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Disability in Early Life 

2.10 Approximately 2% of all infants are born with a major abnormality. 
Many of these die soon after birth while others are amenable to treatment by 
conventional medical or surgical intervention. In most instances the problem 
of physical handicap in the neonatal period mainly relates to the conditions of 
spina bifida, and/or hydrocephalus and cerebral palsy. The figures given 
below are estimated as no definite statistics are available. The incidence of 
spina bifida is in the region 0f~2.7 per 1,000 live births but studies have shown 
that only about 45% of these children will survive into adult life. Approxi- 
mately half of these survivors will be severely disabled which will result in 
approximately 45-50 new cases per year who will require intensive support. 

2.11 In the past, birth trauma was the main causal factor of cerebral palsy 
but improvemdnts in maternity services have resulted in a dramatic decline in 
the incidence of this condition. In the relatively recent past prevalence figures 
of 4 per 1,000 were not uncommon but the rate now is in the region of 2.5 per 
1,000. In addition to a decrease in the incidence of this condition its severity 
has also diminished and only about half of the diagnosed cases will require 
special help. 

Mobility Handicaps 

2.12 Surveys in Northern Ireland and Britain have identified arthritis as 
the most frequently occurring cause of mobility handicaps. The Northern 
Ireland survey found that 9 per 1,000 of the population had a significant 
degree of disability related to arthritis. Comparable figures are not available 
here but, on the basis of these findings, there could be as many as 19,000 
people disabled by arthritis in this country. 

2.13 While multiple sclerosis, paraplegia, hemiplegia and quadriplegia 
affect relatively small numbers, they demand special attention because of the 
severity of the disability. ~ b o h  40-50 cases of paralysis arise each year, many 
as a result of road accidents, with the people involved generally being in the 
younger age groups. 

Communication Handicaps 

2.14 Communication disorders occur in association with avariety of clinical 
conditions but the figures relating to deafness and blindness provide a rough 
guide to the extent of the problem. 

2.15 The National Association for the Deaf estimates that approximately 
3% of the population or about 100,000 people suffer from marked hearing 
loss. This estimate is in broad agreement with that provided by the Report on 
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the Inter-Departmental Committee on the Education of Children who are 
Handicapped by Impaired Hearing, 1972. This means that serious commu- 
nication problems due to deafness are much more common than many other 
more obvious disabilities. 

2.16 Serious visual defects are less common but nonetheless are a relatively 
frequent cause of disability. There are approximately 6,000 people or 2 per 
1,000 of the population with partial or total blindness. Of these some 500 are 
under 19, a further 1,000 aged 20 to 54 and about 3,100 aged 65 years and 
over. Visual handicap is to a considerable extent, therefore, a problem of the 
elderly. 

Effect of Attitudes on Handicap 

2.17 Attitudes are an important factor in determining the degree of hand- 
icap caused by certain disabling conditions. Society tends to stigmatise any 
group which is identifiably different and the public often regard certain 
conditions as much more disabling than is, in fact, the case. Epilepsy is a case 
in point. 

2.18 The Irish Epilepsy Association estimates that there are more than 
15,000 people with some form of the condition. However, unless occurring in 
association with some other condition, the majority need no special help either 
in schooling or in employment and perhaps the greatest problem is unwar- 
ranted suspicion on the part of the public about the condition. Similar 
psychological barriers exist in the case of persons with congenital deformities, 
amputations and other disfiguring conditions. 

Other Disabling Conditions 

2.19 Details of the number of people suffering from disabling ailments, 
registered for 1981, under the Department of Health's scheme for the supply 
of drugs and medicines to persons suffering certain long-term ailments are as 
follows: 

phenylketonuria 157, cystic fibrosis 591, spina bifida and hydrocephalus 
1,135, cerebral palsy 705, haemophilia 147, multiple sclerosis 990, mus- 
cular dystrophy 164, parkinsonism 993, acute leukemia in children 262. 

These figures are only an indication of the numbers suffering from these 
diseases. Many more people with these disabling diseases would not be 
registered under this scheme for various reasons. Many would be covered by 
medical cards and so would have no need of the scheme. 

2.20 The foregoing data provide only limited indications of the extent of 
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disabling conditions. More comprehensive information is required for plan- 
ning purposes and the Department of Health in association with the health 
boards has initiated the necessary measures to compile it on a continuing 
basis. 

Development of Record Systems 

2.21 In the light of information requirements a system has been devised for 
the creation of a uniform record system of physically disabled people in each 
health board community care area. The system will contain detailed inform- 
ation in relation to disabled persons of all ages. It will be concerned in 
particular with the identification of those with a continuing need for care 
related to their handicap or who are likely to benefit from rehabilitation 
services. It  is being compiled in the first instance from information already 
available to health boards and will later be extended to include details of other 
disabled persons so that their needs can be taken into account and followed 
UP. 

2.22 The compilation of the record system is the responsibility of the 
Director of Community Care and Medical Officer of Health, who will co- 
ordinate inputs from the various statutory and voluntary agencies. Hospitals, 
medical consultants, general practitioners and community care workers have 
been asked for their assistance in ensuring that the data is built up as quickly 
as possible. The record system, when complete, will supply the basic inform- 
ation necessary for an accurate assessment of needs and for the planning of 
services to meet those needs. 

2.23 It is particularly important that there should be efficient machinery 
for the collection of information on congenital abnormalities since this will be 
a major contribution towards the identification of appropriate preventive 
measures. Arrangements have been in operation on a limited basis for the 
collection of information of this kind in respect of Dublin and Galway hospitals. 
More comprehensive returns are planned following arrangements agreed to 
under the auspices of the EEC which have the objective of providing inter- 
national comparisons of incidence. While this information will be based on 
returns from the hospitals in the first place, the intention is that it will, in due 
course, be assimilated into health boards' record systems so as to ensure more 
complete coverage. A further source of information is the Birth Notification 
Scheme by which the health boards, inter alia, are notified of births to mothers 
resident in their administrative area. This scheme is now in operation in 
almost all hospitals in the country. One section of the form which health 
boards receive provides for the inclusion of information on any disease or 
congenital abnormality the infant may have. It  is hoped that the data from 
this section will, in time, lead to the establishment of national and regional 
registers of congenital malformations. 
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2.24 Progress on the development of the record system for the physically 
handicapped has not been as good as had been expected. One of the reasons 
for this has been the lack of a central authority to provide guidance to the 
people setting up the system at local level. 

