Regisiration Council. This
supervision would help to ensure that adequaie living accommodation
is provided and married quarters made available, There should
also be library facilities, teaching ward rounds, staff conferences and
active laboratory services. Each intern should have no more than
30 beds under his care and preferably considerably less {e.g. 15),
and the educational nature of the post should be fully understood
and accepted by all concerned. A repistrar must be available, so that

the intern is not prematurely exposed to complete clinical
responsibility.

House OFFICERS

7.2 ‘These posts are normally held after completing the intern year
and may be in general medicine, general surgery or certain speciallies,
The tenure is usually up to a period of three years. A doclor must
at least have completed the intern year and two further years as
house officer before being appointed a registrar,

REGISTRARS

7.3 This is both a service and a training post, and, in considering our
registrar requirements, account must be taken not only ol the service
needs of the hospitals but also of the training needs for future hospital
consultants, Tf a hospital is o attract registrars it must be large
enough, and the work must be suificiently varied to enable adequate
registrar training to be developed. A select number of senior registrar
posts should be filled through the Consullants Establishiment Board
by registrars who have had at least three years registrar experience,
who have a higher degree, and who are regarded as being suilable
candidates for possible future consultant appointments.

Senior registrar posts must be confined to a realistic number in

82
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relation to the likelihood of further consultant appointment. Senior
registrars, in order to avoid excessive numbers, must be appointed by
the Consultanis Establishment Board.

74 Registrars should be appointed on a regional basis. Arrange-
ments must be made to allow the registrars to rolate through the
various departments of medicine or surgery, as appropriate in the
hospiials of the region.

POSTGRADUATE TRAINING

7.5 Postgraduate training in medicine, surgery, pathology, radiology
and other similar branches will be greatly facilitated by the creation
of larger hospital units throughout the country as proposed in this
Report, Larger institutions with more staft can more readily provide
registrars with broad experience and better opporlunities for con-
ferences and exchange of information. Many bodies granting
specialist qualifications [ay down increasingly stringent registrar
training requirements including the provision that the training
hospital must be of a certain minimal size, that it should possess
adequate facilitics in radiology and pathology and have an active
medical library. Hospital authorities, including the Regional
Hospital Beard, must be fully alert in meeting the regulations which
govern various training schemes, if we are 1o altract traince medical
staff of good quality.

StuDpy LEAvVE

7.6 We suggest a study leave allowance for registrars to be arranged
through their hospital management committees. We consider that
stalfs in general should be encouraged in all hospitals to attend
refresher courses, lectures and conferences.  Travel abroad to
specialist and international meetings by consullants should also be
encouraged and supported.

RESDZARCI

7.7 Medical resemveh s an essential part of modern hospital
aclivity, Professional standards are improved if practised in the
atmosphiere of questioning selfcriticism, Furthermore the enthusiasm
of a clinician in his daily routine is enlivened by the sense of exciw-
ment engendered by the pursuit of knowledge. Research is a vital
factor in the education of junior staff. Research should not be
looked upon as an intellectual luxury. Clinical research is vitally
important for a dynamic health service @ it prevents slagnation {n the
development of new ideas and ensures that patients are treated by
methods which are up {o international standards,

78 The term “clinical research™ should, strictly speaking, be
reserved for research in which a patient is personally involved. Not
all vesearch in hospitals can be lermed clinical as the following
classification indicates :—
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(1) the social surveys of illuess and their correlation with a
wide variety of possible aetiological [actors;

(2) the pursuit of the cause or treatment of disease by develop-
ing new tlechmques.

(3) the analysis of the results ol a new procedure or drug;
(4) the analysis of the cost of particular treatmenis;

(5} the pursuit of fundamental questions by the co-operation of
the patient,

The overall responsibility for the promation of research lies with the
Medical Research Conncil which at present controls a far too limited
budget for its many requirements. The Council spends less than
£30,000 per annum in clinical rescarch—a sum which is totally in-
adequate. We must emphasise also that medical schools have a clear
responsibility for promotion of the more fundamental or less
immediately applicable research in teaching hospitals. This should
involve the Department of Education, acting finally through the
medical schools. Tn recent years an increasing antount of money for
research has conte from private sources and is collected by socicties
devoted 1o the study of particular diseases. This is a laudable public
activity but it has the disadvaniage that available funds are apt to
fluctuate with economic changes and thus it inhibits the organisation
of long-term research projects which require a greater degree of
continuity of employment.

7.9 The main responsibility of the variows hospital authorities in
the matier of rescarel: should be to enswre that adequate space is
available for the development of research mmits in every major hos-
pital. Special laboratories are cssential for most clinical research
deparlments,  These are often separafe from the main central
laboralory unit or separate even from the service laboratories, which
high grade specialties such as gastroenterology, endocrinology, meta-
bolisny, ete. require for their routine function. Tn the modern teaching
hospital each department should have access lo a research laboratory
unit including animal research facilitics,

7.10 We are conscions of the ethical problems which ave liable tao
arise in the organisation of some clinical research., It is, therefore,
imperative that a hospital authority ensure that research is never
dewrimental to the welfare of the patient, is never performed wilhout
his knowledge and consent and should in some respect be capable of
helping to improve medical practice.

Mebpical RECORDS

7.1 Well-kept and competently serviced medical records form an
integral and vital part of an cflicient hospital systemn, While it is
not within the scope of this body to make detailed proposals on this
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subject, nevertheless we consider it to be of such importance that we
make the following recommendations :

{i) Each hospital must hiave a ceniral vecords office adequately
staffed and working to the best of its ability pending the
development of a national system.

(i) The hospital record system throughout the country should
be standardised.

(iii) Tt should be on the unitary system, ie. all the data relating
o a particular patient should be contained in a single fil
under one continuing number.

(iv) The basic documents should be designed in a form suitable
for data-processing.

(v) Emphasis must be laid on the confidential nature of medical
records and they must be so labelled. It is essential that
stalf dealing with such documents are informed—and
constantly reminded—of (his fact,

7.12  The developmeni of a national system of hospital recosds will
involve the use of computers. Subject to the advice of experts in this
important matter, it would sccm best to us to create @ full-scale
computer service which would retain all the data relating to hospital
patients at a single nalional centre. The most important feature of
this service would be the availability at short notice of the previous
hospitul records of every patient, irvespective of the hospital or
hospitals involved. Tn addition, the standardisation of records and
access 1o a computer would make available a great wealth of medical
malerial for siatistical use, for example in research, commumity health,
Thospital planning, drug usage and ambulance services. As we have
heen informed that the recording of clinical data demands a bigger
computer than ihat necessary for the narrower field of statistical data
manipulation, we realise thal there may be a conflict of interest in the
use of compulers for these two purposes and we consider that this
matter should be examined in greater defail by an appropriately
qualified group.

7.13  In order to [acilitate the selting up of an eflicient and stan-
dardised records system in every hospital, expert advice should be
available immedialely to the hospitals,  An advisory board of this
naturc should have a high coinponent of clinicians experienced in
hospital records,  We consider that this matter i one of grewd
urgency.

LisrAary

7.14  An adequate library and reading room must be available in
General and Regional Hospitals and will be essential if the statutory
requirements for intern appoiniments are to be fulfilled.  There should
be a regular supply of hooks and journals.

R |
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MEDICAL TLLUSTRATION

7.15 The importance of medical illustration for teaching, research
and record purposes should be recognised and all the main hospital

cenires should have an adequately staffed and equipped department
to provide this service.

NuURrsEs

7.16  We ave fortunate in the Republic in having excellent eandidates
for the nursing profession, This is by no means common throughout
the world and we should encourage it by ensuging good cenditions
for the nurses, hoth in education, statns, remuneration and repre-
sendation, TFacilities for post-graduate training should be developed.
Post-graduate training should cncompass praciical and theoretical
aspects ol nursing including administration.  Nurses should be
selecied for post-graduale training on application for training in any
of the courses of the curriculum by a selection commiliee. Successful
candidates should derive an incremental salary benefit,

717 A wider range of promotion opporiunities, modelled on the
recommendations of the Salmon Report', shoukl be provided for
nUrses.,

7.18  All nursing posls, including and above the level of stalf nurse,
should be permanent and pensionable. Every efiort should be made
lo achieve standard conditions of service and remuneration for all
nurses in the hospital service, Certain nursing duties of a demanding
nature, such as occur in operating theatres and intensive care umits,
should receive a bonus over and above the basic pay. The terms of
remuteration should be determined by an independent tribunal.

7.19  Irish nurses retwrning (rom British hospitals to work in Ireland

should receive credit for their cross-channel service in fixing their
remuteration,

720 Nurse training schools should be associated with the Regional
and General Hospilals by arrangement with An Bord Altranais.

721 A representative of the nurses of the region should be on cach
Regional Hospital Board.

PARAMEDICAL SERVICES

7.22 The increasing importance of paramedical services must be
recognised as n feature of modern hospital orpanmisation, Such
services include radiographers, physiotherapists, laboratory tech-
nicians, medical social workers, dieticians, orthoptists, speech
therapists, and technicians in electronic medicine e.p. electroence-
phalography and electro-cardiography. Each such service group may

Report of the Committee on Senior Nursing Stafl Structure, 1966 11.M.5.0.
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itsell already be governed by its own organisation in regard to
standards of education and employment. In such cases it remains
for the hospital authority to promote the environment necessary for
education both for basic qualification and for continning improve-
meng .Of standards of work. However, in partially or incompletely
organised groups, we fecl that it may be necessary for the Department

of Health {o take the inilintive in laying down he courses and
standards,

Pusric RELATIONS AND COMMUNICATIONS

723 We consider thai hospital authorities generally have inadequate
arrargerents for dealing with the public from the public relations
point of view. The criticisms most frequently heard relate to the
casually and out-patient departments, Delay in dealing with patients
in these departments is often unavoidable and we are unaware of
any system which completely surmounts it, but a worried patient or
anxious relative cannot be expected to be conscious of the problems
involved. An explanation, a rcassuring word, some indication that
the patient is not being ignored or forgotien are simple but welcoms
gestures which, not infrequently due to stress of work, may be lacking.
To remedy this sitnation it is not necessary to create an expensive
public relations system. The appointment of a number of girls,
specially selected for their sympathetic and understanding qualities,
whose sole dutics would be to receive patienis and their relatives
at the hospital, to explain delays and deal paliently with enquiries
would, we fecl, be a simple but valuable measure which the public
and the profession would appreciate.

7.24  Every hospital should have sufficient telephone lines and tele-
phonists (o ecnable its normal business to be contracied without
unreasonable delay.  Telephonists should be given some training on
attitudes to be adopted in dealing with the public. Internal communi-
cations should be such that personnel can bhe contacted quickly.

7.25  We consider thal patienis who have travelled long distances Lo
out-patient clinics and others who may be delayed while awailing
investigation or treatment should, if they wish, be able 1o get a meal
at the hospital, We are of course, conscious of the limited and over-
crowded [acilities in many of our present out-paiient departments and
we would recommend that the future planning of these departmenis
should include provision for cafelerias.

CENTRALISED SERVICES

7.26  We consider that the centralised services provided by the Blood
Transfusion Service Board, the Hospitals Joint Services Board, the
National Drugs Advisory Board and the Mass Radiography Asso-
ciation should be brought into close association with the proposed
regional authorities when they have been established. This would
be facilitated by the appointment of representatives of the various
Regional Boards Lo the Boards of these four hodies.
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7.27 We consider that the concept of separating appropriate ancit-
lary services from indivicdual hospitals and basing them on central
units should, in the interests of efficiency, continue to be applied with
due regard for the provision of proleciive mechanisms to guard
against cmergency break-downs.

AMBULANCE SERVICE

7.28 The concenfration of active care hospital services indo a small
nmmber of centres increases in imporfance of the ambulance service
and makes it essential that it be brought to the highest level of
efliciency. As a first step, we recommend that the Minister for Health
establish an Ambulance Board to advise him, and, eventually, the
Regional Boards, on the varions medical and technical aspects of
organising and operating an ambulance service, The Board should
include appropriate medical representation together with engineers
and persons experienced in communications and the organisation of
emergency services, The present ad hoc committee in charge of the
training of ambulance personnel would appear 1o us to be a suitable
body on which to base the initial Board.

729 The ambulance service should evenlually be organised on a
regional basis but close co-ordination between t(he varvious regions
would be important, Each region should have an ambulance
commiliee lo keep the service in its arca under review.

7.3¢ There should be an ambulance control centre in cach Regilonal
and General Hospital. This centre would be in communication by
radio-telephone with its ambulance vehicles and with the ambulance
stations in the periphery. Pending the development of the various
Regional and General Hospitals envisaged by us, provision should be
made for all hospitals dealing with emergency cases to be in
radio-lelephonic communication with the ambuolances so that advance
warning may be given when emergency cases are being brought in.

731 Responsibility for ensuring the eflective operation of the
ambulance stafl and equipment from the medical aspect might be
assigned to a surgeon or an anaesthetist at each hospital centre where
there is an ambulance control. A {ull-time Ambulance Officer at
each cenire would have responsibility for the day-lo-day operation
of the service at the cenire and its associated peripheral stations. e
would also be concerned with the organisation of the routine transport
of patients.

7.32  Lxpensive, highly-equipped ambulunces should not be used for
the rouniine transport of patients suffering from non-urgent conditions.
Public transport should be used where {easible and the number of
minibuses used by Regional Haospital Boards for this purpose might
be increased.
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7.33 1t is essential that there should be medical supervision through
the proposed Ambulance Board of the emergency ambulance services

operated by the Dublin, Cork, Limerick and Din Laoghaire Fire .

Brigades. These should be integrated with the regional ambulance
service.

7.34 We nole the valuable contribution which the emergency heli-
copter service has made since its introduction a few years ago. This
service, ltke the road ambulance service, will increase in importance
as the hospital system becomes more concentrated. A drawback in
the helicopter service is that its use is resiricted to the hours of
daylight. Small acroplanes should also be considered for ambulance
use. We would also urge the Minister for Health to talee up with the
Depariment responsible the question of the reduction or withdrawal
of the present high charge for the services of the helicopter.

735 Some private concerns have shown praiseworthy initiative in
establishing commercial ambulance services which are equipped to
deal with emergency work, The changes we envisage in the public
ambulance services should recognise that these firms will continue to
perform a uselul role in this field,

PrivATE Brps

736 We consider that both the General and Regional Hospilals
should have an adequate provision of beds for persons seeking private
accommodation in order 1o ensure that the most scientific care will be
available to all at the terms they desire.  Where specialised units are
concerned there should be an appropriate component of private beds.
The more highly specialised the specialty, the greater the necessity o
localise its private beds within the unit, for the greater salety of the
patient. It would seem to us that this component of private beds in
the above circumstances would be in the order of 15 per cent of the
total beds of the unit.

SINGLE RooM ACCOMMODATION FOR ELIGIBLE PATIINTS

7.37 All public ward accommodation should have approximalely 10
per cent of their beds in single rooms for patients who, for various
reasons, should desirably be accommodaied apart from other patients.




CHAPTER EIGHT
THE WESTERN REGION

EXTENT OF THE REGION

8.1 ‘This region is based on the meadical teaching centre in Galway.
We' consider that # should consist of Counties Galway, Mayo,
Roscomuion, Donegal, Sligo, Leifrim (excepi part of South Leitrim
which is convenient to Cavan), part of Nowth-West Cavan and a
section of Morth and West Clare.

PoruraTION

82 The population of the region is approximately 500,000.
Although the populations of Galway and of a number of the towns
have shown recent increases, the population of the region as a
whole is declining © in the inter-censal period 1961 1o 1966 when 1he
nopulation of Ireland increased by 2.3 per cent the population of this
region fell by about 4.3 per cent.  We are conscious of governmental
and volunlary cfforts 1o check this lrend, but in considering the long-

term hospital requirements of the area one must have regard to
current indications.

8.3 Another demographic feature of this region, which is relevant
to any consideration of its hospital needs, is the age structure of
the population, The demand for hospital services increases rapidly
with advancing age so that for a population of fixed size the greater
its proportion in the older groups the greater is the demand for
hospilal services. In the aren comprising Connaught and Donegal
persons aged 65 and over make up 14.4 per cent of the population.