2.25 To overcome this difficulty it has been agreed that the National 
Rehabilitation Board will be responsible for the central administration, mon- 
itoring and future development, in association with the health boards, of the 
record system. 

2.26 The National Rehabilitation Board will provide assistance and guid- 
ance to the health boards in the development of the system at local level. 

2.27 During 1979-80, under the direction of the Medico-Social Research 
Board, a mental handicap record system was set up based on community care 
areas. The system is a standardised register of mentally handicapped children 
and adults within each area who have come to the attention of the local 
Director of Community Care. The purpose of the system is: 

(a )  to facilitate epidemiological and related research on mental handicap 
(specifically to be used as a research instrument in a national census 
of the mentally handicapped, conducted by the Medico-Social 
Research Board in 198 1); 

(6) to make available a readily accessible, accurate common source of 
information on mentally handicapped persons, thereby facilitating 
the efficiency and co-ordination of service delivery at local level and 
the planning of the services both at local and national level. 

2.28 A review of this system has now taken place by the Board and 
recommendations contained in a report of its utilisation and maintenance 
have been sent to the health boards. 

2.29 The Minister for Health is conscious of the need for compehensive 
information on the numbers of disabkd peopk and their special needs. 
Towards this end, health boards will be provided with the necessary resources 
to ensure the development and continuing operation of an efficient infonn- 
ation system. 

Census of Population 

2.30 From time to time, calls have been made for the collection of inform- 
ation about the disabled in association with the Census of Population. This 
suggestion has been carefully considered but there are serious doubts about 
the acceptability of such an arrangement. For example, there would be 
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difficulties about the diminution of confidentiality of the census, the definition 
and assessment of handicap, the subjective nature of replies and the possible 
resistance of many people who would not wish to be classified in any formal 
way as disabled. The usefulness and reliability of information collected in this 
way would, therefore, be open to question. On balance, it is felt that a record 
system maintained by health boards will be of more value since it focuses 
attention on those disabled people who have special needs. Furthermore, the 
information collected will be kept up-to-date whereas a census is, by its nature, 
infrequent and not of direct relevance to local services. 



Chapter 3 

Prevention and Health Care 

Introduction 

3.1 It is not possible to arrive at an accurate figure for the cost to the State 
of a severely handicapped person throughout hislher life. The Report on 
Health Care for Mothers and Children, puts the cost at £150,000 as a rough 
calculation. In any went whatever the real figure is, there is no doubt but that 
it is substantial and any funds used effectively in the prevention of handicap 
are likely to prove a worthwhile investment. 

3.2 Many forms of disability can be prevented. If better provision of health 
care was to gain nothing other than a reduction in the numbers of disabled 
persons it would be an extremely important social and humanitarian 
achievement. 

3.3 The cost in terms of human suffering is of course immeasurable. 
Continuing improvements in medical practice, will ensure that a far greater 
number of our severely handicapped children, will have a more normal life- 
span than heretofore. I t  will be necessary, therefore, for the State to provide 
sophisticated services to give these people a more meaningful life. These 
services will undoubtedly prove very costly. 

3.4 Many disabled people require no more than the normal range of health 
and medical care provisions but for others there is a need for additional 
specialist diagnostic treatment, medical rehabilitation and vocational reha- 
bilitation in order to ensure their integration or re-integration into the com- 
munity. The following paragraphs deal with those services directed at preven- 
tion of disability as well as with the specialised health services directed at 
disabled persons. 

Antenatal and Neonatal Care 

3.5 There is an established co-relation between the quality ofantenatal and 
neonatal care and the prospects of survival and healthy development of the 
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child. Advances in medical science and obstetric services in particular, together 
with the general improvement in living standards, have resulted in a substan- 
tial decline in infant mortality over the last 30 years. The death rate of infants 
under one year has fallen from 36.6 per 1,000 live births in the period 1951-60 
to 10.5 per 1,000 in 1982 and there has been a corresponding reduction in the 
incidence of handicapping conditions. 

3.6 Table 3 shows the level of infant mortality in Ireland by comparison 
with some well developed countries. 

TABLE 3 

Country 

Denmark 
France 
Netherlands 
England &Wales 
Northern Ireland 
Germany 
ltaiy 
Belgium 
Luxembourg 
Greece 
Bulgaria 

Japan 
Hungary 
Australia 
U.S.A. 
New Zealand 

Scotland 
Ireland 

Year 

1981 
1981 
1981 
1981 
1981 
1981 
1981 
1981 
1981 
1981 
1980 

1981 
1981 
1980 
1979 
1980 

1982 
1982 

Rate per 
1.000 live 

11.4 Registrar General, Scotland 
10.5. Central Statistics Office 

'Provisional 

3.7 Facilities available to mother and infant at the time of delivery are a 
major determinant of a safe delivery. Comhairle na nOspidkal has recom- 
mended that if the basic aims of ensuring safe delivery and giving the infant 
the best chance of optimal health and normal development are to be achieved, 
every expectant mother should have ready access to care at a consultant- 
staffed obstetriclneonatal unit. The Comhairle concluded that the provision 
of the requisite specialist services could only be justified in centres catering 
for, at the minimum, 1,500 to 2,000 deliveries per year and recommended the 
phasing out of smaller maternity units because these cannot give mother and 
child the full, necessary care which modern obstetrics can provide. 



3.8 There is an inevitable conflict between the policy of developing a 
necessarily limited number of minimum sized maternity units and the desire 
of some existing hospitals and their local communities to retain facilities which 
have served them well over the years. The Government accept that most 
births are free from complications and do not require specialist facilities. 
However, on the basis of current medical knowledge, it is not possible to 
predict with certainty which births are likely to give rise to difficulties. These 
risks can best be minimised if the birth takes place where there is a full range 
of obstetric services and diagnostic facilities available. 

3.9 The Minister for Health accepts the need to concentrate hospital 
maternity services in hospitals with appropriate specialist s tag and will 
continue to work towards the achievement, at the earliest possible date, of 
that objective. 