The corresponding percentage for Ircland as a whole is 11.2 and for
Duybtin City 8.6.°

ExIsTING HOSPITAL PRrOVISION

8.4 The following is the present provision in the region of hospital
beds covered by our terms of reference.

Regional Hospitals: Heds
Galway Regional General Hospital (teaching) - .. 577
Western Regional Sanatorivm, Merlin Park, Ga]w.ly .. .. 683

Couniy Hospitals:

Letterkenny . . . o . . . .. Jo8
Manorhamilton .. . .. . . . . .. 89
Castlebar .. - .. .. . . . . ., 193
Sligo a . . - . .. . .o 127
Roscommon o . . . . .. - R 3

'Census of Population of Irelnmd, 1966, Volume 11, Ages and Conjugal Conditions.
Y
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Divtrict Hospituls:

Donegal (County Donegal) v . . . - .. 48
Dungloe {(County Donegal) .. .. .. . ., L 36
B'Ll]yqlmnnon {County Donegal) .. .. . .. oo 28

Carndonagh (County Donegal) .. - - . . .. 38
Litford (County Doncgal) . .. . .. .. .. 40
Mohill (County Leitrim) .. .. .. ‘e . L3
Ballina (County Mayo) .. - . . o .. oo 90
Belmullet (County Mayo) .. .. . . .. Lo 22
Swinford (County kayo) . . .. . . 42
Boyle (County Roscommon) .. .. . o .. ]|
Clifden (County Galway} .. . - . .. .40

Voluntary Hospitals:
Portiuncula Hospital (Franciscan Sisters of the Divine MOLhCl |100L|)

Ballinasloe . 204

Shel] Hospital (Comnmtm of Mana&,cmcm) Bdllyslrmmon .. 50
Fiivate Hospitals:

Calvary Private Flospital, Galway {Little Company of M'lry) .o 65

on Sccours Home (Bon Secours Sisters), Tuam V. .. 15
fever Haspitals:

Galway .. o . . . . . . oA

Swinford . .. .. . .. .. - .. oo 15

Rosconumon - . o . . .. .. 12

OUTLINE PLAN

8.5 Inaccordance with the general principles which we have already
enuncialed, we consider that the structure of the hospital organisa-
tion for 4his region should comprise a Regional Hospital containing
community beds of a general nature for its surrounding area, together
with specialised units serving the entire region; a small number of
General Hospitals, each providing a general medical, surgical,
obstetric and gynaccological service for its area; Communily Health
Centres and District Nursing Homes providing cerfain facilities and
amenities on a local basis,

8.6 Gabway Cily with its University College, including a medical
schiool, where there is already in existence a major hospifal, is an
obvious choice as Regional Hospital centre, We recommend that
the associated General Hospifals should he located at Castlebar,
Stigo and Letteykenny.,

GaLway REGIONAL HosmTAL

87 Galway has a large modern general hospital, the Galway
Regional General Hospital, which is the main teaching hospital
associated with the medical school of University College, Galway.
There is a total of 577 beds in this hospital and, in addition, it has an
associated fever unit wilh 42 beds.  The hospilal was built as a
regional hospilal for the Weslern counties but, because ils stafl and
facilitics have not been adequately developed, it has functioned
largely us a local hospital for County Galway., The Western Regional
Sanatorium, which is alse a modern hospital, is at Merlin Park, aboul
3) miles from the general hospital, The Sanatorium has a total of
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683 bads but, with the considerable decline in recent years in the
demand for tuberculosis beds, only 158 beds (including a vacant unit
of 50 beds) are at present being used for this purpose. The remaining
beds are used for orthopacdic cases (168 beds) non-tubercular chest
conditions (116 beds) and geriatric patients (241 beds).

8.8 Steps have already been taken to amalgamate the Regional
General Hospital and the Regional Sanatorium 1o form a major
hospital group with a total of about 1,300 beds. We consider that the
integration of these two hospitals should provide, without large-scale
building, a hospital complex with suflicient accommodation (o cater
for all the specialties of the region, together with a large part of its
community bed requirements. In order that a hospital organisation
of this size may function with maximum efliciency the standard of the
supporting facilities, such as operating theatres, laboratories, ote-
patients and radiological deparlments should match that of the accom-
modation for patients. It will be & matter for detailed planning to
ensure {hat these facilitics are available, In the long term it is
envisaged that most of the acuie medicing and surgery would be con-
solidated on the present Regional Hospital site. Provision must be
made Tor site expansion in the future by land acquisition.

8.9 Ag in the case ol the other regional centres, we consider {hat
Galway Regional Hospital should contain, in addition to the more
routine medical and surgical specialties, a number of major specialised
units.  In some specialties consultants from the Regional Hospital
would do some of their work at the associated General Hospitals ancd
thus avoid the necessity of bringing all their patients into the regional
eenire,  We have recommended in Chapler Six the manner in which
the various specialties might be distributed throughout the regions
generally, In the following paragraphs we give our views as to the
extent (o which these specialtics might be provided Tor ot Galway
Regional Hospital and its associated General Hospituls,

SPECIALISED SERVICES

8.10 Neurological Medicine and Surgery. This work would be con-
fined to the Regional Hospilal. Priorily should be given to setting up
a medical neurology service and the service should be developed as
outlined in Chapter 6.

8.11 Cardio-Thoracic and Vascalar Surgory and Medieine, This
work would be confined to the Regional Hospital. The general
increase in the level of diagnostic [acilities in the region will
undoubtedly lead fo increased demands for cardio-thoracic and
vascular surgery in the future. The development of a unit in this
region is subject to the general considerations set out in Chapler 6.

8.12 Plastic Smgery, A regular visiling consulianl servier should
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initinlly be provided. The development of a special unil in the
Regional Hospital should be reviewed in the light of this experience.

5.13 Nephvo-Urology. The consultant staff will consist of «
urologist, and a nephrologist with suppoiting staff who will work in
close co-operation, particularly in the maintenance of a haemodialysis
service, .

8.14  Obstetrics amd Gynaecology. It will be necessary lo increase
the number of beds in Galway Regional complex. The balance of
maternity beds necessary for the region would be provided in the
General Hospitals, Community Health Centres and District Nursing
Homes,

8.15 FPaediatvics. We recommend increasing the staffing of the main
centre in Galway, and we consider that it should include a unit for
physically handicapped children and for speech therapy. An addi-
tional smaller unit in Sligo HMospital should be siafled by one paedia-
trician with support as needed from the Galway centre. Castlebar
Hospital should have children’s beds under the care of one of the
general physicians and be visited by a paediatrician from Galway. A
similar arrangement should be made for the paediatrician in Sligo to
visit Letterkenny.

1
8.16 Paediatric Surgery. With un actively growing demand on the ]j
paediatric service in Galway Regional Hospital, and in the region
generally, it is feft that there will be plenty of scope for a general
surgeon who would spend a considerable part of his time in paediatric
work in close collaboration with the paediairic unit of the Regional
Hospital. |

8.17 Orikopacdics. To meet the operative and oul-patient needs
ol the Region, additional consultant staffing will be needed in the
main unit in Galway. A smaller unit will be nceded in Sligo, staffed
by a consultant orthopaedic surgeon.

8.18 Ophtlialmology. The specialist oplhthalmic surgical staff
requires to be increased in the main unit in Galway, An additional ;
specialisi ophthalmic surgeon will be needed to work in the unit in f[l

Sligo. In addition, there is a need for several general ophthalmaolo-
gists in the Region. |
Cut-patient and consultative services will be provided at Castlebar ]
and Letterkenny Hospitals, 1"
|

8,19 Ear, Nose and Throat. The staffing of the main unit necds to
be increased so as to allow for the development of specialised opera- |
tive work, and the provision of an adequate consultunt service on a 1
visiting basis to the associated General Hospitals, A smaller unit
should be located in Sligo Hospital, staffed by an additional con- I‘
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sultant associated with the Regional Hospital. Out-patient and con-
sultative services will be provided at Castlebar and Letterkenny
Hospitals.

820 Socind Medicine, The university department of social medicine
should establish a unit in the Regional Hospital.

8.21 Gevintrics. The provision of an adequate service on the laes
laid down in Chapter 6 constitutes one of the main priorities in the
Western Region.

8.22 DPsychiatry. An acute psychiatric unit should be associated
with the Regional Hospital complex.

8.23 Infectious Diseases. The cxisting fever hospital in Galway is
a separate building in the grounds of the Regional Hospital, It has
a total of 42 beds. We consider that the location of this unit makes
it suitable for continuance as an lsolation unit altached to the
Regional Hospital. Responsibility for the unit should be given to the
department of medicine at the Regional Hospital and a physician
with a special interest in this work should be assigned to it as pait
of his duties. This 42-bed unit should meet in full the requirements
of the region and the existing fever hospitals at Roscommon and
Swinford should be closed.

8.24 Dermatology. A dermatologist providing a regional seyvice
should be based on a unit in the Regional Hospital.

3.25 Pathology. We consider that the main regional laboratory
should be staffed as outlined in Paragraph 6.64. An extra pathologist
may be required to provide a service at Letterkenny General Hospital.

8.26 Radiology, We recommend that the radiological services for
the region be organised in the following manner :

Regional Hospifal 4 Consultant Radiclogists.
The specialised equipment
necessary for neurological
and vaseular work and for
radicisotope scanning should
be provided.

Sligo General Hospital ; 2 Radiologists.

Castlehar General Hospital & 2 Radiologists.

Letterlcenuy General Hospital @ 1 Radiologist.

8.27 Metabolism. A metabolic unit should be developed which
would have diagnostic isotope acilities.

228 TRoutine Medical and Surpical Bed Requirements. Ih addition
to providing specialised services for the region as a whole, we con-
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sider that the Regional Hospital should meel the routine medical and
surgical bed needs of that part of the region comprising County
Galway, South Roscommon and portion of North and West Clare.
At present this area has, in addition (o the Regional Hospital and the
Regional Sanatorium, a 204-bed proprictary voluntary general Lios-
pital in Ballinasloe and a 112-bed County Hospital in Roscommon,
The future role of these hospitals is considered in a subsequent para-
graph.,  There arc also two private hospitals in the region, viz. ihe
Bon Sccours Hospital, Tuam, and Calvary Hospital, Galway. There
is also a 40-bed District Hospital in Clifden,  We propose that, in
common with other District Hospitals, this hospital should in the
future be used as a District Nursing Home for its immediate
surroundings.

CASTLEBAR GENERAL HOSPITAL

820 We have chosen Castlebar as the General Hospital centre for
Mayo in view of its central location in the county, the Fact that i js
the county town and because of Hs prospects for fulvre development,
There is already a modern county hospital in the town. This hospital
ihas recently been extended by the addition of a new maternity unit
and now has a total of about 200 beds. We consider that this
hospital should be developed further to the viable size already
recommtended for General Hospilals and be staffed as recommended.

830 There is a relatively large district hospital in Ballina. This
is at present an active medical and maternity hospital. 'We consider,
however, that with the development of a viable General Hospital in
Castlebar, 24 miles away, it would be unnecessary and undesirable to
continue the Ballina hospital in its present form. This hospital might
be assigned the function of a District Nursing Home with a unit for
routine maternity cases.

831 'This arca alse has district hospilals in Swinford and Belmullat
and we recommend that they become District Nursing Fomes for
their respective localities and be associated with the consultant
service in Castlebar General Hospital,

SL1GO GENERAL HoSPITAL

8.32  Sligo 'Nown is cenirally situated in relation fo Counties Shigo,
Leitrim and South Donegal, North-West Cavan and North Ros-
common and is a suitable Iocation for o General Hospital serving
this srea, At present it has a county hospital with 127 beds provid-
ing a gencral medical, surgical, obstetric and gynaccological service.
This is a modern hospital building and a major exiension is at present
being built on (o it.  This extension will increase the capacily of the
hospital by about 100 beds. The extension includes the provision of
specialised paediatric, car, nose amd throat, and ophthalmic units.
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833 In determining the future requirements of ke Sligo Hospital
regard must be had to the Leitrim County Hospilal which is located
in Manorhamilton, 16 miles from Sligo. This is a modern hospital
with 89 beds but, because of its location and the relatively small
population served by it, it has never become a particularly active
acute hospital.  We consider that acule medical and surgical cases
should be dealt with in Sligo only. The hospital at Manerhamilton
might assume the character of a Community Health Centre,

834 We recommend that the Sligo Hospital should be further de-
veloped 1o attain viable size and to enable it to caler for the
enlarged arca which it is proposed it should serve. 1t should be
stalfed according (o the principles already referred to in carlier
paragraphs,

8.35 There is a 50-bed public voluntary hospital in Ballyshanron,
the Sheil Hospital, which, as an interim arrangement and until the
Sligo General Hospital is sufficiently developed 1o take over this
role, will conlinue to provide an acute surgical service for Sotith
Donegal. Further consideration is given lo the future of this hospital
in a subsequent paragraph,

8.36  There are District Hospitals in Mohill (in South Leitrim) and in
Boyle {in North Roscommon). These two hospitals are at present
used largely for the care of chronic sick and geriatric patients and it
appears likely that their future role will continue to be in this field.
in South Dronegal there are District Hospitals in Donegal Town and
in Ballyshannon. While we accept the value of the service which has
been provided in the past by these hospitals we are satisfied that
small detached units such as these cannot continue to provide a
satisfactory hospital service. The effort to improve the hospital
service in this area should concentrate primarily on developing the
General Hospital in Sligo. The location of Donegal Town in relation
to its own immediate surroundings, and to the area west of it towards
Killybegs and Glencolumbkille, justifics the retention there of a
District Nursing Home. We consider that there should be peripherally
hased ambulances in this arca.

LETTERKENNY GENERAL Hosritar,

837 Tn congidering the hospital needs of the wesiern counties we
conchuded that, in view of its geographic feafures, the northern area
of Doncgal requires that special provision be made for it. The part
of County Donegal which we have in mind is that north of a line
roughly joining Barnesnmore Gap in the south east of the county o
Gweebarra Bridge on the west coast. This area has a population of
about 80,000 and, in considering its needs, we took account of its
remoteness, of its distance from the centres in Galway and Sligo and
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of the difliculty of access to it during certain winter months. We
arc of opinion that these considerations warrant the provision of a
General Hospital. It would appear to us that a hospital of about 200
beds should meet the needs of this area even though a hospital of
this size would not be in keeping with the general principles recom-
mended by us in Chapter 3.

8.38 Letterkenny is the principal town of the area and contains a
newly-built County Hospital with 108 beds which provides a general
medical, surgical, obstetric and gynaecological service for the area.
¥Ye consider that this hospital should be developed into a General
Hospital staffed by two physicians, iwo surgeons and two
obstetrician/gynaecologists. Reference has been made in previous
paragraphs to the specialist services which might be provided here.

339 The District Hospitals at Dungloe and Carndonagh provide a
useful service for remote parts of the county and we consider that
there is a special case for continuing their services as District Nursing
Homes closely associated with the consultant service at Letlerkenny
General Hospital.

CHANGE IN ROLE OF CERTAIN HOSPITALS

840 Hospitals are at present functioning in Roscommon (County
Hospital), in Ballinasloe (Portiuncula Hospital) and in Ballyshannon
{Sheil Hospital), The re-organised service envisaged in this reporl,
involving a more centralised hospilal service with larger and fewer
hospital centres, makes it impracticable in the long lerm to continue
to use these hospitals for acute medical and surgical services, In the
short-term, while the main centres are being developed to acceptable
standards, the hospitals at Roscommon, Ballinasloe and Ballyshannon
will continue, as at present, to provide a necessary service for their
immediate surroundings, Close ties should be developed between
these hospitals and the main centres. In the case of Portinncuia
Hospital and Roscommon County Hospiltal these ties should be with
the Regional Hospital in Galway while the Sheil Hospital should be
linked to the General Hospital in Sligo. With the implementation
of the programme aimed at having all acute work dealt with in these
cantres, a new role must be found for these three hospitals, one or
mtore of which might become Community Health Centres, This
might be determined in the light of experience by the Regional
Hospital Board.