3.10 One of the most unsatisfactory aspects of the maternity services is that 
the services are not availed of by the most vulnerable mothers. Groups partic- 
ularly at risk include those living in over-crowded conditions, single mothers, travellers and 
those at the extremes of  their reproductive life. 

3.1 1 The existing maternity and infant care scheme has been the subject of 
a review by the Department of Health, in conjunction with the Medico-Social 
Research Board. The scheme was introduced in 1954 and provides general 
medical practitioner care, and midwifery if required, for mothers and for 
infants up to six weeks after the birth. While the scheme has contributed 
significantly over the years to raising the health standards of mothers and 
infants in the country generally, the changing pattern of obstetrics and the 
need for closer co-ordination with the maternity hospital services, have entailed 
a need for a re-examination of its scope and application. 

3.12 The review of the maternity and infant care scheme h a  focused 
special attention on the need to improve the uptake of services by women in 
certain 'at risk' categories and others who are mote likely to experience 
complications during and afterpregnancy. 

3.13 This review has now been completed and the various recommendations 
and suggestions are being examined by the Department in co-operation with 
the health boards and by the various interests concerned. 

Early Detection and Advice 

3.14 It is important that high technology medicine is not allowed to 
depersonalise neonatal management or to distract the staff of these units from 
their all important role of providing help, support and advice for those parents 
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who have a disabled child. Many disabilities are unsuspected in the antenatal 
period and, even when there is suspicion, those who have been involved in 
antenatal care may not be present at the time of delivery. This can result in 
a lack of sensitivity in the delicate task of breaking the news to parents. 
Whenever possible the news should be given to the parents by a paediatrician 
who can give them a realistic but sympathetic evaluation of the prognosis. At 
the time, parents will almost certainly have a limited capacity to evaluate all 
the facts and they must be given further opportunities for discussion at a later 
stage. Parents should be fully informed of the implications of a child's disability 
and advised in regard to surveillance of progress and general development. 
Neonatal management is an important first step in the provision of such 
information and support but it is essential that this be continued when the 
mother and child return home. Ideally information regarding a congenital 
malformation should be included in the birth notification sent to the Director 
of Community Care and Medical Officer of Health when the mother and child 
leave hospital so that it can be arranged for the public health nurse to visit 
and provide support in association with the relevant services. 

3.15 The aim of the Minister will be to make neonatal services in general 
as effective as possible. 

Drug Hazards 

3.16 The dangers of drug therapy during pregnancy require constant 
attention. The National Drugs Advisory Board issued advice on the teratogenic 
effects of drugs, and on the prescribing of drugs and medicines to nursing 
mothers, to general practitioners in 1981 (reports Nos. 22 and 28). These 
reports will be updated as necessary. It may be good practice on the part of 
doctors to assume that all women of child-bearing age are pregnant unless 
evidence to the contrary is available. The National Drugs Advisory Board has 
recently conducted a study on the use of medicines during early pregnancy 
but the results have not yet been documented. 

3.17 Apart from drugs prescribed by doctors, other drugs and medicines 
taken by pregnant women may cause problems. Self medication is common- 
place, that is where a person purchases non-prescription medicines to treat 
minor ailments. During prepancy the expectant mother should exercise 
caution in relation to self medication. 

3.18 More serious problems arise, especially for the baby, where the mother 
either smokes or drinks. Evidence strongly suggests that when the expectant 
mother smokes she is at greater risk than the non-smoker of having a miscar- 
riage, or of having a premature baby or even of losing her baby at child birth. 
Where she gives birth at full term her baby will likely be of less than average - - 



weight. The baby may be affected otherwise since smoking appears to increase 
the risk when there are already some adverse factors present. The expectant 
mother, in the interests of her own but especially her baby's health, should 
not smoke. 

3.19 The expectant mother who drinks creates other risks for her baby. 
There is now serious concern over the effects on the growing baby of alcohol 
consumption by the mother. There is evidence that even moderate drinking 
can cause some damage or disability. Heavy drinking can cause a range of 
serious physical and mental handicaps which are grouped under the general 
title of Feotal Alcohol Syndrome. 

3.20 A limit cannot be set for the expectant mother, in relation to drinking 
or smoking, below which her baby will be safe from the effects. The only real 
protection for the baby from these serious risks is abstention by the expectant 
mother from smoking and drinking. 

Immunisation and Screening 

3.21 Immunisation programmes have been the most important factor influ- 
encing changes in patterns of morbidity and mortality during this century and 
this is reflected in patterns of disability. The experience with Smallpox 
vaccination represents the ideal end result of immunisation programmes but 
this is a unique experience and control rather than eradication is generally a 
more realistic objective. This then is the objective in attempting to ensure that 
all infants receive immunisation against diphtheria, pertussis, poliomyelitis 
and tuberculosis. 

3.22 Discussion of the value ofdiphtheria and tetanus vaccination is beyond 
the scope of this Paper because these conditions fit into the acute illness 
pattern and are of little relevance in relation to disability. Until relatively 
recently poliomyelitis was a major cause of physical handicap and pertussis 
may give rise to neurological handicap. 

3.23 No major outbreaks of poliomyelitis have occurred in this country 
since the late 1950's but sporadic cases have been reported here since then, 
the last case having occurred in 1982. Consequently it must be a matter of 
constant endeavour to ensure that the level of immunity is kept at such a level 
that disabilities from the disease will not revive in future years. The figures for 
cases of tuberculosis have declined considerably over the past 20 years but 
there is still a hard core of approximately 1,000 new cases a year. Continuing 
efforts to eradicate the disease will reduce the number of residual respiratory 
disabilities. Early treatment in new cases and prompt surveillance of young 
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contacts, with BCG vaccination in appropriate cases, will also prevent many 
disabilities resulting from tuberculosis, meningitis and/or skeletal tuberculosis. 

3.24 There has been some controversy about alleged neurological damage 
resulting from pertussis vaccination. Recent studies in the United Kingdom 
estimate that there is a risk of the order of 1 in 310.000 immunisations that a 
previously healthy child may suffer serious neurdlogical damage following 
oertussis immunisation. However. there is widesoread evidence available 
hhich indicates that the mortality and morbiditySproduced by the disease 
itself is greater than that attributable to immunisation. Taking those factors 
into account, the benefits of pertussis vaccination are considered to outweigh 
the risks, provided due regard is paid to contra-indications to the vaccine in 
individual cases. 