PrioRITIES

841 We recommend that in ihe development of the hospits! service
in this area priorily be given o the following matters:

(i) The integration of the activities of the preseni Regional
General Hospital and the Western Regional Sanatoriom
and the provision of additional accommedation at the

[}

g
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former hospital to include improved out-patieni, operating
theafre, radiological, Iaboratory and teaching facilities,

(ii) The exicnsion of the present County Hospital at Castlebar
to provide, in particular, extra operating theatres, improved
geriatric, paediatric, radiological and pathological facilities,

(iii) The provision of improved pathelogical and radiological
Eacilities at Sligo General Hospital,

(iv) The development of geriatric services in the region generally,



CHAPTER NINE
THE SOUTHERN REGION

EXTENT OF THE REGION

9.1 'This region is based on the medical teaching ceafre in Cori,
We consider it should consist of Counties Cork, Kerry, Limerick,
Clare (exeept parts of North and West Clare), North Tipperary, most
of South Tipperary and West Waterford,

92 We gave consideration to the question whether Waterford City
would be more appropriate to a region based on Cork or to one
based on Dublin. We tock into account the fact that Waterford is
in the province of Munster and has ifs historic ties with that province,
On the other hand, if a major hospital is to be developed in Water-
ford, its service arca will extend north and east to large parts of
Kilkenny, Wexford and South Carlow which, in most regards, are
orientated towards Dublin, It is for that reason we consider it more
appropriate to associate the Waterford City area with the Eastern
Region rather than with Cork, We feel, however, that some asso-
ciation might be maintained between Waterford City and the
Southern Region. This could be achicved by having a representative
from the Southern Region on the management committee of the
Waterford General Hospiial and on the Eastern Regional Hospital
Board.

POPULATION

9.3 The population of the region is approximately 800,600. This
represented a small increase (1.1 per cent) during the period 1961 to
1966 and it took place largely in County Cork and to a smaller extent
in County Limerick. The population of Kerry declined by over 3,500
and in the remaining counties it stayed more or less static.

Ex1sTiNG HosPITAL PROVISION
9.4 The following hospitals now serve this area:-—

Voluniary Public Hospitals: [i‘zegg
Mercy (Cork City) (Sisters of Mercy) ., ce o
North Charitable Infirmary (Corke City) (Teaching} {Commities 0 20

Management) .. ‘s Y e "
South Charitable Infirmary (Cork City) (Teaching) (Commilice © 134
Management) - . o v

Victoria (Cork City) (Governing Council) .. .. v . 3‘21
Erinville Maternity (Cork City) (Governing Council) o -
Eye, Ear and Throat (Cork City) (Commitlee of Management) .. o
arrington’s (Limerick City) (Committee of Management) .. ST
St. John's (Limerick City) (Commitlee of Management) _ .. - 100
Valentia Village (Co. Kerry} (Committee of Management) .. 12
Cobh General (Co. Cork) (Sisters of Bon Sccours) .. o e

99
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Veluntary Private Hospitals:

St. Patrick's (Mount Alvernia) Mallow (Franciscan Sisters) .. .. 60
Bon Secours, Cork (Sisters of Bon Sccours) .. 279
Bedford Row Maternity Hospital, Limeric (Govcmmg Commlttec) 26
Bon Secours, Tralee (Sisters of Bon Sccours) . . - a3
Cahercalla, Ennis (Sisters of St. John of God) . - Lo 45
Large health authority hospitals: Bedy
8t. Finbarr’s, Cork, acute sections (Teachm 2) 368
Limerick Regional Genernl (Teaching) (mcludm;, paedlatru, unit m
Foynes) .. . ..o 32
Limerick Reglonal Matcmuy (Tcachmg) .. . . Lo 107
County Hospitals:
Bantry .. . .. . .. L .. .. .. 128
Mallow .. - . .- . .. . . .. 98
Trales . . . o . . - . ..o 150
Cashel . . . . . . .. .. .. 90
Clonmel ., - . . . .. .. . o114
Nenagh .. o .. . .. . .. . .o 100
Entis . ' v . . . .. - .. 16
Distriet Hospitals: Beds
Ennistymon (County Clau.) . . . o e o 24
Kilrush 1 .. . .. . . .. 38
Raheen . . . . .. o2
Bandon {County ka) - ‘e . ‘e L2
Castletownbere (County Cork J .. .. . - o3
Clonakilty {County Cot| k) . . - . - .. 46
Dunmanway i .. . . . . Lo 24
Fermoy » . . . .. . . .o a3
Kantwek . . . .. .. . . Lo 4Y
Kinsale " . v . - . Ve o 26
Maucroom " .. o - - . . . 40
Midleton " . - . - . . I X
Millstyeet » .. . .. . . - .. 23
Schull oo e V. . .. . . Lo 19
Skibbercen " . .- . . . - 1|
Youghal .- . - o . ) |
Cahirciveen (County Ker ry) . .. . . - .. 37
Dingle (County Kerry) .. . .. . - .. L4
Kenmare » . . . . . . ..o 28
Killarney » . .. .. .. ., . LM
Listowel .. . . .. Lo 33
Roserea (County Tlppermy N.R. ) . . . . ..o
Thurles - .. . P &
Carrick-on-Suir (County Ttppcraly SR. ) .. .. N .o 23
Clogheen . . . . ..o 22
Tipperary . . . . o .. 355
Lismore {County W'tlcrlond) . - o - N ..o 19
Orthopacdic Hospitals: Bedy
St. Mary’s, Gurranebeaher, Cork - .. . - L 192
St. Nessan’s, Croom . i . . . .. .. 120
Fever Hospitals! Beds
Killagney .. . .. .. - - ..o 34
St, Finbarr's, Co:k Pcvca ‘Unit . .. .. - .. 80
Croom . . e . . N L
T, B. Institutions: Bedy
St. Stephen's Regional Sanatorium .. .. . .o 494
St. Camillus Hospital Limerick (T.B. section only) .. . .. M
Edenvale Sanatotium, Ennis .. - . .. 46
Edenburn, Tralee . . . . e .. .. .o 13
Mititary Flospital: Bedy

Colling Barracks, Cork .. . s . . . . 105
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9.5 This region, and particularly Cork City and County, is char-
acterised by a relatively large number of hospitals and hospital
beds. Much of the accommodation, however, is old and obsolete and
altogether unsuitable for use as modem hospital premises, St
Finbarr’s Hospital, Cork, the major local authority hospital in the
region, is based on an old workhouse building and, although some
new building has been added in recent years, the hospital is largely
unsuitable for development into a Regional Hospital. In addition to
the general and fever hospitals, St. Finbarr's has a county home
section with about 550 beds.

9.6 The voluntary hospitals in Cork Cily, with the exception of the
Mercy and Erinville Hospitals, are also old buildings on restricted
sites. The Mercy Hospital is based on an old mansion but exten-
sive new building has been added in recent years. Erinville is a
relalively modern hospital. The Bon Secours private hospital is also
a4 modern hospital building,

9.7 The region has a total of six County Hospilals (regarding the
lhospitals at Cashel and Clonmel as forming one compleic County
Hospital). These hospitals are largely in modern buildings but they
suffer from the disadvantages inherent in small isolafed units. There
is a total of iwenly-nine District and coltage hospilals in the region.
Many of these, particularly the District Hospitals in Cork, are used
mainly as homes for the care of chronic sick and geriatric patients.

9.8 In Limerick the Regional General Hospital and Regional
Maternity Hospital are of recent construction. The two voluntary
general hospitals in the cily are in old buildings. There is also a
small private maternity hospital in this city.

9.9 Asin other regions, there is a clear need for rationalising and co-
ordinating the services provided by the hospitals in these counties.
This must eventually involve a drastic reduction in the large number
of hospitals and the development of a Regional Hospital and
associated General Hospitals in accordance with the general principles
already recommended by us.

OUTLINE TPran

9.10 'The hospitsl plan which we recommend for this region
envisages a Regional Iospital in Cork City containing about one-
third of the community bed requirements of Cork City and
County, together with most of the main specialised units for the entire
Southern Region. There will be need, in addition, for a separate
Genera! Hospital in Cork City., This hospital might be based on the
federated volunfary hospitals in Cork and might contain two-thirds
of the conununity beds and some of the specialised units. It shoull
be closely associated with the Regional Hospital, There should be a
Iaxge General Hospital with some specialist services in Limerick and a
General Hospital of viable size in Tralee. The services provided by
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these hospitals should be supplemented by 2 number of Community
Health Centres and Distvict Nursing Homes, The Regional and
General Hospitals in Cork and the General Hospital in Limerick

should all be fult teaching hospitals attached to the Cork Medical
School.

Cork Crty HospPITALS

9.11 Cork is the country’s second largest city and 2 medical teaching
centre, and it is an obvious choice as a Regional Hospital centre. Al
present, the general lospital services of the city are provided by one
local authority, four voluntary and one private hospital, together with
a voluntary maternity hospital, a voluntary eye, ear and throat hospital
and a lacal authority orthopaedic hospital. The need to have a large
modern general hospital in Cork City has long been accepted, bul,
largely due to difficulties in financing it, a project for the provision of a
new Regionai Hospital has been postponed on a number of occagions.
Two years ago the Minister for Health established a statutory body,
the Cork Hospital Board, to wndertake the planning of the hospital on
a site which had already been acquired at Wilton and planning has
since been procecding. We have no doubt about the urgent need for
this hospital as & medical and as a teaching centre and we consider

that steps should be taken to ensure that the project is completed as
soon as possible,

9.12 The six volunlary public hospitals, with a total of 659 beds,
have recently federated and we consider that this federated group
should provide the basis of a General Hospital in Cork.

9.13 The hospital beds in the city will serve the community needs of
a population of something less than 400,000 (Cork City, Cork County,
West Walerford and part of South Tipperary but excluding the
Rathluire area of County Cork), and, in addition, will provide the
majority of the regional specialties for a population of about 800,000
in the Southern Region. A planning ratio of 2.7 beds per 1,000
population to cover general medicine, general surgery, obsietrics and
synaecology indicates that over 1,000 community beds are required.
Based on the planning guides adopted in paragraph 5.12 and on the
considerations relating to the specialised services described in Chapter
6, our recommendations for the various specialised services required
for the region are set out in the following paragraphs,

SPECIALISED SERVICES

9.14  Neurological Surgery and Medicine. A unil should be pro-
vided at the Regional Hospital and staffed initially by a neuro-

sirgeon and a neurologist together with adequate junior and ancillary
stalf,

%15 Vascular Surgery and Medicine, A unit should be provided
af the Regional Hospital.
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9.16 Cardio-Thoracic Surgery and Medicine. We accept the need
for having a unit at the Regional Hospital. The size of the unit and
the type of work 10 be undertaken in it will depend on the volume
of work arising in the area. The development of this service is sub-
ject to the general considerations set out in Chapter 6. There should
be a respiratory asscssment unit in the Hospital.

9.17 Plastic Surgery. A unit ghould be provided at the Regional
Hospital, This unit should be closely associated with the cancer unit,
the dental hospital, the facio-maxillary unit and tho burns unit.

9.18 Urology. and Nephro-Urology. A specialised urological unit
staffed by at least two urologists and a nephrologist should be
developed in Cork. 'The unit could have beds in both the Regional
Hospital and the General Hospital but should be under unified
staffing control. Urology should be carried out in both the Regional
and General Hospitals, Tt is envisaged that mnephrology, including
huemeodialysis, will be centred in the Regional Hospital, while the
major parl of the urological services will be done in the General
Hospital,

9.19 Obhstetrics and Gynaecology. The obstetrical and gynaeco-
logical bed provision for the Cork area presents a rather special
problem. The obstetrical department at St. Finbarr's Hospital, built
within the past 12 years, comprises 52 beds. The obstetrical unit at
the Bon Secours Hospital has 59 beds with all modern facilities and
has, in recent years, served as the obstetrical unit for many middle-
class patients who would not normally use the Hospital for other
than obstetrical services. It should, therefore, we feel, receive con-
sideration in the planning of the obstetrical services in the area.
When the obstetrical beds at the Bon Secours Hospital, together with
those at the Community Health Centres and District Nursing Homes
are allowed for, we estimated that 130 further beds are necded. We
recommend that these be provided in the General Hospital complex
and that they ultimately replace the present maternity unit in St
Finbarr's Hospital. At present 55 of these beds are already provided
for in the Erinville Hospital. In the interim, there should be closer
co-ordination hetween the obstetrical vnits in Erinville and St
Finbarr's Hospitals.  We recommend that two-thirds of the
gynaecological beds required should be in the General Hospital and
one-third in the Regional Hospital. The University Depariment of
Obstetrics and Gynaecology would be situated in the General
Hospital, The consultant and registrar stafls should be common to
both hospitals,

9,20 Puaediatrics. At present, most of the paediatric beds in Cork
are situated in the unit in St. Finbarr’s Hospital. 'We recommend
that the Regional Hospital should similarly contain the major pro-
portion of the general paediatric beds of the area, as well as the
beds which would be used for specialised regional paediatric work.
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The General Hospital should have a smaller paediatric unit, but the
service would be shared between the paediatricians who would be
jointly appointed to both hospitals. 'The Universily paedtatric depart-
ment shouold, in due course, be in the Regional Hospital. The
General Hospital in Limerick should have a paediatric unit while
the Tralee General Hospital should have paediatric beds. A surgeon
suitably trained should devote an appreciable part of his lime to
paediatric surgery.

9.2t Orthopaedics. This region has at present orthopacdic hospitals
in Gurranebraher, Cork (192 beds) and Croom, Limerick (120).
There is also a unit of 25 beds in Tralee County Hospital. The
planning ratio of 0.33 beds per 1,000 population puts the total bed
requirements of the region at 264. Tt would seem, therefore, that the
capacity of the two existing orthopaedic hospitals is more than
sufficient to meet the needs of the region. '

9.22 In accordance with the general principles which we have set
out in paragraphs 6.37 to 6.39, we recommiend that the orthopaedic
hospitals should be closely associated with the Regional and General
Hospitals and that all orthopaedic surgery on high-risk patients
should be done at these hospitals. For the present, and until the
necessary facilities are available at the Regional and General Hospi-
tals, it will be necessary to contintle to a large extent the services
now provided in the orthopaedic hospitals. As Croom Orthopaedic
Hospital is 12 miles from Limerick, we consider that, as soon as
possible, major orthopaedic surgery should be transferred fo the
General Hospital in Limerick and the hospital in Croom used for
minor work and for long-stay orthopaedic patients. Operative
orthopaedic work should not continte to be done other than at the
speciatised units,

923 We recommend that this region should have a total of five
orthopaedic surgeons. Three of these should be in Cork, with beds
initinlly in S§t. Mary's Hospital, Gurranebraher but atiending botl the
Regional and Genera! Hospitals.

9.24  Accident Service. Major accident work should be carried out
in a single well developed and adequately staffed casualty unit in
Cork. This should be based in either the Regional or General
Hospital but we arc making no specific recommendations in this
regard.

9.25 Ophthalmology. The consultant staff of the region should
consist of four specialised ophthalmic surgeons, three in Cork and
one in Limerick. In addition, there would be several general
ophthalmologists in the region,

9.26 Xar, Nose and Throat, We recommend that the major unit
for this specialty in Cork should be in the General Hospital. There
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should also be well stafted units in Limerick and Tralee. The
Tralee unit should be closely associated with the unit in Cork.

9.27 Geriatrics. Geriatrics jn the region should be developed along
the principles set out in paragraphs 6.51 to 6.56. In the Cork area
much of the geriatric accommodation is provided in units which are
substandard, We suggest that these be replaced by using some of the
units which will become available when our recommendations are
implemented. ‘This consideration also applies to the Kerry area.

9.28 Imfections Diseases. There is at present an B0-bed fever
unit attached to St. Finbarr’s Hospital in Cork. This unit should
meet in full the requirements of the region and it should be possible
to close existing fover hospitals at Killarney and Limerick. Ultimately,
this unit should be replaced by isolation units attached to the
Regional and General Hospitals. The principles on which these
units should be established are set out in paragraphs 6,45 and 6.46,

9.29 Dermatology. Beds should be provided for this in both the
Regional and General Hospitals. These would service the region and
the consultant in charge would do out-patient sessions in Limerick
and Tralee.

830 Pathology. We consider that a large single regional laboratory
should be developed at the Regional Hospital to service the Cork
Regional and General Hospitals and to undertake specialised work
for the entire region. This laboratory might be staffed, at consultant
level, by three histopathologists, (wo bacleriologists, one haematolo-
gist and one consulant biochemist. In addition, the laboratory at
Limerick General Hospital might have a staff of three general
pathologists and one consultant biochemist. The laboratory at Tralce
General Hospital might have one general pathologist and one
biochemist, The pathologist in Tralee General Hospital should have
sessions in the Regional Laboratory in Cork,

931 Radiology. The main radiological department of the Regional
Hospital should provide a complete diagnostic service, including
scanning. The service should include an isotope unit and facilities
for neure-radiology. The radiologists in Cork should, as early as
possible, combine to provide an integrated service. They should have
access 1o the main radiclogical department. We consider that there
will bo need for at least seven radiologists in Cork and for four in
Limerick. There should be two radiclogists atlached to the Tralee
General Hospital and a routine radiological service should be
available there.