3.25 To ensure as high an uptake as possible of vaccination and immuni- 
sation, the health boards have been asked to organise local programmes aimed 
at encouraging greater use of the measures recommended. The Health Edu- 
cation Bureau is also conducting education programmes aimed at increasing 
the awareness of the public and the medical profession of the benefits of 
vaccination and immunisation. 

3.26 Primary prevention in the unborn child is a more recent innovation but 
the occurrence of neonatal abnormalities due to Rubella in the first trimester 
of pregnancy is now well recognised and many affected children suffer severe 
multiple congenital defects. It  is accepted that education and immunisation 
of women is the most cost effective method of preventing congenital rubella 
syndrome. 

3.27 The rubella testinglvaccination scheme in Ireland was limited to girls 
in the 11-13 age group, to women in antenatal care and to women of child 
bearing age who are at particular risk of contracting the disease. A limited 
policy of this nature invariably meant there was a continuing pool of infection 
in the community and a continuing high level of uptake in susceptible females 
was therefore essential. To achieve this the RubeUa TestingNaccination 
Programme has been extended to include all women of chi2d-bearing age 
(March 1983). 

3.28 Universal screening programmes for infants make an important con- 
tribution to the detection of disability at relatively modest cost. It  is an area 
in which Ireland has assumed a leading role since the introduction of screening 
for phenylketonuria, which if untreated may lead to severe mental handicap; 
over 99% of births are now screened for this purpose. The screening pro- 
gramme has been gradually extended to cover other abnormalities and the 
latest addition is hypothyroidism. In relation to phenylketonuria, there is 
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evidence that women with the condition who have been treated may be at risk 
of passing on the condition to their children unless they adhere to a strict diet 
throughout pregnancy. In order to eliminate this possibility, arrangements 
have been made to monitor susceptible females throughout their reproductive 
lives. 

3.29 Genetic counselling is important in informing parents of the risk of 
certain defects being passed on to children. There are two cytogenetic units 
recognised by the Department of Health, one in University College, Dublin 
and the other in University College, Galway, where genetic studies on blood 
cells are carried out. In Dublin the cytogenetic unit also provides a genetic 
counselling service, with regular clinics. More information on these services 
will be made available in future to ensure their existence is known to parents 
who consider themselves at risk of passing on disabling conditions. 

Child Health Sem~ces 

3.30 Not all congenital disabilities show up at birth and there is a need for 
further planned examinations in the early years of life to ensure the detection 
of disabilities and deviations from normal development. The child health 
services have developed in response to this need and, apart from the maternity 
and infant care scheme, comprise the pre-school developmental paediatric 
examination service and the school health examination service. While the 
services are concerned with all children they have, nevertheless, a significant 
role to play in the detection and assessment of defects and conditions which 
require treatment, in the monitoring of the young child's physical, mental, 
social and emotional progress, in the promotion of physical and mental well 
being, in the dissemination of health education and in the provision ofguidance 
and counselling. 

3.31 The services have been the subject of considerable re-orientation over 
the years. The need for a revamping of the services became apparent in the 
1960's in the light of the significant decline which had been achieved in infant 
mortality, the eradication or control of many communicable diseases coupled 
with the changing pattern of disease and disability. The revised services were 
based on the concevt that selective examination of older children differentiates 
more efficiently beiween the large proportion of healthy children heretofore 
examined and those whose health and medical problems needed to be detected 
and treated as quickly as possible. 

3.32 The arrangements involved three developmental paediatric examin- 
ations for pre-school children at the ages of 6 months, 1 year and 2 years to be 
provided at first in cities and towns with populations of 5,000 and over and 
later to be extended to the remainder of the country. Since the revised services 
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were introduced, it has been possible to extend the clinics to some towns of 
less than 5,000 population. At present, about 9,600 such clinics in all are being 
held annually and the number of children being examined at about 49,000 
annually, exceeds the number of children examined annually in the former 
welfare clinics but falls short ofwhat might be achieved. In some areas, mainly 
because of personnel shortages, it has not been possible to examine all eligible 
children at all the recommended ages. A new assessment will be made as to 
the optimum ages for examination. As resources become available the aim 
will be to extend the developmental paediatric examination service to all 
areas and to ensure examination at all recommended ages. The involvement 
of general medical practitioners with suitable training in the service, partic- 
ularly in rural areas, will be re-examined in the light of the staf$ngposition. 

3.33 In the developmental paediatric examination clinics a high degree of 
expertise in the early detection of defects have been built up by the medical 
and nursing staffs involved. The clinics might not be used to their best 
advantage, however. There is a particular need to encourage mothers with 
handicapped children or those who may be at special risk or whose family 
environment is financially, socially or emotionally deprived, to avail of the 
service more consistently than is now the case. In this context, the clinic's role 
in the health information, education and promotion fields may require to be 
strengthened. Local re-arrangement of clinic hours to suit special needs, and 
more information and publicity services may be required in order to ensure 
greater use of the service by those most in need. Public health nurses are in a 
good position to promote the service in the course of home visitation duties, 
but equally, a team approach by all community care personnel is important. 

3.34 The school health examination service applies to all national schools 
and certain other schools where special circumstances exist. It consists of full 
comprehensive medical examination of each child at entry to school, selective 
examination at  age 9-10 years, and examination at any age where there is a 
special need. The screening is carried out by health board medical officers 
with the assistance of public health nurses. The nurses also undertake annual 
testing of vision, hearing, posture and cleanliness. The need to extend the 
school health examination has been a matter ofdebate within the public health 
area in recent years. 

3.35 On the one hand there are frequent demands that the service be 
extended to post-primary schools. An extension of the service could only be 
considered when a fully satisfactory and effective service for primary school 
pupils has first been attained. On the basis of the latest statistics this is not the 
case; only 41)% of national schools are visited each year. The indications are 
that a higher proportion of these children examined, again about 40%, are 
considered to be in need offurther attention. 



3.36 On the other hand the case is being made that if the pre-school 
examinations were scheduled at more suitable ages, and there was an effective 
recall system in general use, the need for the current type of school health 
examination may need to be re-considered. Consideration should be given to 
the need for a school service in which more emphasis is placed on the 
emotional, mental and social aspects of child health in the screening process, 
for strengthening re-organised school health teams by the inclusion of addi- 
tional disciplines, and for better liaison and co-operation with school author- 
ities and educational personnel. 

3.37 The school health swvice will be examined to see if it needs to be 
modifid to meet the needs of thefuture. Where worthwhile improvements to 
ensure a more effective sewice can be identifid, these wiN be implemented 
as circumstances permit. 

3.38 The recent report of a working party under the aegis of the Department 
of Education on the education of physically handicapped children has high- 
lighted the need for closer co-operation and consultation between health care 
staff and educational authorities. This and other recommendations made in 
the report are discussed in detail in Chapter 4. 

General Medical and Hospital Services 

3.39 Many disabled people require regular medication throughout their 
lives and spend frequent periods in hospital undergoing investigation and 
treatment. 

3.40 Disabled people are, of course, entitled to avail of the general medical 
services (Medical Card scheme) and hospital in-patient and out-patient 
services on the same basis as other members of the community. While there 
are no statistics available, it can be assumed that a high proportion of disabled 
people qualify under the general medical services for free general practitioner 
services and the supply, free of charge, of prescribed drugs and medicines. In 
the case of disabled people who are not medical card holders there are some 
special schemes to offset the financial burden of regular medical care. Persons 
suffering from a range of disabling conditions can obtain without charge the 
drugs and medicines prescribed for the treatment of that condition without 
reference to their income. The conditions covered by the scheme are mental 
handicap, mental illness (for persons under 16 years only), phenylketonuria, 
cystic fibrosis, spina bifida, hydrocephalus, diabetes mellitus, diabetes insi- 
pidus, haemophilia, cerebral palsy, epilepsy, multiple sclerosis, muscular 
dystrophies, parkinsonism and acute leukemia in children. There are almost 
33,000 people availing of this scheme, of whom nearly half are suffering from 



various forms of diabetes. Persons suffering from other conditions may receive 
assistance under the drugs refund scheme which recoups expenditure in excess 
of £28 on drugs prescribed for use in a calendar month. 

3.41 In relation to hospital care, in-patient and out-patient services are 
provided free of charge regardless of their parents' income to children under 
16 years who are suffering from any of the following conditions: mental illness, 
mental handicap, phenylketonuria, cystic fibrosis, spina bifida, hydrocepha- 
lus, haemophilia and cerebral palsy. 

Medical Rehabilitation 

3.42 Medical rehabilitation as a specialty emerged during the Second 
World War in response to the needs of people who could not resume their 
former place in society due to very disabling war injuries. Patients with serious 
injuries from other causes such as traffic and industrial accidents benefited 
from the new techniques. There is increasing appreciation of the role of 
medical rehabilitation in other specialties, most notably in the case of rheu- 
matology where some medical consultants now combine an interest in rheu- 
matology with a specific commitment to rehabilitation. Geriatricians are also 
beginning to see the need to institute positive measures to ensure that their 
patients will be able to return to their former environment once their immediate 
medical condition has been treated. 

3.43 One of the major problems facing medical rehabilitation is the lack of 
any clearcut career structure or training programme to encourage medical 
students to enter the specialty. As a first step, it might be desirable that a 
senior lecturer in physical medicine be appointed in each of the medical 
schools and that, eventually, there should be a chair of rehabilitation in at 
least one of these centres. This ought to ensure increased interest in and 
attention to medical rehabilitation in the medical schools and in the wider 
range of disciplines required to achieve an appropriate level of expertise. If 
those wishing to enter the specialty are to receive appropriate training, medical 
rehabilitation must be incorporated into the programme of higher specialist 
training. At present there is little or no exposure to the specialty at this level 
so that training does not take place until after completion of higher specialist 
training. There is also a need to increase the number of posts in medical 
rehabilitation. At present, the only posts available are in a small number of 
specialised units. One possible solution would be to combine sessions in 
medical rehabilitation with those specialties to which it is closely related. 

3.44 The Minister for Health intends to initiate discussions with Comh- 
airk na nOspidka1, The Postgraduate Medical and Dental Board, and the 
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NationalRehabilitation Board about how the medicalrehabilitation seruices 
throughout the country might be progressively improved. 

Health Education 

3.45 There is now clear evidence that personal life style is an important 
factor in the incidence of disease and disability. Health education programmes 
have an important part to play in informing people of the dangers which exist 
and in providing advice and guidance on the services available and in 
encouraging greater interest in better health and general fitness. 

3.46 The behaviour of mothers during pregnancy is of crucial importance. 
Mention has already been made of the advisability of making full use of the 
antenatal services, particularly by young or single women who are especially 
vulnerable during pregnancy. There is also a need to advise certain categories 
of women of the risks associated with a further pregnancy. Chief among these 
are older women, women with large families, women who have already given 
birth to a disabled child and women who have experienced obstetrical diffi- 
culties in the past. Ekpectant women need to be continually alerted to the 
consequences of poor quality diet and the use of alcohol, drugs and tobacco 
during pregnancy. 

3.47 On the wider front, there is a need for a continuous programme to 
provide the necessary information and stimulation of people to pursue a 
healthier way of life and to avoid situations likely to result in illness, stress or 
disability. The Health Education Bureau has a central part to play in pro- 
grammes to provide encouragement and advice in regard to healthy living 
and in the organisation of campaigns directed towards preventing or amelio- 
rating specific disabilities. In addition it is intended that the Bureau become 
more actively involved in removing the myths and suspicions which surround 
disability and creating public acceptance of disabled people as equal members 
of society (see also Chapter 10- "Towards Full Participation and Equality"). 

3.48 The Health Education Bureau and the National Rehabilitation Board 
will be asked to meet at regular intervals to develop public information 
programmes on disablement, and on the abilities and needs of disabled people 
in relation to working and living in the community. 