932 Nuclear Medicine. 1t is intended to (ransfer the present radio-
therapy unit at St. Agatha’s and the associated beds at St. Finbarr's
Hospital to the Regional Hospital Sile. This should provide a
radiotherapy service for the region. Isotope and planning facilities
should be in the Regional Hospital, Routine isotope (acilities should
be available at each of the General Hospitals.
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9.33 Metabolic Unit, A unit should be established in the Regional
Hospital. A complementary onit could be established in the General
Hospital in Cork if required. Tt would share fully the laboratory and
isotope facilities available at the Regional Hospital.

9.34 Dentisiry. It has already been decided to build a Cork Dental
Hospital and School on the Regional Hospital site. Beds for oral
services should be made available in the Regional Hospital.

QOUTPATIENT SERVICES

9.35 In Cork City these should be provided at the Regional and
General Hospitals.  Should both of these be developed at the Regional
Hospital site, facilities should be shared. [f the General Hospital is
developed elsewherc a separale outpatient department would be
needed for it. Full outpatient facilities should be developed at the
General Hospitals in Limerick and Tralee, In addition, a range of
outpatient services would be available at the various Community
Health Centres in the region.

ORGANISATION oF BED REQUIREMENTS oF Thi Cork CITY
HospiTaLs

9.36 The resultant total bed requirements of the Cork area, based

on the foregoing recommendations, may be summarised as follows :(—

Community Beds (general medicine, general 1,080
surgery, obstetrics and gynaecology).

Regional Specialties (B.N.T., ophthalmology, 265
paediatrics and urology).

Qrthopaedics and Infectious Diseases (as at 272

present available). .
Highly Specialised Unils (neutosurgery,  The actual numbers will be
plastic surgery, vascular surgery, eic.). determined in the light of
) experience but we estimate
the total figure at roughly
130 beds,

Omitting the orthopaedic and fever units, which will continue in
their existing premises for some time, and allowing for the Bon
Secours private hospital which we assume will also continue, the
balance of the bed requirement is of the order of 1,200, These beds
will be provided from two sources, the new Cork Regional Hospital,
and a General Hospital to be based on the six voluntary public hos-
pitals. We consider that the new Regional Hospital should contain
many of the specinlised units, as detailed in the preceding para-
graphs, together with about one-third of the community bed require-
ments of the area. It will also require an acute psychiatric unit and
geriatric assessment unit. We consider that doubt about the size of
individual units should not delay the planning of the new Regional
Hospital which should be done on a flexible basis with provision for
later extension, if necessary. We recommend that the General Hos-
pital shouid contain the balance of the community bed requirements
of the area, We also recommend that the General Hospital should
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contain-{as the voluniary public hospitals do at present) most of the
ophthalmolegy, E.N.T., obstetrics and gynaecology beds in the area,
including the specialised work in these branches.

537 At present, some of the voluntary hospital beds are housed in
nodern buildings, while some are in much older buidings in poor
structural repair.  We recommend, therefore, that the building of the
new General Hospital should commence as soon as the Regional
Hospital has been completed. It would probably contain about 600
beds, but it should be possible to estimate more accurately its actual
bed requirements when the Regional Hospital has been built. The
advantages of building this Hospital on the Regional Hospital site
are obvious, as it would provide the city with a single medical centre,
and enable many services to be shared most efficiently and economic-
ally. These would include, in particular, an intensive care unit, out-
patient facilities and operating theatres, while the specialised units in
each hospital would be readily available to both. If, however, this
was not feasible, the alternative we recommend is that the General
Hospital be developed on the Mercy Hospital site.

GENERAL RECOMMENDATIONS REGARDING CorRK HOSPITALS

9.38 The new hospitals which we envisage for Cork will clearly take
some years to plan and build. In the meantime, we consider that an
approach towards improving the hospital siluation in this area might
be made along the {ollowing lines :

{a) Regional specialties should be developed in existing hospitals
(e.g. St. Stephen’s Hospital) and in temporary buildings.
These specialties should be in existence and fully developed
when the Regional Hospital is completed,

(b} Il our recommendations are accepted, the appomntments in
these hospitals will eventually be governed by the admini-
strative arrangements outlined in Chapter Four. In the
meantime, steps should be taken to co-ordinate appoint-
ments of the staffs of both the present local anthority and
the six voluntary public hospitals. Consultations should
take place immediately between the management authorities
and medical staffs of both groups to see how this could be
implemented. The urgency of these consultations is stressed.

(c} Certain specialties should be developed as a unified service,
even though all their divisions may not be situated in the
same hospilal, We have in mind, particularly, histo-
pathology, microbiology and virology, chemical pathology,
haematology and radiology. This unification should result
in opportunities for individual specialists to develop their
interest in certain branches of the subject and should also
result in considerable economy by avoiding duplication of
expensive equipment.
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lthough it is not sirictly part of our terms of reference, we
@ ?ee? thit itt is worihwhile suggesting that _thc University
department of social medicine be dev'eloped in the General
Hospital. We say this because two-thirds of the cpmmumiy-
type medicine and surgery, as vtfell as qnc—t?.urd O:E _th]c
general paediatrics, would be carried out In this F‘Iosplta].
Similarly, the University departments of (_)bstctrlcs anc
gynaecology, of ophthalmology and olorhmolaryngok.)gy
would, we think, best be situated in the General Hospitai
where most of the beds in these specialties will bo loFateci.
The other clinical University departments would be in the
Regional Hospital. _ ‘ i
(¢} All investigational facilities developed euhcr. in the Regional
or General Hospitals in Cork should be availablo equally to
the staffs of both Hospitals, The entire group would be
under the control of the Southern Regional Hospital Board
which would ensure that the services provided in both Fos-
pitals supplemented each other, and that there was no
unnecessary duplication. Similarly, the staffs of both
hospitals should be so co-ordinated that every consullant
should be available for consullations in either Hospital,

Tug LIMERICK AREA

LIMERICK GENERAL HOSPITAL

939 The area which we envisage should be served by the Limerick
General Fospital consists of Limerick City and Coualy, County Clare
(except the part of Notth and West Clare in the Galway Region),
Tipperary Narth Riding and Tipperary South Riding (except those
paris which are more convenient to Cork and to Walerford). The
southern part of Offaly, in the Roscrea district, would also scem
appropriate to this area, as well as a small part of North Cork around
Rathluire. The area has a population of something over 300,000,

About 800 general hospital beds are required for a population of this
LAVACH

940 The general hospital seryice for this area, at present provided
from a variety of hospitals, should have is cenfral focus on a major
General Hospital in Limerick City, We consider that this Hospifal
should be developed on the present Regional General Hospital site,
It should provide a large part of the community bed requirements of

the area, together with the specialised sexvices as outlined in previous
paragraphs,

VOLUNTARY HOSPITALS

_9.41_ The relationship of the voluntary and local authority hospitals
in 1.,m1ﬁrick presents a special problem. Tt is clear that the concen-
tration of acute work in Limerick will involve the expansion of
cx:_st'mg facilities for diagnosis aud ireatment. In ordeg {0 obtain o
reliable estimate of these needs we consider that & careful study of
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the present service is required. Immediate consuliations might be
undertaken between the authorities and staffs of the voluntary and
local authority hospitals as to the possibilily of integrating staffs and
functions, If the voluntary hospitals are prepared to accept such
integration their staffs should have the right to appropriate appoint-
menis at the Limerick General Hospital.

TrRALBE GENERAL HOSPITAL

942 We are of opinion that because of its area, population and
geographical features County Xervy should have its own General
Hospital. We consider that Tralee, which is the county town, the
largest town in Kerry, and the cenire of the most populous part of the
county, is the most suitable hospital centre. Taking into account the
size of the population to be served and the fact that some maternity
services will be provided in (he District Nursing Homes, we consider
that this hospital should be of viable sive and staffed as defined in
Chapter Three. The implementation of this recommendation will
involve the building ol an entirely new hospital in Tralee,

CHANGE 1N THE ROLE OF CERTAIN HOSPITALS

MaLrow Counry HospiTaL

943 Mallow County Hospilal is a 98-bed hospital in a modern
building providing a general medical, surgical and maternity service
and staffed at consultant level by one surgeon and one physician,
This hospital is 23 miles from Cork and is serving an area from which
access to Cork is easy. The area north of it, around Rathluire, is
convenient 1o Limerick. We recommend that the role of this hospital
be changed to thal of a Communily Health Centre and that its acute
hospital functions be transferred to Cork and Limerick hospital
centres as appropriate.

BanTrRY COUNTY HOSPITAL

9.44 The position of Bantry County Hospital is not casily resolved.
This is a 128-bed modern hospital 56 miles from Cork Cily and
sorving the relatively isolated area of West Cork some of which may
be up to 100 miles [rom Cork. The present arca served by it has a
resident population of the order of 40,000 and is a popular iouris
centre during the summer. To leave it without a hospital would
involve hospital patients and their visitors in journeys (o and from
Cork and i is open 1o the objection that medical risk might be
involved for some emergency cases, On the other hand, it must be
accepted that with the proposed re-organisation of the hospital ser-
vices in a small number of highly developed hospital centres, small
isolated hospital units, such as (hat in Bantry, will be limited In the
seope and guality of their work and cannot hope to provide a service
of the standard available in the major centres, We appreciate the
difficulties and inconvenience which distances of this order involve,
but we feel that the paramount consideration must be to ensure that
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the best possible hospital service is available to all patients, We have
considered at length the various factors involved in cateéring for the
Baniry area and we are satisfied thal the interests of the patients will
be served best by transferring the acute-in-patient service from
Bantry to Cork when the facilities there permit of this being done,
There is a good road system connecting this area to Cork and that
its development as a tourist area will tend to improve these
roads in the future, A first-class ambulance service is necessary, how-
ever, and ambulances should be stationed in the area. This, together
with certain local emergency facilities such as blood transfusion and
resuscitation, can overcome most of the difficulties associated with
distance {rom the hospital centre. The hospital at Bantry should
continue in existence in the role of a Community Health Cenire and
full out-patient facilities should be provided there.

Ennis County HOSPITAL

945 This is a 116-bed hospital in a modern building, staffed by a
surgeon and a physician, As Ennis is only 23 miles from Limerick,
we could not coniemplale its development as an independent hospital
centre. We are satisfied that the general hospital needs of this area
can best be met from the major General Hospital in Limerick. We
recommnend accordingly that Ennis County Hospital should . bave its
role changed to that of a Community Health Centre on the lines which
we have outlined in paragraphs 3.38 to 3.40

TIPPERARY HOSPITALS

9.46 At present there are County Hospitals in Nenagh, Cashel and
Clonmel. The hospital in Nenagh provides a general medical, surgi-
cal and maternity service for North Tipperary while the two hospilals
in Cashel and Clonmel combine to provide a similar service for South
Tipperary. Our recommendation is that the role of these three hospi-
tals should be changed to that of Community Health Centres. We
realise that this recommendation involves leaving County Tipperary
without its own hospital service. H has been fundamental to our
approach, rowever, that county boundaries have little or no relevance
in the proper organisation of the hospital service and, in fact, many
areas can more conveniently be served from centres in other counties.
Nenagh is less than 25 miles from Limerick on a fast main road and
we could not justify the development there of a hospital which would
duplicate many of the services which will be available at Limerick
General Hospital. Cashel is aboui 36 miles from Limerick while
Clonmel is less than 30 miles from Waterford, We are satisfied that
the areas now served by these hospitals can be fully catered for from
the hospital centres in Cork, Limerick and Waterford. * In dpite of
the absence of a hospital within the county no potential patient will
be at a greaier distance than 60 miles from a well equipped and
staffed Regional or General Hospital (vide Map Three). There will,
of course, be available locally the out-patient facilities provided by
the consultant staffs of the main hospitals at the Cominunity Health
Centres.
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DisTRICT HOsPITALS

947 There is a total of 27 District Hospitals in this region. These,
together with the cottage hospitals in Cobh and Valentia, have a total
of nearly 1,000 beds, They can be divided very broadily into two
categories ; those which are actively engaged in providing a general
practitioner medical and maternity service and those which are used
mainly as homes for the care and maintenance of chroric sick
patients, We consider that these two categories which have
developed over a number of years should form the basis of the
future use of these hospitals : the more active District Hospitals should
become District Nursing Homes on the general lines indicated in
paragraphs 3.33 to 3.37. Some of the others can provide a useful
adjunct to the geriatric service by catering in small units in their own
locality for geriatric patients who need a minimum of medical atten-
tion, while some will become redundant. Tt will be a matter for the
Regional Hospital Board to decide which category is the more
appropriate for each hospital,

PRIORITIES

9.48 We consider that, in the development of the hospital services
in this region, priority should be accorded to the fellowing :

Buildings
1. A new Regional Hospital in Cork,

2. Extya paediatric accommodation in Limeriek _General
Hospital,

3. ' A new General Hospital in Tralee.

i

Services

1. The devclopment of the regional specialties, REUrISIEgery,
nephro-urology, and vascular surgery is an urgent necessity
and should not await the buildiag of the Regwnal Hosplta!,
buf rather should proceed forthwith.

2, The rationalisation of certain existing services (pathology,
radiology, gynaecology, ophthalmology, and etorhinolaryn-
gology) should be execufed as soom as possible after con-
sultation between the management authorities and stafis of
the hospifals concerned.

3, Immediate consultations should take place between the pro-
prictors and staffs of the voluutary and focal authority hos-
pitals with a view to cnsuring that future appointments to
both hospitals would follow a co-ordinated, rafional plan
based on the principles sct out in previous recommendations
in this report,




CHAPTER TEN
THE BASTERN REGION

10,1 We consider that the Easierm Region should comsist of the
whole of Leinster (except part of South Offaly which is mere appro-
priate to the Southern Region), County Monaghan, County Cavan
(except part of Noxth-West Cavan which is included in the Galway
Region), part of South Leitrim, East Watexford (including Waterford
City) and South-East Tipperary. The reasons for including Waterford
City and its smrounding area in this region are set out in Chapter 9.

POPULATION

10.2 At the 1966 census this region had a population approaching
1,600,000, representing a substantial increase since the previous
census in 1961, During that period the population of Leinster
increased by 6.2 per cent, and although the greater part of this increase
took place in Dublin, most of the Leinster counties also made their
contribution. The only county which was significantly out of line
with this trend was Longford where the popuiation continued to
decline sharply and has reached a new minimum population level for
an Irish county of less than 29,000. Kilkenny and Laoighis also
had smail decreases in population during this period, The population
of Cavan and Monaghan continued to [fall, while that of Waterford
City increased by sonie 5 per cent,

103 It would clearly be impossible at this stage to predict with
confidence the net outcome in the years ahead of these varied ele-
ments in the demographic situation, but the expected developments in
the Dublin area point to further substantial increases in the popula-
tion of this area. If projections which have been made in relation to
the populaiion of Dublin and its surrounding areas materialise, the
population of the whole region is likely to approach two millions
within the next 20 years. While the programme of hospital develop-
ment which is outlined in this chapier is based on existing popula-
tion figuves, the need for flexible planning to enable targeis to be
modified to adjust to changing circumstances must be kept in mind.

BxisTinGg HospiTaL ProvisION
10.4 'The following hospitals now serve this region (—

Velwtary Public Hospitals (Teaching)

Adelaide (Board of Management) .. 154
Charitable Inﬁrmary, Jervls Streat (Commtttee of M'\nagemem) .. 245
Sir Patrick Dun's (Board of Governory) . .. 168
Mater Miscricordiae (Sisters of Mercy) ‘e .. - .. 433
Meath (Commitice of Management) . .. . .. 282
Mercer's (Board of Governors) ., - . BN o124
Royal City of Dublin (Board of Ditcctors) .. . . .. 193

112
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Vohuntary Public Hospiials (Teachingy—Contd,

St. Laurence’s (Roard of Governors) . . “

St. Vincent’s (Lrish Sisters of Charity) . . .

Dr, Steevens’ (Board of Qavernors) e - .

St, Michael’s, Duin Laoghaire {Sisters of Mercy) . “ .

Coombe Malernity Hospital (Board of Manngement') .

National Maternity Hospital (Executive Committee of Governors)

Rotunda Malernity Hospital (Board of Governors) .. - .

Royal Victoria Eye and Ear (Board of Governors) .

St. Anne’s (Cancer) (Sisters of Charity of St. Vincent de I’nul) .

St. Joseph's, Temple Street (including St, Anthony’s Aux:hary
Hospital, Elm Pank) (Irish Sisters of Charity) .

Natienal Children’s, Harcourt Street (Committee of M'mﬂgemcnt)

Our Lady’s Hospital for Sick Children, Cmmlm (Commfttee of
Management)}

St, Mary’s, Cappagh (Iush Sisters of Charlty

Our Lady of Lourdes, Drogheda (Medical 1ssmnarics of M-\ry)

Voluntary Public Hospitals (Non-Teaching)

Monkstown (Trustees and Committee) iy

Drumcondra (Committec of Management)

City of Dublin Skin and Cancer, Hume St, (Buard of Manugement}

Our Lady of Lourdes, Dun Laoghaire (Sistcrs of Mercy) (The
National Medical Rehabilitation Centre) o . .

Teach Ultain (Board of Managemeniy .. ..

St. Patrick’s Infant Hospital ([r1sh Sisters of Chanty) .

Pc]qmmu:‘t) Hospital (Women's National Health Association of

relan

Incorporatcd Orthapaedtc H Iospzzal Clontarf gﬂoard of Govemors}

St. Mary’s Auxiliary, Baldoyle (irish Sisters of Charity) .. v

County and City Infirmary, Waierford (Board of Govemors)

Martin, Portlaw (Incorporated Company) .

rogheda Cottage (Comniiitee of Management) ..

Meath County Infirmary, An Uaimh (Joint (,ommlttcc of Counly
Council and Governors) . . . e .-

Drogheda Memorial, Kildare (Truslccs)

Walterford M'\temlty Hospiial, Afrmount (Med[cal Mlsswnarles of

Mary)
St. Joscph 5 Orlhopaedxc Hosmtal Coolc (Slsters of Clnnty of St.
Vincent de Paul) 'e -

Volunitary Privale Hospitals (Non-Teaching)

Bon Sccours, Dublin (Bon Secours Sisters) ., ‘e .
St. Vincest’s Privale Hospital (Irish Sisters of Chamy) .
Mount Carmel, Rathgar (Little Company of Mary) ., e .
Mater Misericordiae Private Hospital (Sisters of Mer jv) .

St. Yoseph's, Hdenmore, Raheny (Sisters of St, Joseph

Local Aunthority Hospitals (Miscellancons)
St, Kevin’s, Dublin
James Connolly Memorial HOSpual Blanchardstown .
St. Mary’s, Phoenix Park . o . - o
Orthopaedic Hospital, Kilkenny .. - .. . -
Orthopaedic Hospltal, Navan . . e .
Dundalk Sanatorivm ., . o o .

Local Authority Hospitals (County Hospilals)

Cavan gSurglcal% - . . .

Cavan (Medical . .

Dundalk .. .. “ “ e ' . .. ‘e
Kilkenny .. . . . .. . . . -
Longford .. o . v .. v . - .
Loughlinstown, .. o . o - . -
Monaghan . . .- . o - .
Mullingar .. . . - .. - .

Maas o .. . . . . . . .
Navan o e . .. -, i . .. Ve
Porttacise .. o . . . . - . -

. e I o o

158
240
203
136
265
227
208
135

63

231
91

320
220
245
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Lacal Authoritiy Flospitals (Connty Hovpuafs) Contd. C
Tullamore . . . . e s Lo 12t

Ardkeen, Waterford o . e e . . ..oo287
Wexford Surglcalg . . e o .. . 107
Wexford (Medical Enntscoxthy .. . ‘e . . 40
Local Authority Hospitals (District Hospitals)
Carlow (County Carfow) . . . .. B |
Muinebeag o o . P X
Auxiliary Hospltal (County Kllkenny) ‘e . . .. 36
Castlecomer e e e .. 30
Abbeyleix (County Laois) . . . . oo 42
Langford (County Longlord) . - . e oM
Trim Maternity (County Meath) .. .. v e . 18
Birr (County Offaly) . . ‘. . . . Lo 24
Edenderry {County Offaly) . . ‘e e oo 2
Dungarvan {County Waterford) .. . . .. .. 36
Athlone {County Westmeath) .. . . .o 99
Gorey (County Wexford) . - .. Ve . .. 28
New Ross (County Wexford) . . - . oo 21
Baltinglass {County chklow) . . . . v 42
Wicklow {County Wicklow} . .. o .. .. 28
Local Authority Hospitals (Fever Hospitals)
Cherry Orchard, Dublin .. - . . - . .o 282
Clonskeagh, Dublin . v . o o ‘e .. 149
New Ross .. - . - ‘e .. “ - .. 66
Military and Garda Hospitals :
St. Bricin’s, Dublin . . .. - . .. A |
Curragh .. “ . . o242
Leopardstown (Bullsh Ex-Scrwcemcn) . . . .o 131

(Garda Hospital, Phoenix Park . . . - .18

State Controlled Hospitol .
St. Luke’s (Cancer) Hospital .. . . v e .o 147

QUTLINE PLAN

10.5 We propose that in Dublin there should he (wo major hospital
groups representing the Regional Hospitals with at least 1,000 beds
in each, one in the North side of the City and the other in the South
side. Each of these major groups will have assoc¢iated with it at least
one General Hespital in Dublin (each containing 300 to 500 beds) as
well as other General Hospitals in the region outside Dublin,

10.6 Oautside Duablin we recommend that General Hospitals he
established at Waterford, Tullamore, Cavan and Drogheda. The
hospitals at Tullamore and Cavan should be of minimum viable size,
each containing about 300 beds. The Waterford hospital, serving a
latger population, would probably require at leasé 500 beds, When
extension work now under way at Our Lady of Lourdes Hospital,
Drogheda, has been completed ¢he hospital will have &-total of 333
beds, We estimate that this will be more than necessary to meet the
needs of the area which fhe hospital will sexve as a General Hospital,

10.7 All the foregoing figures of bed requ:rements -dre broad
estimates. The exact réquirements of the two major hospital groups
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and of the General Hospitals are subject to the general considerations
mentioned by us in Chapter Five and can only be determined affer
& closer study of the various factors involved,

DusrLin City HOSPITALS

108  Although no fixed dividing line has been drawn between North
and South Dublin for the purposes of delermining where patients
should go. it is convenient to consider separately the services pro-
vided in the North City and those provided in the South City, i.e.
Nerth and South of the Liffey.

10.9 Each of the two major hospiial groups will probably have at
least 1,000 beds and should have the usual comprehensive range of

. medicine and surgery for a community service. In addition, the
highly specialised and complex work for Dublin and its region should
be concentraled in these cenires together with certain national
services, These two centres should ultimately include, either between
them or separately, the specialties which are at present catered for
in special hospitals, such as ophthalmology, E.N.T. and radiotherapy.
In the meantime, the special hospitals should be integrated adminis-
tratively into the main hospital groups by the Dublin Regional
Hospital Board.

10.10 Each General Hospital will have a iofal of 300 to 500 beds
and will provide a wide range of general medicine and surgery,
{ogether with related specialties. It should be closely associated with
one of the major hospital groups and staffed at consultant level from
that group. A consultant’s time belween his hospitals should not,
however, be excessively fragmented. That is, only exceptionally
should he have more than one major hospital interest, though certain
sessions might be spent attending another hospital,

10.11 We accepted at an carly stage in our deliberations that cach
of the two major hospital groups should be developed on a single
sile and we gave lengthy consideration to the various sites which
might be suitable for this purpose and for the associated General
Hospitals. The recommendations in the following paragraphs about
the locations for these hospitals are made in the light of the informa-
tion available to us and we do not exclude the possibility that they
may need to be changed if planning considerations, such as the
amount of land available for building purposes, show that it is neces-
sary to do so.

LocATioN OF THD SouTd DuBLIN HOSPITALS

10,12 The main general hospitals at present in this area are the
Federated Dublin Voluntary Hospital group, St. Vincent’s Hospital,
St. Kevin’s Hospital, St. Michael's, Diin Laoghaire, and St. Colum-
cille’s, Loughlinstown, There is also a private hospital in Rathgar
(Mount Carmel} and a small voluntary hospital in Monkstown.
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The Federated Group is comprised of seven hospitals—Adelaide,
Sir Patrick Dun’s, Meath, Mercer’s, Royal City of Dublin, Baggot
Street, Dr. Steevens’ and the National Children’s Hospital, Harcourt
Street—with a total of about 1,200 beds. The Federated Hospitals’
buildings are old and out of date and one of the principal reasons
{or the federation was their replacement by 2 single hospital, which
would combine all the services at present provided in the individual
hospitals, Planning of the new Federated Hospital has reached only
the stage of preliminary investigation, A site at Ballyfermot, attached
to Cherry Orchard Fever Hospital, has been under consideration.
The new St. Vincent's Hospital is at present nearing completion on a
site at Elm Park located between the important main roads leading
from the city to Bray and Dun Laoghaire. It is close to the new
buildings of University College, Dublin at Belfield. The hospital
will contain 450 beds, an increase of over 200 on the present Si.
Vincent’s, There are also on this site a number of other units under
the control of the Irish Sisters of Charity, namely, St. Anthony’s
Rehabilitation Centre, St. Anthony’s Augxiliary Children’s Hospital,
St. Joseph’s Blind Asylum and Madonna Home. St. Kevin's Hospital
has a total of 1,286 beds but almost 900 of these are used for geriatric
patients,

10.13 A site adjoining the new Si. Vinceni’s Hospital at Elm Park
must, we feel, be the first choice for the major hospital on the South
side, Tt has a number of important advantages. The new St. Vincent’s
Hospital will be the most modern general hogpital in Dublin and it
presents therefore a snitable nucleus around which a larger complex
might be developed. Furthermore its location offers certain important
advantages. It is close to the Science Department of University
College, Dublin and is situated between two arterial roads. Another
important consideration is that land is available for further building
development,

10.14 We considered a number of possible locations for a General
Hospital on the South side, We felt that there was much in favour
of developing this hospital in association with Our Lady's Hospital
for Sick Children in Crumlin because of its central location and
because of the existence there of a large modern hospital, We
nnderstand, however, that the resiricted nature of adjoining sites
wouk) make it impracticable to consider developing a General Hos-
pital there. ‘The site of St. Luke’s Cancer Hospital in Rathgar was
also considered, but while it has certain advantages it is not ideally
located in relation to the population which it would serve. The
site of Cherry Orchard Fever Fospital in Ballyfermot was also con-
gsidered. There is an extensive area of land available; but the hospital
on the site was specifically designed for fever isolation and would not
he suitable as a nucleus for a general hospital.

10,15 The site which we considered to have most advantages was
that of St Kevin's Hospital. There is an extensive area of land
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within this Lospital site and many of the buildings are of modern
construction and should enable a General Hospital to be developed
without much new building. The hospital is conveniently situated
in relation to the main southern arterial roads and it is also close (o
Crumlin Children’s Hospital. We recomunend that a General Hospital
of not more than 500 acute care beds be provided at the Rialto end of
St. Kevin's Hospital, Architectural advice will be necessary to see
how this can best be done but we feel that it may be possible to
provide the required accommodation by erecting a central building
which would link up some of the existing buildings.

10.16 We visualise that it may become necessary at a future date to
have a second Community Hospital in South Dublin,

10.17  St. Michael's Hospital, Dun Laoghaire and St. Columcille’s
Hospital, Loughlinstown should be associated with the major hogpital
group in South Dublin. The exact role of these hospitals will have
to be determined later.

LocaTION OF THE NoOrRTH DUBLIN HOSPITALS

10.18 The main general hospitals at present in this area nre the
Mater Misericordiae (433 beds), St. Laurence’s (358 beds), and Jervis
Street (245 beds) Hospitals. The Mater is a sound and well con-
structed building and major extensions have been added in recent
years. Jervis Street and St. Laurence’s Hospitals are old buildings
and the latter, in particular, is in urgent need of replacement, The
provision of a new St. Laurence's Hospital is one of the major pro-
jects visualised in the White Paper on the Health Services and their
Further Development (1966) and a site for this pucpose has been
acquired in Cabra.

10,19 In considering the location of the major regional hospital
group for North Dublin the possibilities which we had under con-
sideration were :

(i) provision of the hospital on the Mater site by adding to the
accommodation already there;
{ii) building a new hospital on the Cabra site;

(iil) building a new hospital on part of the land atiached to St
Brendan's Mental Hospital, Grangegorman;

(iv) using the site and some of the buildings of the James
Connolly Memorial Hospital in Blanchardstown;

{v) building a new hospital in some other part of Dublin with
a high density of population or prospects for major
expansion.

We are satisficd that, if it is possible, it would be preferable to use
the existing Mater Hospital as a base on which the major regional




118

hospital group can be developed, rather than build a new hospital on
another sife and thus fxagment the desired main hospifal complex.
As the Mater Hospital is in excellent condition, the development of
this site would be the most economical solution and would avoid
the considerable delays which can be expected in planning a com-
pleiely new hospital. The Mater is centrally located in relation to
arterial roads, Its proximity to Temple Street Children’s Hospital
would facilitate the association of that hospital with the group. We
have enquired about the exient of the site which might be available
at the Maier and adjoining it for new building and it appears that
adequate land is available to increase the hospital complex up to
1,000 beds. We understand that part of the area between the Mater
site and Dorset Street is becoming available for redevelopment and
we strongly urge that this atea be reserved for hospital purposes. In
addition, the acquisition of some property in Leo Street would make
it possible to provide an entrance to the Mater from Dorset Street,

1020 The Regional Sanatoriom (James Connolly Memorial
Hospital) at Blanchardstown provides a good basis for a General
Hospital. The main hospital building with its present surgical
facilities could form the nucleus of this hospital and there is ample
land available for further building. The General Hospital would
ulimately, have up to 500 beds. We understand that the surrounding
area is scheduled for major housing development in the near future.
A further important advantage of using this hospital is that it is
immediately suitable for limited use as a General Hospital while
awaiting further development.

MANAGEMENT AND ADMINISTRATION OF THE PROPOSED DUBLIN
HospriTALS

10,21 'Fhe hospitals which we recommend for South Dublin would
involve bringing together St. Vincent’s Hospital and the Federated
Dublin Voluntary Hospitals, The major regional hospital group on
the Elm Park site would consist of the new St. Vincent’s Hospital
(both general beds and specialised units) together with a further new
hospital which would represent some of the general beds and all the
major specialised units of the present Federated Hospitals, The
entire hospital group would be under the Eastern Regional Hospital
Board but the day-to-day running of the St. Vincent’s and Federated
Hospitals on the Elm Park site would be controlled by their respective
managements who would be responsible for the policies and practices
to be {ollowed by the hospital medical staff. A South Dublin medical
centre co-ordinating committee representaiive of both managements
would, however, aim to secure the highest degree of co-operation in
the activities of the two hospitals. Central facilities, such as labora-
tory and x-ray services, should be shared and doctors from the two
hospitals working in the same discipline should have their beds
and equipment associated.

10.22 We consider thal the Geneyal Hospifal to be sited at Si,
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Kevin’s Hospital should be developed by transferring to some of the
existing buildings in that hospital the general services now provided
in one or moxe of the Federated Hospitals. The buildings allocated
for this purpose in St. Kevin’s Hospital would come under the day-
to-day management of the Federated Hospital authorities and the
remaining units would continue under the management of the St.
Kevin’s Hospital authorities, We recommend that the acuie surgical
work of St. Kevin’s Hospita! and the surgical personnel associated
with it be transferred to the surgical unit of the Federated Hospitals
General Hospital. A joint committee representative of the manage-
ment committces of both hospitals would be responsible for co-
ordinating the services and developing the various units. The staff
of the General Hospital should, in the first place, be provided from
the existing staffs of St, Kevin’s Hospital and the Federated Group.
In the future the staffs of the hospitals at the Elm Park site and the
General Hospital at St. Kevin’s should have a permanent inter-
relationship, being, as they are, part of one group. The Consultants
Establishment Board should be asked io take cognisance of this
association when making appointments. To facilitate the early trans-
fer of some of the Federated Hospitals to the St. Kevin’s site it is
suggested that the Eastern Regional Hospital Board might consider
taking over some of these hospitals for the geriatric care of persons
who come from the immediate area in which the Hospitals are located.
Such an arrangement would help to free for General Hospital purposes
some of the accommodation new allocated to chronically infirm
patients in St. Kevin's Hospital, It is possible that in the future some
similar use might be negotiated for the present St. Vincent’s Hospital
on St. Stephen’s Green.