3.49 The need for information and education on the prevention of disability 
is not limited to the health field but extends to road safety, safety at work and 
on the sports field. There is a wide range of measures aimed at promoting 
road safety including detailed regulations governing speed limits, safety of 
vehicles and the consumption of alcohol by drivers. Of particular relevance 
are the regulations making compulsory the wearing of seat belts by drivers 
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and front seat passengers and the wearing of crash helmets by motor cycle 
users. In addition, the National Road Safety Association, promotes road safety 
through media publicity and public education. Notwithstanding these meas- 
ures, the number of accidents, many of them resulting in permanent and 
severe injury, show the unsatisfactory level of road safety and underlines the 
need for education in a greater sense of responsibility on the part of road users. 

Occupational Safety and Health 

3.50 The Department of Labour has overall responsibility for the safety, 
health and welfare ofpersons employed in factories, offices, mines and quarries. 
This responsibility is solely related to the prevention of occupational accidents 
and diseases. The principal measures undertaken to ensure that occupational 
safety is promoted are: 

(i) adopting statutory standards (Acts and Regulations), 

(ii) enforcing these through inspection, advice and prosecution, and 

(iii) stimulating awareness of the need for safe and healthy workplaces. 

3.51 The Department of Labour's functions in these areas are exercised 
primarily by the Industrial Inspectorate. The Inspectorate includes engineers, 
architects, chemists and physicists and has offices in Dublin, Cork, Limerick, 
Waterford, Galway, Sligo, Athlone and Drogheda. 

The Promotion of Occupational Safety 
National Industrial Safety Organisation (NISO) 

3.52 The National Industrial Safety Organisation (NISO) is a voluntary 
body whose aim is the promotion of safety awareness in industry. It is grant 
aided by the Department of Labour. That Department also supplies the full 
time staff and office accommodation. 

3.53 NISO organises training courses and lectures for management, super- 
visors, safety officers, general operatives and other personnel concerned with 
safety. The Organisation has produced a wide range of safety literature and 
posters. It maintains a film library service for its members. 

Commission on Safety, Health and Welfare at Work 

3.54 Following criticism of the restricted scope etc., of the Safety in Industry 
Act, 1980 when it was at Bill stage, it was agreed that a wide ranging review 
of occupational safety and health would be conducted. In December, 1980, 
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the Minister for Labour established a Commission of Inquiry to undertake 
this task. The Commission had the following terms of reference:- 

"To examine the arrangements made for safety, health and welfare of 
people in the course of their employment and to consider whether changes 
are needed in the laws, or in voluntary activities, relating to safety, health 
and welfare at work, whether there are adequate safeguards for the public 
from hazards, other than general environmental pollution, arising in 
connection with activities in industrial and commercial premises, con- 
struction sites and the transport of dangerous substances, and to make 
recommendations". 

3.55 The Commission, which was chaired by Mr. Justice Barrington of the 
High Court, presented its report to the Minister for Labour in July, 1983 and 
the report has now been published. The report is being studied with a view to 
making a submission to the Government on its recommendations. The most 
important recommendations in the report were: 

(i) a new framework Act to be enacted to cover all workers; 

(ii) a new national authority with responsibility for the safety and health 
of all workers to be established distinct from a government depart- 
ment, whether as an executive agency or state sponsored body; 

(iii) a massive and sustained exercise of training, education and inform- 
ation at all levels to be undertaken. 



Chapter 4 

Education 

Present Arrangements 

4.1 There is a well developed system of educational provision for disabled 
children in this country. As far as is practicable, the approach is to enable 
disabled children to receive their education in ordinary schools but, where 
this is not feasible, special educational arrangements are made. 

4.2 The Department of Education has been intensifying efforts to enable 
disabled children to receive their education in the least restrictive environment. 
The reduction in the pupil-teacher ratio has improved the capacity of ordinary 
schools to provide an appropriate educational service for children with disa- 
bilities. At the same time the Department recognises the need for special 
schools for those children who would not benefit from an integrated educa- 
tional service. 

4.3 Special provision is made for disabled children in special classes 
attached to ordinary schools, in special schools and in centres operated by 
voluntary organisations. Among the categories specially catered for are the 
visually impaired, hearing impaired, physically handicapped, mentally hand- 
icapped and emotionally disturbed. Provision is being made on an increasing 
scale for children with dual or multiple handicaps. In each case, a programme 
suited to the needs of the particular kind of handicap is provided and school 
buildings are planned to cater for the special educational requirements of 
disabled children. 

Visually Impaired 

4.4 Special education for children with severe visual impairment is provided 
in two schools in Dublin, each with day and residential accommodation. The 
total enrolment is about 150, which includes about 50 pupils who are classed 
as educationally blind. These pupils range in intelligence from superior to 
mild mental handicap. At second level, visually handicapped boys attending 
St. Joseph's, Drumcondra, receive their education in a new community school 



with their sighted peers. The Department of Education has sanctioned the 
appointment of additional teachers to meet the special needs of the visually 
impaired. Additional resources are available for sophisticated special teaching 
aids. At St. Mary's, Merrion, girls receive second-level education to Inter- 
mediate Certificate level. Provision is made for the involvement of visually 
impaired girls at St. Anne's Secondary School, Milltown, at post-Intermediate 
Certificate level. There is a visiting teacher service for blind and partially- 
sighted children which provides advice to the parents of pre-school children 
who are visually impaired and assistance for children with visual impairment 
who are attending ordinary schools. There is also a special unit which caters 
for visually impaired children with additional handicaps. 

Hearing Impaired 

4.5 It  is estimated that there are 4-4.5 deaf children and 4.5-5 severely 
hard-of-hearing children per 10,000 of the school population. There are three 
schools with day and residential accommodation in Dublin and special day 
schools in Cork and Limerick which cater for a total of 820 children approxi- 
mately. There is a visiting teacher service similar to that provided for visually 
impaired. 

Mentally Handicapped 

4.6 There are 3,400 mildly mentally handicapped children attending special 
schools and a further 1,800 in the borderline to mild range are provided for in 
special classes in primary schools. 

4.7 Special classes have been set up at some second-level schools throughout 
the country to cater for the education of mildly mentally handicapped pupils 
at post-primary level. With the increasing skill of teachers, children of a wider 
age range and with greater degrees of handicap are now being served. 

4.8 There are 2,200 moderately mentally handicapped attending special 
schools. 

4.9 In addition to the above, there are 35,000 children receiving remedial 
teaching services and it can be assumed that a proportion of these children are 
disabled. 