1023 In North Dublin the major hospital group on the Mater site
should contain general beds and specialised units of the present Mater,
Jervis Street, and 5t, Laurence’s Hospitals. Temple Sireet Children's
Hospital should be closely associated with this hospital group though
retaining its present Managing Authority. The recommendations
which we have made in paragraph 10.21 aimed at achieving the
integration of the work of St. Vincent’s and the Federated Hospitals
apply equally to the grouping of hospitals on the Mater site. Thus,
while we consider that there should be separate management com-
mittees representing the Mater, St. Laurence’s, and Jervis Street
authorities, we would envisage that the organisational and administra-
tive arrangements gencrally would be orientated towards close co-
operation by the North Dublin medical centre co-ordinating com-
mittee representative of the hospital interests involved.

10.24 The development of a General Hospital at James Connolly
Memeorial Hospital, Blanchardstown should involve sections of the
staffs of the Mater, Jervis Street and St. Laurence’s Hospitals, This
is a development which, we feel, could take place immediately without
any new building if the Dublin Health Authority and the voluntary
hospital authorities concerned are prepared to accept the arrangement.
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10.25 We are very conscious that the arrangements we have sug-
gested in the above paragraphs, particularly those involving the forma-
tion of the two major hospital groups, and which are based on the
principles outlined in Chapier Three, give rise to very complex issues.
Important implications are involved not only for the hospital authori-
ties concerned but for individual members of the staffs of these
hospitals. Patience, goodwill and understanding will be necessary if
these measures are to be effectively implemented. We do not, there-
fore, feel in a position to go beyond expressing broad recommenda-
tions as to the manner in which this should be done. The detailed
aspects will need considerable discussion and negotiation. If the
Minister for Health accepts our suggestion, we consider that he
should, as soon as possible, ask the hospital authorities involved to
form commiftees representing the authorities and their stafis to
examine and recommend how these desirable measures can be
achieved. We suggest that he request them to report to him within a
siated period of time.

Muajor SpeCIALISED UnNiTs

10.26 Each of the Regional Hospital groups will provide a full range
of specialist services, with the exception of those specialties which
should more appropriately be concentrated, or largely concentrated, in
one unit. We suggest that these particular specialfies be allocated
between he two hospital groups in the manner set out in the following
paragraphs.

10.27 MNeurosurgery. The main unit would be loeated in the North
Centre. A subsidiary unit would be included in the South Centre but
the consultant staffs should be common to both centres.

1028 Vascular Surgery. There should be a full unit at each of the
main Dublin Centres.

1029 Cordiac Surgery. The main cardiac surgical unit would be
associated with the North Centre.

10.30 Urology. Units would be reguired in both the North and
South Centres. They should, as far as possible, complement each
other.

10.31 Plastic Surgery (inclading bums and maxillo-facial work).
This speciaity would be included in the South Centre,

1032 Haemodialysis and Renal Transplantation, This work would
be initially associated with the North Centre.

10,33 Hyperxbaric Unit, The work might initially be concentrated
at the South Centre,
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10.34 Gastro-enterology. Units would be required in both the
north and south centres. They should as far as possible complement
each other.

10,35 Metaholic Unit. 'There should be complementary units at
both hospital centres.

10.36 Special Maternity Cases. We consider that facilities for
maternity patienis at risk of grave medical or surgical complicaiions
should be available at each of the maln hospital groups.

1037 Orthopaedics. A major orthopaedic cenire should be
developed at St. Mary’s Orthopaedic Hospital, Cappagh to which
the consultants from the Dublin North and South regional centres
would have access. The consultant staff at Navan Orthopaedic
Hospital would also be associated with this centre.

1038 Major Accidents. Major accident work should be based upon
the two main hospital groups. Separate accident hospitals should
not be set up.

1039 Ophthalmology. We consider that cach of the (wo major
hospital groups should have an adequafe ophthalmic service, We
also recommend that one of these groups should have associated with
it a main ophthalmic centre. Due to the increasing scope and
compiexity of the specialty, it is necessary that individual ophthal-
mologists should have some branch in which they are speciaily
interested and trained so that cases in such branches can be referved
to them by their colleagues. This can be done better and more
economically in one large centre. Another advantage in having one
large centre is that it is easier to get specially trained staff, such as
surgical registrars and nurses. Furthermore, post-graduate training
and research need a large number of cases which, in g country of this
size, can be better provided by one cenire. Eye pathology, too,
becanse of its highly specialised nature, can best be developed in one
centre. We recommend that the main ophthalmological centre be
developed on the South City site. The present ophthalmic service for
children (e.g. that provided in Our Lady’s Hospital for Sick Children,
Crumlin) should be retained.

1040 Geriatric Accommodation. The assessment unils should be
in the General or Regional Hospitals and the intermediate-stay beds
should be in, or close to, the main hospital centres. Futute building
developments at these centres should provide foc this. Existing
accommodation at St. Kevin's, St. Mary’s (Phoenix Park), Cherry
Orchard Fever Hospital and some of the vacated Dublin voluntary
hospitais can be considered for long-stay geriatrics. The length of
stay in the intermediate-stay units should be limited and, within this
time limit, patients should be discharged home or referred back 1o
the acute hospitai or ta a long-stay unit as necessary.




122

10.41. Existing Convalescent Homes. We consider that the present
homes such as those at Linden, Beaumont and Cheeverstown might
be used for intermediate-stay patients requiring some degree of
nursing care, They would also serve a useful purpose accommo-
dating country -patients undergoing investigation at the main hospital
centres who do not need to occupy an expensive hospital bed.

1042 Fever Accommodation. We have outlined ealier some
general considerations relating to the isolation and treatment of
cases of infection and we recommend the abolition of fever hospitals
as separate entities. However, pending the provision of isolation
units in the general hospitals, we recommend .that Vergemount
Hospital be used as an isolation unit associated with the major
hospital group in Elm Park and that, for North Dublin, a similar
isolation unit should be developed in Blanchardstown,

10.43 Tubercalosis Accommodation. We have dealt with the tuber-
culosis bed requirements of the Dublin area in Chapter 6.

10.44, Laboratory Services. We consider that the major laboratory
services in North Dublin and in South Dublin should be centralised
at the two Regional Hospital sites. We recommend that an initial
step in the development of each of the two major hospital groups
should be the provision of comprehensive pathology on each site,

providing a service for all the hospitals forming part of or associated
with that group.

1045 Cancer Radiotherapy. This work would be associated with
the South Centre,

10.46 Nuclear Medicine. The main unit would be associated with
the South Centre,

1047 Dentistry. There should be a dental hospital atiached to the

South Dublin Centre in close asscciation with the plastic and facio-
maxillary units,

QUT-PATIBNT SERVICES

10.48 We consider that oui-patient services to be conducted by ihe
consultants from the main hospital cenires in Dublin should be
concentrated at these centres and at the General Hospitals, It may
be necessary to make special arrangements for the transport of
patients to the out-patient sessions at these centres.

HospiTaLs OUTSIDE DUBLIN

WATERFORD GINBRAL HOSPITAL

10.49 We prapose that the General Hospital centre for the South-
East should be in Waterford, There are no obvious boundaries to the
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area mvolved but in considering its requirements the following areas
might be included :—

(i) Waterford City and County, excluding West Walerford which
has been allocated to the Cork Region;

(if) County Wexford, with the exception of the northern part of
the county {from which the people may find it more con-
venient to go (o Dublin;

(iii) County Kilkenny, although there may be a tendency for
people in the north of the county to go to Dublin;

(iv) The South-East of Tipperary South Riding, including the

towns of Clonmel and Carrick-on-Suir;
(v) the southern part of County Carlow.

10.50 At present the major general hospitals in this area are in
Waterford (Ardkeen), Wexford (County Hospital) and Kilkenny
(County Hospital). We were satisfied at all stages in our considera-
tion of this area that it should be served by a single General Hospital
located at one of these three centres, The selection of one centre at
the expense of the other two posed a very difficult problem which
we examined at considerable length.

10.51 The size of Waterford City and its prospects for future
expansion give it a special claim for a hospital. At the 1966 census
it had a population of 29,842 representing an increase of 5.4 per cent
over the 1961 fipure. The fact that it has been selected by the
Government as a development cenire suggests that its expansion will
continue and perhaps accelerate. An argument against the location
of the hospital in Waterford is that it is eccentric to the area which
it would serve. While this is so, it is an argument that could be
applied to most of our major towns and cities because they are
situated on the coast. Ardkeen Hospital, which was built since the
war a8 a sanatorium and is now being used as a general hospital,
with a tuberculosis unit and a phychiatric unit, would form the basis
of a General Hospital in Waterford.

10,52 Wexford, with over 83,000 pecople, is the most populous
county in this arca. It does not, however, have a single centre of
population to compare with that in Waterford Cily. The county
town, Wexford, has 11,500 inhabitants while the second-largest town,
Enniscorthy, has a population about half this size. Geographically,
Wexford town is inconveniently located for a General Hospital, par-
ticularly in relation to parts of Kilkenny and South Tipperary.
Furthermore, any major hospital development in Wexford would
require complete new building as the existing county hospital is old
and unsuitable for further development,

10.53 Kilkenny is probably the most centrally situated of the three
centres although its distance from Wexford town (50 miles) is a factor.
Like Wexford, it has no single centre of population to compare with
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Waterford, the population of Kilkenny City being about 10,000 with
no indications of increase. There is a modern county hospital with
166 beds in Kilkenny. In addition, the regional orthopaedic hospital,
a modern buiiding with accommodation for 90 patients, is at
Kilcreene, about one mile from Kilkenny.

1054 Having carefully considered all these factors, we are satisfied
that, on balance, Waterford is the most suitable location for a General
Hospital for this area.

10,55 It is difficult to say precisely what population would be served
by the Waterford Community Hospital but it is reasonably clear that
it would be well over 200,000. A total of about 500 beds would be
necessary to provide general medical, general surgical, obstetrical and
gynaecological services for a population of this size. TFurther
accommodation would be necessary to provide for the specialised
units to which we have already made reference. Pathology and
radiology departments, staffed to provide a full range of services,
should be provided. Further accommodation, appropriately staffed,
would be necessary for specialised units in E.N.T., ophthalmology
and paediatrics. The main acute centre for orthopaedics should be
situated in Waterford. Long-stay orthopaedic accommodation should
continue to be provided in Kilkenny.

1056 The development at Waterford of a hospital which would
take over many of the funciions of the existing county hospitals in
Wexford and Kilkenny cannot readily be achieved and it is likely that
it will take place over a number of years, In the meantime, the
continued functioning of the hospitals in Wexford and Kilkenny will
be necessary to meet local demands. It should be accepted, however,
that any development or expansion of the service for the area should
take place in Waterford only. A first step towards bringing the
Wexford and Kilkenny hospitals into closer association with the
parent hospital in Waterford could be taken by giving the consultant
staff of the two county hospitals access to the Waterford General
Hospital. We have already dealt generally with arrangements of this
sort in Chapter Three.

10.57 There are two voluntary hospitals in Waterford city, the
County and City Infirmary, a 66-bed general hospital, and Airmount
Maternity Hospital which has 65 beds. We consider that at an early
date these two hospitals should be brought into close association with
the General Hospital at Ardkeen, All consultants will have the
right to appropriate appointments at the General Hospital. As
Ardkeen Hospital develops to the extent that it can take all the acute
hospital work for Waterford, the County and City Infirmary might
assume the role of a Community Health Centre,

FuTture ROLE OF WEXFORD AND KILKENNY COUNTY HOSPITALS
10.58 When the General Hospital in Waterford has developed
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sufficiently to 1ake over the acute in-patient services now provided in
Kilkenny and Wexford County Hospitals, these two hospitals will
provide services as Community Health Centres in accordance with
the general principles already outlined by us,

TulLAMORE GENERAL HOSPITAL

10.59 In the Central Midlands areas there are al present county
hospitals in Portfacise, Tullamore and Mullingar, Al these hospitals
are modern buildings, they are comparable in size and the towns
in which they are located are also comparable in size. 'The three
towns are situated on a Iine running roughly South to North : Tulla-
more is 20 miles north of Portlaocise while Mullingar is 22 miles north
of Tullamore. In our consideration of this area it was clear to us
that the development of General Hospitals in more than one of these
cenires would be difficult to justify. In considering the merits of the
different centres we had regard to the impact of our selection on the
areas to the north and to the south. If, for example, Portlaoise was
to be developed as a General Hospital centre it would infringe on
the area which one would expect might be served by Waterford
General Hospital while Mullingar, if chosen for development, might
be expecied to draw patients from Cavan without adequately cater-
ing for the Cavan/Monaghan area. The situation of Tullamore,
roughly half-way between Mullingar and Portlaoise, reasonably elose
to both and eentrally locaied in relation to the enfire area now served
by the three hospitals, gives it, we feel, a stronger claim for develop-
nient as a main hospital centre. Finally, there is the point that the
alternative to choosing Tullamore as a hospital centre is to have
hospitals at both Portlaoise and Mullingar and we are of opinion that
the development of major hospitals in both these towns, relatively
close to each other and within easy reach of Dublin, would not be
justified, Accordingly we recommend the selection of Tollamore as
a centre for a General Hospital.

10,60 The area o be served by the TFullamore Geperal Hospital
might cover roughly Counties Westmeath, Offaly and Laoighis,
together with the southern half of Longford. The southern tip of
Offaly is more convenien| to Limerick while the northern section of
Westmeath could be served from Cavan, This area has a population
of about 150,000. The size of the hospital will have to be subject to
further investigation but, in accordance with the principles already
stated, it shovld desirably have about 300 beds with the addition of
at least a paediatric unit. Other consultant services would be pro-
vided on a regional basis.

CavAN GENBRAL HOSPITAL

10,61 Oux choice of Cavan as a cenire for a General Hospital
springs from i{s central location in the north midlands area, This
area consists mainly of counties Cavan and Monaghan, together with
sections of Leitrim, Longford, Westmeath and Meath, Tt has a
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population approaching 150,000, At present there are- county
hospitals functioning in Cavan and Monaghan towns, The Cavan
hospital is contained in two separate buildings; the surgical hospitai
is in an old county infirmary building in Cavan town, while the
medical and maternity hospital is at Lisdarn, about a mile outside
Cavan town, in a building which was erected in recent years as 2
tuberculosis sanatorium. It is probable that any future hospital
development in Cavan would take place in Lisdarn as the surgical
hospital building has come to the end of its useful life, This hospital
should be constituted as outlined in paragraph 10.60.

1062 There is a modern 161 bed hospital in Monaghan. We
considered the arguments in favour of placing a General Hospital
there but we are satisfied that the location of the town.in relation
to the area which it would serve is unsuitable for this purpose.

10.63 Our consideration of the present position in regard to hospital
services in County Louth places us in a dilemma. Dundalk and
Drogheda each have a newly-built hospital. In Dundalk there is a
132 bed county hospital and there is a 245 bed hospital of recent
origin in Drogheda operated by the Medical Missionaries of Mary.
A new wing is at present being added to the Drogheda hospital and
when this is completed the hospital will have a total of 333 beds.
Both hospitals are in large industrial towns—Dundalk has a popula-
tion of 20,000 while Drogheda has 17,900—but on the other hand,
the two towns are only 22 miles apart and Drogheda is less than 30
miles from Dublin, It would be contrary to the prineiples which
guided ws in our selection of centres for General Hospitals to coun-
tenance the development of two separate viable hospitals so close to
each other and to Dublin.

10.64 Our recommendation in regard fo this area is that a General
Hospital be based on Our Lady of Lounrdes Hospital, Drogheda, and
that the County Hospital at Dundalk assame the xole of a Community
Healih Centre. The area to be served by this General Hospital might
include County Louth and paris of Counties Monaghan, Meath and
Dublin comprising a population of the order of 100,000, The Hospital
when extended to 333 beds will be a viable unit, if staffed to the re-
quirements which we have suggested, and its accommodation should
be more than necessary to serve the needs of the area, The County
Hospital at Navan will no longer be necessary as a surgical unit, It
will continue to be used as a Community Health Centre while the
surgery will be transferred to the other hospitals of the region. The
consultant staff must be suitably integrated into the proposed regional
arrangements,

10.65 The consultant staff of the Lourdes Hospital, Drogheda must
he expanded to bring it into line with the stafling standards already
recommended by us if it ig to be integrated into the regional hospital
scheme. In this connection the consultants attached to the present
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County Hospital at Dundalk should be taken on to the qtaff of
the Drogheda Hospital,

RoLe or THE DisTricT HOSPITALS

10.66 The Eastern Region has a total of 15 District Hospitals con-
taining in all, over 500 beds. Most of these hospitals have active
medical and maternity units and we consider that, by continuing as
District Nursing Homes on the lines indicated in Paragraphs 3.32 io
336 they will fill a valuable supplementary role in the hospital
service.

PRIORITIES

10.67 The most urgent priovity in this region is the replacement of
the present St. Lanrence’s and Dublin Federated Hospitals and the
creation of the two major hospital centres recommended by us at the
Mater Hospital and Elm Park sites, The first step fowards achieving
these developments shonld be the sefting wp, as a matter of urgency,
of committces representing the suthorities and stafis of the hospitals
concerned (o explore the manner in which our recommendations might
quickly be implemented.

10.68 Ii the various hospital authorities concerned are prepared to
be associated as envisaged by us the fixst step in creating the two
Dublin hospital groups might be the centralisation on the two sides
of (he pathological services for the hespitals involved,

10.69 In view of the existing condition of the Sorgical Hospital at
Cavan the provision of new surgical accommodation at Lisdam Hos-
pital should be undertaken as soon as possible.

We thank ithe Minister for Health for allowing us this opportunity
to present our views, which we hope will be of help to him in his
arduous task of rationalising the Irish Hospital Services.

We are indebted to the Secretary and the Chief Medical Oficer
of the Department of Health for the facilities which they so freely
allowed us in the preparation of this docoment,

We wish also to acknowledge the superlative service and unfailing
courtesy afforded to us by the Secretaries, Mr. J, A, Robins, B.A.,
B.Comm., D,P.A,, Mr, §. Trant, B.A., ALS, and Mr, T, O Donnagdin
during the past six months, It is fair to say that without their
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assiduous help this Report would have taken very much longer o
produce.

Patrick FitzGerald, Chairman,
Bryan G. Alton.

P. C, Bresnihan.
Dermot M, Collins,
H. E. Counihan.

W. G. FPegan.

Colm Galvin.

P. B. B. Gatenby.
William Kearney.

I. Kennedy,

W. A. L. MacGowan.
John Nash,

Sedn O'Beirn,

J, §t. L, O'Dea,

D. X. O'Donovan,

W. F. O’Dwyer.

Eoin O'Malley.

Denis J. O'Sullivan.

Joseph A, Robins, Secretary,
Shaun Trant, Assistant Secretary,
16th June, 1968.
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1966
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PUBLIC VOLUNTARY HOSPITALS
GENERAL HOSPITALS

Average |Percentage| Average | Total
Total Number |Occupancy| duration | Annual
bed of beds | (Based on| of stay | cost per
Name of Hospital Com- occupied | bed com-;  (days) | occupied
plement daily plement} Bed
DusLmN: £
Adelaide .. o 154 1173 762 159 1,988+7
Jervis Street 245 185-5* 757 12:3 2,0668
Dun’s (Sir Patnck) 168 152:9 910 154 1,736:1
Mater .. 433 369 852 15-8 1,65143
Meath ., . 282 260 922 138 1,601
Mercer’s .. 124 979 790 149 1,671-8
Royal City of
Dublin . 193 163 845 17-0 1,8963
St, Laurence’s .. 158 316-3 884 183 1,801-3
St, Yincent’s . 240 231-0 963 173 2,087:6
Dr, Steeven's e 203 163+6 806 150 1,498+
DusLmv County: ‘
Monkstown . 34 29-3 86-1 13-8 1,294-3
St, Michael’'s .. 136 119 875 13:5 1,460-8
CoRK; '
Cobh General .. 35 371 1077 470 3509
Mercy 200 2040 102:0 171 9077
North Charitable
Infirmary 12¢ 1134 945 167 1,350:1
South Charitable . .
Infiemary .s 134 1288 96'3 17°0 1,0578
Victoria . ‘e 74 61-2 827 139 1,351-7
LIMERICK
Barrington's - 94 760 809 102 1,373-2
St. John's . 100 86:0 860 10-3 959-2
GALWAY! . 1
Portiuncula, '
Ballinasloe .. 204 163:0 80-0 16:0 1,074:0
Wernnronn: d ’ '
cunty and Cit
Tnftmary o | 66 600 | 908 | 140 | 11101
Mariin  ,, ., 17 16 941 1071 284:2
Loutn: .
Drogheda Coitage 50 44 880 163 | '1,3305
Our Lady of .
Lourdes,
Drogheda .. 245 217 930 12:0 1,289:5
KILDARE!
Drogheda Memorial 17 12:0 706 162 7610
KERRY:
Valentia Villago ,, 12 78 650 421 4628
Mteath ¢
eal ount;
Infirmary Y “ 43 39:0 907 40-0 496-§
DONEGALS -
Shicl, Ballyshannon 50 30:7 613 147 1,034-1
Toraws .. | 4,031:0 | 351214 871 1541

*A block of about 50 beds was not in use during this year because of Structural
Works at the hospital,
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PUBLIC VOLUNTARY HOSPITALS
SPECIAL HOSPITALS

Total Averagt |Perceniage| Average Total
bed Number | Qccupancy| duration | cost pe r
. Com- of beds ased on | of stay | occupied
Name of Hospiial plement | occupied | bed com- | (days) Bed
ally plement)

MATERNITY £
Coombe Lying-in 128 1274 99:3 82 1,846+7
National Maternity 199 2160 108-5 89 1,546:0
Rotunda .. o 208 1852 89:0 76 2,106:3
Erinville, Cork 72 759 926 89 1,252:2
Waterford

Maternity 65 64-4 99:1 12:9 8182

CHILDREN:

National Childrens’,

Harcourt Street 91 86:1 945 14-3 1,883:6
Our Lady’s Hospital

for Sick Chiildren 320 2982 93:2 140 1,554
Teach Ultain 93 760 817 26'3 8989
Temple Street 231 2381 103-1 16:2 1,038.8

CANCER?

St. Anne's 63 487 773 148 1,534:3
Clty of Dublin Skin
Cancer 89 734 825 263 1,2656
St. Luke’s 147 114-5 779 157 1,984-7
Eve AND EAR:
Royal Victoria Eye
and Ear . 135 1150 852 9.0 1,5150
Eye, Far.and
‘Throat, {Cork) 59 52:9 897 114 1,168-4
ORTHOPAEDIC:
Incorpordted
Orthopaedic 132 33:0 629 100:8 6(3-0
St Mary s, Cap) f 220 1950 88-6 747 7361
Baldoyf 115 1199 1043 1340 5388
Our Lady of
Lourdes, Dun
Laoghalre v 115 108:0 939 52:6 1,742:9
S§t. Joseph's, Coole 160 1146 716 2311 394.8

TUBERCULOSIS;

Peamount KLy} 2300 307 1381 8862

OTHER INsmunons.

Dublin Iental

Hospital Board — — — —_— —_
Cork Dental — — — — —
Beaumont Con-

valescent Home o2 25 78-8 374 3864
Cheeverstown Con-

valescent Home 40 -0 775 168 3443
L T 154 1213

valescent Home 21 788 301 .
Clifton Convales- 4039

cent Home, Cork 35 270 711 224 3483
St, Patrick’s, Cork 76 970 1276 349:6 55711
St. Patrtck s Infant 100 87-0 87:0 1476 3439
Qur Lady’s Hospice 206 196:8 955 1832 6343
Publin Rheumatism

Clinic .. . —_ - — —_— —
Serrcial HoseiTals | 3,692 3,305-8 89:3 19:0
GENERAL HosriTals | 4,031 3,512:% 871 151
Granp Totals .. | 7,723 6,817-9 832 16-8
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J; MAJOR LOCAL AUTHORITY HOSPITALS

I
|
Average cost f
Average (1966/7) per
Bed Average |Percentage| duration

Com- daily | Occupancy| of stay | Patient | Patient
! Iplement Occupancy (days week
|
£ £ !
‘ S1. KeviN's HOSPITAL, DUBLIN ;
J Medical .. . 6635 5744 86-4 667 :
i Surgical .. . 112 108-8 971 236
Maternity o 86 1152 13440 83 |
’ Gynaecological .. 5 50 100-0 326 ]
! Paediatric ' 50 47-8 956 208 ]
' Geriatric . 280 2797 1000 983
Arthritic . 26 274 1054 584
Genito-Urinary . . 51 496 973 373
TorAaL ol 1,278 1,2079 94-3 155 153 719

James CONNOLLY MEMORIAL HospPITAL
(non T.B. section)

I Surgical .. Ve 32 \ 247 772 285 * *

51, MARY’s HospITAL, DUBLIN
Medical .. .. 116 | 774 ‘ 667 207 * *

; GALWAY REGIONAL HOSPITAL

Medical .. - 154 1557 1011 22:3
Surgical .. - .. 208 1804 861 144
Maternity . 70 469 670 82
| EN.T. .. . 18 139 712 99
Qphthalmic “ 18 20:5 $139 1543
Paediatric . 40 425 106 3 1943
Orthopaedic .. 14 166 1186 {21
Cardiological .. 40 359 89-8 327
Gynaecological ., 10 101 101:0 58
ToTAL o 572 - 5225 913 160 24:2 52:4
MurLIN PArRK HosSPITAL, GALWAY
| (non T.B. section)
Cardiological 69 41 729 219
Other non-T.B,
chest 46:2 202
" ToTaL v 69 503 729 284 * *
LMERICK GENERAL IHosPITAL
Medical ,. e 123 1089 885 104
Surgical .. . 124 1019 822 100
Gynaecological ,, 13 113 868 49
EN.T. .. . 23 151 657 61
Ophthalmic o 23 149 64:8 109
Paediairic .. 30 367 1223 102
TotAL . 336 2888 860 95 24-8 337
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MAJOR LOCAL AUTHORITY HOSPITALS

Average cost
Average {1966/7) per
. Hed Average [Percentage | duration - -
! Com- daily | Occupancy| of stay | Patient | Patient
plement | Occupancy (days) | week
£ £
LIMERICK MATERNITY FOSPITAL
Maiernity . 68 597 8§78 77
Paediatric a9 222 560 161
ToTaL 107 819 764 90 30 398
ARDKEEN HoSPITAL, WATERFORD
Maedical .. o 54 450 90-7 156
Surgleal ., o 50 44-3 886 105
Maternity . 14 iz 86-4 92
NT. L. . 22 17°2 782 79
Ophthalmic .. 16 10-3 64-4 93
Orthopaedic .. 38 370 97-4 24-8
ToTAL .. 194 1699 87-5 126 * *
ST. FINBARR'S HospITAL, CORK
Medical .. .. 112 1177 1051 226
Surgical ., . 87 827 951 212
Maternity - 52 487 937 97
Neo-natal .. 16 90 56-3 213
Dermatology .. 23 16:5 1 240
Cancer .. v 20 i67 835 599
QOrthopaedic .. 10 215 2150 162
Paediatric . 52 466 89-6 280
Gynaecology ., 6 33 550 104
TOTAL - 378 362:7 959 193 * *
SARSFIELDSCQURT HOSPITAL, CORK
(non-T.B. Section)
Cardiological 40 101 838 298
Others ‘ | 254 ] I 254
TOTAL . 40 355 888 264 * *

*Where the figures relate to a unit which forms part of a larger hospital complex
separate cost figures for that unit are not available,




COUNTY HOSPITALS

Sel

Bed Complement Average daily eccupancy Average duration of stay (days) Average cost
(1966/6T) per
HoserTaL Percentage .
Med, | Surg. | Maty. | Children| Med. | Surg. | Maty. | Children{ Occupancy | Med. | Surg, | Maty. | Children| Patient | Patient
under 16 under 16] nnder 16! Week
) - ) . L ) . £ £
Bantry .. i 32, 62 16 20 33-8 53-5 95 170 87-5 208 {152 11-5 114 186 40-4
Cashel .. .r 10 63 6 i1 i-6 48-3 4-0 5.3 &65-8 87 112 101 84 302 463
Castlebar ‘. 56 75 24 22 48-5 680 171 18-5 9G-0 96 97 65 49 240 283
Cavan .. . 44 60 34 16 379 4131 163 8-3 67-4 141 79 93 77 211 373
Clopmel .. 66 — 27 21 532 — ] 236 10-8 76-8 154 | — 87 12-3 182 324
Dundalk .. 46 58 11 17 41-6 45-8 77 10-5 80-0 180 10-3 87 &4 224 380
Ennis 40 49 15 12 41-4 43-8 | 100 83 85-2 9-4 99 74 9-4 24-4 327
Kilkepny .. 50 65 25 26 41-2 5731 201 18-0 82-3 12-4 104 7-1 10-1 21-5 312
Letterkenn L] 26 46 26 10 23-6 319 197 101 84-5 152 106 53 10-3 30-4 403
Longford i, — 50 — — — 352 — _ 704 — -3 — —_ 20-1 269-
Loughlinstown .. 20 40 28 28 64-1 3251 19-8 |- 143 703 34-7 137 8-4 171 22:9 576"
Mallow .. .. 33 | S50 5 10 29-4 47-0 1-3 76 876 i9-9 11-6 55 10-1 247 459
Manorkamilton .. 33 36 10 10 253 25-8 63 31 681 187 24-4 24 T6 158" 378
Monaghan .. 68 69 12 12 67-0 505 7-3 12-3 852 19-8 106 82 80 19-5 362
Mullingar .- 45 47 i6 — 381 43-0) 109 — 852 124 95 66 — 27-0 384
Naas .- .- 36 37 -— —_ 45-8 31-4 _— _— 830 17-9 9-5 — —_ 21-8 41-0
Navan .. .. 55 58 —_— — 46-6 58-6 —_ _— 931 227 91 —_ — 225 39-7
Nenagh .. . 40 44 10 6 34-6 33-6 9-6 101 87-1 - 201 105 71 79 266 44-3
Portlaoise . 42 43 19 20 33-6 2821 162 10-4 713 164 01 &2 T4 24-8 354
Roscommon - 39 58 10 5 T29:5 {4261 98 12-1 239 12-6 12-3 70 T-1 22-8 34-3
Sligo .- 46 65 16 — 42-5 53-4 139 — 93-5 14-2 12-7 72 — 20-6 35-0
Tralee . 68 101 21 — 43-5 51-4 | 14-3 — 785 17-0 13-1 79 — 17-0 336
Tullamore. . 33 55 21 1 255 36| 224 i20 772 117 | 100 12-6 76 25-5 382
Wexford . 38 69 15 38 304 44 107 156 69-2 233 | (107 69 T7 297 472
Totals and Averages | 1,056 |1,300 367 300 878-6 11070-2 | 269-8 204-3 80-1 15-8 10-9 7-6 84 23-4 377

NOTES:
@) Up to 60 beds are available in the County Home, Cavan to take any overflow of medical cases from the Counfy Hospital.
5) The maternity statistics for Letterkenny County Hospital include gynaecological patients.
e} The surgical statistics for Tralee County Hospital include ortho-surgical cases. There are 26 ortho-surgical beds in the Hospital.