Education and Training of Severely and Profoundly Mentally Handi- 
capped Children 

4.10 Traditionally this group of mentally handicapped persons has been 
excluded from formal education and training. A working group was established 

Ballymun Cornpchmrivc School, 
Ballyrnun, Dublin 





under the Ministers for Health and Education to enquire into the position and 
to make recommendations regarding future developments. The report of the 
working group will be published shortly and should ultimately have an impact 
on staffing and resources to be applied to the education and training ofseverely 
and profoundly mentally handicapped children. 

Emotionally Disturbed and Autistic Children 

4.1 1 Special education is provided in special schools in association with 
specialised medical centres for emotionally disturbed and autistic children in 
Dublin, Cork and Galway. The Department of Education provides the usual 
funds for the special education element, while the health services provide 
funds in the non-teaching areas. There are 12 special schools in Dublin, one 
in Cork, one in Kilkenny and one in Galway with a total of almost 500 pupils. 
One Dublin school operates a crisis intervention service to which children are 
referred for short periods of intensive therapy (usually residential) and in 
which a high level of family involvement is sought. 

Physically Disabled 

4.12 About 200 children are provided for in schools attached to long-stay 
hospitals. The reduction in the average length of stay in hospitals has reduced 
the extent to which such facilities are needed. A further 490 children are 
accommodated in special schools in Dublin, Cork, Limerick and Wicklow for 
children whose physical incapacity does not permit of their attending ordinary 
national schools. 

4.13 A pilot scheme to provide an integrated post-primary curriculum for 
physically disabled children was initiated at Ballymun Comprehensive School, 
Dublin in 1972 and has now been extended to the Ballinteer Community 
School, Dublin and the Mayfield Community School, Cork. These schemes 
are working well and it is the intention to extend these arrangements to other 
areas as required. 

4.14 A home teaching scheme operates for physically disabled children who 
are unable to attend school or whose attendance is irregular. 

Multiply Handicapped Children 

4.15 All special schools provide for some children with more than one 
handicap. It  is the established policy to avoid rigid categorisation of children 
and to provide for children with more than one handicap in the school which 
best caters for the primary handicap. Additional expertise may be available 
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Preface 

This Green Paper is a statement of Government policy on the development 
of services and facilities which will enable disabled people to achieve full 
participation and equality in our society. 

The aim of this Paper is to provide a clear indication of Government policy 
in some of the main areas of concern to disabled people and to initiate a 
constructive public debate on the areas requiring further attention and on the 
strategy to be adopted in meeting these objectives. The various services 
provided by statutory and voluntary bodies are selectively reviewed and 
proposals made for change and development. Areas of policy which require 
clarification or reappraisal are identified and various options discussed. Some 
of the areas dealt with, such as maternity and child development services, are 
not directly related to disability but improvements in them should have a 
significant influence on the extent of handicapping conditions. 

Subject to available resources the Government are committed to carry 
through, in an orderly and planned way, the various proposals outlined in the 
Paper. The amount being spent on services for the disabled is very significant. 
In the current year over E4g0 million is being spent by the Exchequer. It  is 
important to ensure that this money is reaching the right people and is 
providing effectively for their needs. This Green Paper allows an opportunity 
;o give views on whether value is being got for the money being spent and 
whether the present extent of State involvement in services for the disabled is 
appropriate. 

The Government will enter into discussions with the various groups spe- 
cifically interested in these questions with a view to gaining support for its 

In carrying through its efforts, the Government will seek at all 
times to be guided by the views and aspirations of disabled people themselves. 

It  must be recognised, however, that there are definite limits to the part 
which the Government can play in making equality and integration a reality 
for disabled people. The Government can show their concern and commitment 
by the priority which they afford to the development of effective and eficient 
services for the disabled. They can act as a catalyst in focusing attention on 



the rights of the disabled and on the contribution they make to society. There 
are, however, clear limitations on the extent to which the Government can 
influence how a disabled person is treated by his fellow citizens. The position 
which disabled people hold in our society is also determined by the social and 
moral values of that society and by the commitment of politicians, church 
leaders, employers, trade union officials and other opinion leaders to the 
elimination of inequality and injustice. 

Society faces fundamental choices; it can pay lip service only to the ideal of ' 

improving the quality of life for disabled people; alternatively society can show 
a genuine concern by indicating willingness to contribute, whether through 
higher taxation or a redistribution of resources, towards a full life for disabled 
people. 

The true mark of a concerned and just society is to be found in the steps 
which it takes to support its weak and disadvantaged members. The Govern- 
ment hope that the programme outlined in this Paper will receive the generous 
support of the entire community and will help to ensure that the years ahead 
will see substantial improvements in the quality of life of our disabled people. 



Summarv of Principal 

Chapter 2 
1. The Minister for Health is conscious of the need for comprehensive 
information on the numbers of disabled people and their special needs. 
Towards this end, health boards will be provided with the necessary resources 
to ensure the development and continuing operation of an efficient information 
system. (2.29) 

Chapter 3 
2. The Minister for Health accepts the need to concentrate hospital maternity 
services in hospitals with appropriate specialist staff and will continue to work 
towards the achievement of that objective at the earliest possible date. (3.9) 

3. As resources become available the aim will be to extend the developmental 
paediatric examination service to all areas and to ensure examination at all 
recommended ages. The involvement of general medical practitioners with 
suitable training in the service, particularly in rural areas, will be re-examined 
in the light of the staffing position. (3.32) 

4. The School Health Service will be examined to see how it needs to be 
modified to meet the needs of the future. Where worthwile improvements to 
ensure a more effective service can be identified, these will be implemented as 
circumstances permit. (3.37) 

5 .  The Minister for Health intends to initiate discussions with Comhairle na 
nospideil, the Postgraduate Medical and Dental Board, and the National 
Rehabilitation Board about how the medical rehabilitation services through- 
out the country might be progressively improved. (3.44) 
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Chapter 5 
6. The National Rehabilitation Board will initiate discussions with the Irish 
Congress of Trade Unions, the Federated Union of Employers and other 
interested parties with a view to gaining agreement to the introduction of trial 
periods for disabled persons seeking employment. (5.9) 

7. The National Rehabilitation Board will establish a technical/professional 
advisory service to assist employers and disabled persons on modifications to 
the workplace or production procedures so that disabled people can be readily 
employed in an establishment. (5.16) 