DISTRICT HOSPITALS

Average Daily Average Duration Average Cost
Bed Cormplement Occupancy Percentage of Stay (days) {19656/7) per
County Hospital ] Occupancy
Medical Medical Medical
apd Children and Children and Chiidren} Patient
Minor | Mater- { under | Minor | Mater- | under Minor | Mater- | under | Week | Patient
Surgery | mity 16 Surgery| ity 16 Surgery | nity i6
£ £
Carlow Carlow .. 19 — 2 14-4, —_ 02 69-5 9-6 — 54 174 237
Muinebeag .. 33 — — 222 —— — 67-3 11-2 — — 10-8 172
Clare Ennistymon .. 22 2 —_ 127 20 — 61-3 12-3 70 — 19-8 31-7
Kilrush .. .. 33 5 — 286 1-7 — 797 189 68 — 15-4 37-8
Raheen .. .. 20 4 — 16-3 1-0 —_— 72:1 166 7-9 — 150 33-5
Cork (o) Bandon .. .. 17 4 2 101 0-6 01 470 784 65 22 13-6 | 1434
Castletownbere 24 2 3 163 0-6 02 59-0 25-3 62 32 134 42-1
Clonakilty . 40 4 2 162 (133 1-0 40-0 26-3 g4 163 74 474
Dupmanway . 20 1 3 154 01 01 65-0 02-4 120 9-5 o4 120-3
Fermoy . 33 9 — 34-5 i-4 — 85-3 104-1 &3 — 81 197-0
Kantuork . 31 10 8 183 1-2 25 44-9 23-5 58 &6 12:3 480
Kinsale . 16 3 3 g-8 0-6 1-5 54-1 14-7 90 169 14-6 347
Macroom . 36 4 — 51 G-1 —_ 15-5 39-3 87 — &40 1194
Midleton 23 2 8 104 0-5 06 34-8 278 43 723 12-3 604
Millstreet . 23 2 — 12:2 0-5 —_ 50-8 235 80 — 107 5083
Schull . . 15 2 2 181 a1 o4 979 445 56 129 T4 47-9
Skibbereen 33 6 2 325 1-7 04 84-4 22-3 &1 53 B2 271
’ Youghal .. 20 5 3] 164 2-3 0-7 62-6 26-0 61 3-8 104 387
Dopegal . | Ballyshannon (B) | 19, 10 ] — 165 67 — 800 179 11-6 — 167 370
Camdonagh 21 11 N 202 3877 T4 668 228 78 93 168 40-0
Donegal {c) . 37 11 — 361 89 —_ . 81-3 155 12:6 —_ 184 386
Dungloe .. . 21 2] 6 210 52 i8 778 191 95 171 162 370
Lifford .. . 34 6 — 24-7 23 —_ 68-0 22-1 53 — 152 35-5
Galway Clifden 3C g — 259 1-2 — £9-5 22-1 9-2 —_ 107 319

9tT



DISTRICT HOSPITALS (continued)

Average Daily Average Duration Axerage Cost
. Bed Complement Occupancy Percentage of Stay (days) (1966/7) per
County Hospital - Occupancy -
and Children and Children and Children; Patient
Minor | Mater- | under | Minor | Mater- | under Minor | Mater- | under | Week | Patient
Surgery | mity 16 Surgery| ity 16 Surgery | nity 16

: £ £
Kerry Cahirciveen . 27 8 2 21-8 29 25 73-5 14- 74 19-5 10-7 20-5
Dingle . . 39 5 — 34-2 0-6 — 751 26-0 62 —_ 11-0 38-7
Kenmare . 20 7 1 180 24 o7 754 204 160 89 151 37-8
Killarney - 30 10 4 30-2 7] 27 90-9 190 67 77 12:0 228
Listowel .. . 28 5 —_ 24-6 37 — 85-8 170 70 — 132 269
Kilkenny Axoxiliary .. ki —_ — 26-3 — — 731 12-4 — —_— 83 147
Castlecomer .. 30 — — 2041 — — 680 33-9 — — 131 63-4

Laois Abbeyleix ; 42 — —_ 399 — — 95-0 872 — — 139 | 174
Leitrim Mohill .. . 22 10 — 194 07 — 62:8 150-6 a6 — 13-0 | 1616
Longford Mount Carmel .. 34 _ — 294{ — — 865 28-7 — — -5 387
Mayo Ballina .. . 64 17 4 56-1 78 43 75-8 161 7-5 64 159 297
Belmullet . 19 3 — 128 22 — 686 168 70 — | 285 | 287
Swinford . 36 6 — 317 22 — 94-3 338 68 — 11-8 457

Meath Trim Maternity — 18 — — 60 — 333 — 74 — — —
Offaly Fiad . i2 8 4 &9 2-8 2-3 50-0 1&6-5 77 9-9 24-0 40-8
Edenderry .. 21 — —_ 14-4 —_— — 68-6 22-6 a— — 13-6 43-8
Roscommoen | Boyle .. 31 — — 2621 — — 84:5 442 _— — 109 61-4
Tipperary Roscrea ., 22 4 6 151 5.8 11 63-8 23-8 11-6 85 190 47-4
LR Thuzles .. .. 41 2 6 293 42 5-3 70-5 207 94 | 247 | 126 | 337
Tipperary Carrick-on-Suir 12 3 . .8 11-0 1-0 2-3 622 _256 66 14-4 i8-3 50-9
(S.R) Clogheen 18 4 - 180 13 = 877 25-3 74 — 127 | 400
Tipperary .. 41 7 7 362 1-g &0 83-8 176 64 i4-2 56 127
Waterford Dungarvan (d) .. 36 —_ —_ 35-8 — — 99-4 182 —_— — 100 282
Lispaore .. e 15 _ _— 192 —_ — 101-1 91-0 - —_ 83 108-4

LET



DISTRICT HOSPITALS (continued)

Average Cost

Average Daily Average Duration
. Bed Complement Occupancy Percentage of Stay {(days) (1966/7) per
County Hospital - Qccupancy - :
Medical Medical . Medical .
and Children | _and Children and . Children | Patient
Minor | Mater- | under | Minor | Mater- | under Minor | Mater- | under | Week | Patient
Surgery | nity 16 Surgery | nity 16 Surgery | nity 16
£ £
Westmeath Athlone .. 17 i0 12 56-0 7-0 36 67-3 19-4 73 13-5 164 379
Wexford Gorey .. i8 10 — 15-3 56 — T4-6 131 70 —_— 164 24-3
New Ross 20 7 —_ 15-3 47 —_ 74-1 10-0 71 — 16-1 20-9
Wicklow Baltinglass (£} 32 i0 — 26-1 31 —_ 69-5 13-3 5-4 — 20-8 344
. Wicklow 28 —_ —_ 23-8 —_ — 850 152 — -— 14-5 314
TOTALS AND AVERAGES 1,475 281 112 1,160-2 | 1139 43-5 702 20-9 7-6 11-3 14-8 37-4

TES:
(&) Beds in some of the Cork District Hospitals which are designated for geriatric pa%tiems have been omitted. The beds so omitted are:—

Dunmanway
Fermoy
Kanturk
Kinsale
Schull
Skibbereen
Youghal

In the case of Banden, Castletownbere, Clonakilty, Macroom, Midleto

103
10
4

5

5

ARE NN

experi
(&) The medical and minor surgery figures for Ballyshannon District Hospital include figures for major gynaecological surgery.

(e} ﬁ(li))

The medical and minor surgery figures for Donegal District Hospital include figures for major surgery.
The figures of cost relate to the Disirict and Fever Hospitals combined.

Ed) The medical and minor surgery figures for Dungarvan District Hospital include figures for major surgery.
¢) The emdical and minor surgery figures for Baltinglass District Hospital include figures for major surgery.

{f) Where accurate information is not available figures of cost are not given.

15
i n and Millstreet district hospitals there was no number of beds specifically
designated for geriatric patients but figures relating to patients classified as geriatric patients have not been included. This has given rise to occupancy
figures which are lower than those actually ienced.

8el



FEVER HOSPITALS

Average Average duration Averape Cost
Bed Complement Daily Occupancy Percentage of stay (days) (1966/7) per
Hospital Oceunpancy - "
Children o Children Children _ Patient
Adults | under 16 | Total { Adults | under 16 | Total Adults | under 16 Total Week ~ | Patient
£ £

Ennis .- 26 - 10 .36 - 55 . 4.9 104 -289 . 171 ie6 .. 1638 . 111 — -26-8
3t. Finbarr’s 38 42 80 47 350 39-7 49-6 452 256 25-2

Donegal (2) .- 14 8 22 65 38 10-3 482 150 186 160 184 386

Cherry Orchard 282 282 381 1881 2262 802 23-8 259 255 19-0 69-3
Vergemount 10 | 139 49 9-6 553 64+ 43-6 14-0 13-9 139

Galway .- .. 42 42 71 222 29-3 69-8 11-1 15-1 139 231 46-1

Killamney .. .. 26 8 34 277 77 354 103-1 20-1 13-2 18-0 83 21-3
imerick City Home 17 i7 34 40 98 13-8 40-6 147 13-6 13-%

and Hospital

Swinford .. .. 10 5 15 2.7 31 58 38-7 11-3 10-7 10-9 32-3 50-5

Clones (&) .. 16 4 20 2:9 21 5.0 250 43-0 11-0 19-5 183 50-9
Roscommon 21 6 27 2:2 26 4-8 17- 16-8 13-1 120

New Ross .. 48 18 66 56 13-4 19-0 28-8 10:6 132 123 18-9 332
807 464-6 576 19-4

(&) The figures of cost relate to the District and Fever Hospitals combined.
(5) Clones Fever Hospital closed with effect from 1st January, 1967.

{£) Where accurate information was not available, figures of cost were not given.

6¢l



ORTHOPAEDIC HOSPITALS

Average Average duration Average Cost
i Bed Complement Daily Occupancy Percentage of stay {days) (1966{7) per
Hospital Occupancy
Children Children Children Patient
Adults | under 16 | Total | Adults | under 16 | Total Adnlts | under 16 Total Week Patient
£ £
St. Mary's,
Gurranebraher 143 49 192 1101 50-6 1607 83-7 391 387 35-0 194 1067-8
Merlin Park,
Gatway .. . 126 42 168 101-5 33-4 134-5 80-3 582 70:1 60-8
Kilcreene, Kilkenny 90 90 82-6 82-6 91-8 46-5 46-5 186 123-7
St Negsan’s, Croom g2 30 122 63-9 41-5 105-4 864 269 52-6 333 83 87-2
Navan . - 82 82 73-3 733 89- 40-2 402 20-8 114.9
TOTALS AND .
AVERAGES .. - B R e Lk <=+ T I EE R --8569. .. 852 . - - . 42:3 .19-1. . 1056

Nots: Accurate figures of cost for the orthopaedic section of Merlin Park Hospital were not available.

orI
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STATUTES ENACTED SINCE 1923 RELATING IN WHOLE OR IN PART
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TO THE IRISH HOSPITAL SERVICES

Year Title Number
1923 { Local Governmeni (Temporary Provisions) Act. . 9
1924 Local Government (Temporary Provisions) (Amendment) 13
1925 Medlcal Act 2
1925 | Locai Government Act 5
1926 | Medical Act . . . 4
1926 | Local Authormes (Ofﬁcers and I:mployecs) Act - ‘e 39
1927 { Medical A o . . o 2
1927 | Local Govemment Act e ‘e - 3
1927 | Medical Practitioners Act 23
1929 | Poor Relief (Dublin) Act . .. 40
1930 | Public Charitable Hospitals (Temporary Prowsmns) Act ., 12
1930 | Local Government (Dublin) Act - . - 27
1931 | Poor Relief (Dublin) Act P . 7
1931 | Local Government Act . . ‘e . . 19
1931 | Pharmacopocia Act .. " e 22
1931 | Pablic Charitable Hospitals (Amcndmcm) Act .. e 24
1931 | Local Government (Dublin) (Amendment) Act . ‘e 25
1931 | Midwives Act .. . . 35
1931 | Public Charitable Hospltnls Amendment) (No, gAcl ‘e 49
1931 | Public Charitable Hospitals (Amendment) (No. 3) Act .., 51
1932 | Public Charitable Hospitals Amendmcnt et .. .. 8
1933 | Local Government Act ‘. Ve 5
(933 | Public Hospituls Act .. . “ 18
1934 | Registration of Maiernity Homes Act . 14
1934 1 Local Government (Amendment) (No, 2) Act 44
1935 Loc;{l Government (Temporary Provisions) (Amendmcut) 19
ct

1935 | Cork Fever Hospital Act ., e s 44
1936 | Poor Relief (Dublin) Act . “ Ve AR
1936 | Dublin Fever Hospital Act .. . . “ e 21
1936 | Local Government Act . 46
1936 | Local Authorities (M!scellarsleogs Pxéowsions) Act e 55
1936 N:‘t:ionnl Maternity Hoapital, Dublin (Charter Amcndmcnt) )
1937 | Public Assistance Act . . - e 2
1937 | Dublin Hospltals Act .. . o e 24
1938 | Cork Fever Hospital (Amcndmcnl) Act .. L e 10
1938 | Public Hospitals (Amendment) Act .. .. e e 21
1939 | Hospitals Act .. . o 4
1939 | Local Aulhormcs Combined Purchusmg )Act . . 14
1939 | Public Mospitals ( mendmcnt) Act ., ‘ . 15
1939 | Public Assistance Act . . . 27
1939 | Public Hospitals EAmcncIment; No, 2) Act o ‘e 26
1940 | Public Hospitals (Amendment} Act .. . ' v 9
1940 | County Management Act . . 12
1941 | Local Officers and Servanis (Dublm) Act . . i5
1941 | Local Government Act . . ‘e 23
1942 | County Managcmcnt (Amcndmcnt) Aot .. " v i3
1943 | St. Laurence's Hospital Act . . i . e 3
1944 | Midwives Act . v 10
1945 | Tuberculosis (Establlshment of Sanatoria) Act ‘e o 4
1945 [ Local Government (Dublin} Act .. “ . 8
1945 | Mental Treatment Act o o . ‘e 19
1946 | Local Government Act . e . ‘s M4
1947 | Health Act - 28
1947 | Health Services (Fmancml Prowsmns) ‘Act . . 47
1948 | Local Government (Superannbation) Act .. o 4
1948 | Local Government (Dublin} (Temporary) Act " . 15
1948 | Nurses Registration Act . . . 19
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Year Title Number
1950 | Local Governnmicnt (cheal of Enactments} Act ‘e 26
1950 | Nurses Act . . . . . o 27
1951 | Meath Hospital Act .. . - . i . 5
1951 | Medical Practitioners Act ., - v o ‘e 29
1951 | Pharmacy Act . . e o 30
1952 | Social Welfare Act [chcnth Schedule] 11
1953 | Health Act e . 26
1953 | Mental Treatment Act 35
1953 | Royal Hospltal for Incurables (Chartm Amendment) Act 2P
1954 | Health Act v .. . . 23
1954 | Cork Fever Hospital (Amendment) Act . .. 24
1954 | Sir Patrick's Dun’s Hospital Act . . e 1P
1955 | Medical Practitioners Act ' . . . . 1
1955 | Local Government Act 9
1955 | City and County M'magemcnt (Amendment) Act 12
1956 | Local Government (Superannuation) Act 10
1956 | Opticians Act .. . .. - . 17
1957 | Voluntary Health Insurance Act . .. .. . 1
1957 | Health and Mental Treatment Act ., e . . 16
1958 | Local Government Act [Age Limit] . e 9
1958 | Health and Mental Treatment (Amendment) Act .. 37
1958 ’I‘ge Convalescent Home, Stillorgan (Charter Amendment)- 1P
ct
1960 | Health Authorities Act 9
1960 | Health (Finoridation of Water Supphes) Act 46
1961 | Mental Treatment Detentwn in approved Insututlons) Act 4
1961 | Mental Treatment . . . . 7
1961 | Nurses Act o i8
1961 | Hospitals Federation and Ama]gamation Act . 21
1961 | Social Weifare (Miscellaneous Provisions) Act [S, 19} . 22
1961 | Medical Practitioners Aet . Ve e e - 26
1961 | Health (Corporate Bodies) Act . 27
1962 | Pharmacy Act .. e 14
[962 | Social Welfare (Mlscellaneous Provisions) Act 8. 14] Ve 17
1963 ] Social Welfare (Miscellaneous Provisions) Act [S, 16) .. 26
1964 | Health (Homes for Incapacitated Persons) Act 8
1964 | Social Welfare iMlsr:ellaneous Provisions) Act [S. 5 83) 1. 28
1965 | Social Welfare (Miscellaneous Provisions) Act [8, 15 . 20
1965 | The R)oigﬂ College of Surpeons in Ireland (Charter Amend- 1P
ment) Act
1966 | Health and Mental Treatment (Amendment) Act .. o 2
1967 | Local Government (Dublin) Act . 4
1967 | Social Welfare (Miscellaneous Prowsmns) Act [S. 12] e 18
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