8. The National Rehabilitation Board will undertake campaigns as neces- 
sary, aimed at creating greater awareness among employers of the skills and 
abilities of disabled people and promoting employment opportunities gener- 
ally. (5.18) 

9. As resources permit the level of grants available from the National 
Rehabilitation Board to finance aids to employment will be increased so as to 
ensure that disabled workers can take full advantage of the latest advances in 
technological aids and equipment. (5.20) 

10. A study of the possible application of the enclave concept in Irish 
circumstances will be undertaken by the National Rehabilitation Board in 
consultation with employers, trade unions, and other relevant interests. (5.22) 

11. The National Rehabilitation Board will undertake a critical review of 
the operation of the training centre and community workshop system with a 
view to identifying any desirable changes in its concept. It  will also look at the 
overall need for both training and long-term sheltered places - inter alia in 
the light of the survey mentioned at 5.49; and will critically examine the 
geographic distribution of the centres and workshops. (5.43) 

12. The National Rehabilitation Board will develop an appropriate inform- 
ation and publicity programme to heighten awareness of the rehabilitation 
services which are available and to create greater awareness among disabled 
people of the opportunities on offer. (5.47) 

13. The National Rehabilitation Board will undertake an extensive survey 
of attitudes of disabled persons towards employment and will ensure the co- 
ordination and pooling of information available to the various agencies who 
operate services for disabled people. (5.49) 
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14. The Minister for Health will set up a working group comprising repre- 
sentatives of the Department of Health, the National Rehabilitation Board 
and relevant training agencies to advise on the introduction of uniform training 
allowances for persons in special training centres and for those undergoing 
training for open employment in community workshops. The question of 
having a single source of payment to persons in sheltered employment will 
also be examined by the working group. (5.51) 

15. It  will be necessary to set maximum periods for the payment of training 
allowances. Trainees retained in workshops beyond the specified period will 
be placed on the allowances appropriate to persons ill sheltered employment. 
(5.52) 

16. The National Rehabilitation Board will arrange to have examinations 
made of the latest innovations in vocational rehabilitation and to establish 
pilot schemes and experimental projects to assess their feasibility in the Irish 
context. (5.54) 

17. The Departments of Health and Social Welfare will review the 
philosophy underlying the application of the Occupational Injuries Fund and 
the Social Insurance Fund in relation to people who become disabled during 
the course of their working lives. The review will take particular account of 
both the cost of rehabilitation and the potential for reducing the future outlay 
of the Funds. In addition, the National Rehabilitation Board will initiate 
discussions with AnCO and vocational training organisations with a view to 
making better provision for the re-training of seriously injured workers. (5.58) 

Chapter 6 
18. The Commission on Social Welfare will be asked to review income 
maintenance provisions for disabled persons. (6.22) 

19. Arrangements will be made to introduce a formal scheme of allowances 
for persons in long-term residential care who have no income of their own. In 
the meanwhile, the Minister for Health will ensure that existing payments are 
increased periodically. (6.25) 

20. The present range of attendance allowances will be reviewed by the 
Commission on Social Welfare with a view to developing a more comprehen- 
sive scheme to all disabled persons requiring constant care and attention. 
(6.29) 



Chapter 7 
21. The Minister for Health is committed to the steady extension of the 
home help and meals-on-wheels services as key elements in our community 
care provisions. Health boards and voluntary organisations involved will be 
encouraged to pay special attention to the needs of disabled people living at 
home and, as resources permit, additional funds will be made available for 
that purpose. (7.4) - 
22. The Government are assessing the different aspects of care available for 
the disabled in the community and will have particular regard to the role of 
the public health nursing service. The Government will consider the need to 
improve the public health nurse/population ratio in order to enable the service 
to play a more active part in the domiciliary care of disabled people. (7.6) 

23. The Minister for Health will, as soon as resources permit, provide for 
the allocation of an increasing level of resources to the development of social 
work services. The aim will be to ensure that a professional social work service 
will be available to all disadvantaged persons, including the disabled, who 
require it. (7.12) 

24. The Department of Health will undertake a review of the arrangements 
for the counselling and support of the parents of mentally handicapped 
children. This examination will also focus on the need to develop similar 
services for the parents of physically disabled children. (7.14) 

25. The Government are conscious of the need for and value of day care 
services and will ask each health board in conjunction with the National 
Rehabilitation Board to draw up a programme for the development of day 
care services in its area. (7.23) 

26. The Department of Health will examine ways of encouraging foster care 
for mentally handicapped children, with a view to developing this option as 
an alternative to residential care. (7.26) 

Chapter 8 
27. The Government have directed the Office of Public Works to ensure 
that all new public buildings are fully accessible and to arrange an on- 
going and comprehensive programme to modify and adapt existing build- 
ings where practicable. (8.21) 
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28. The National Rehabilitation Board will discharge a central co-ordi- 
nating role in promoting the improvement of access for disabled people. In  
addition, An Foras Forbartha will establish a consultancy service for 
architects and builders seeking advice in relation to building design. (8.26) 

29. The Minister for Health will initiate a thorough review of all aspects 
of transport for disabled people. (8.43) 

Chapter 9 
30. The Government have already embarked upon a phased improvement 
scheme in public psychiatric hospitals which will, during the course of this 
and future years, effect a considerable change in the overall living environment 
of patients. It  is also the Government's intention to encourage the continued 
development of comprehensive community psychiatric facilities, such as day 
hospitals, day centres, workshops and a range of hostel developments. (9.24) 

31. The Minister for Health is satisfied that there is an urgent need for 
additional residential facilities for a relatively small number of physically 
disabled people in all health board areas. It  is the Minister's intention to make 
specific provision in the health capital programme for developments in this 
area over the next few years. (9.37) 

32. Health boards will be asked to assess the level of need for residential 
facilities for disabled people in their areas and to draw up a 5-year development 
programme to meet those needs. (9.38) 

Chapter 10 
33. The Government believe that the National Rehabilitation Board is the 
appropriate agency to promote the goals of full participation and equality and, 
in co-operation with the appropriate statutory agencies, to stimulate the 
development of policies and services for disabled people. The Board will be 
encouraged to extend its field of activity and the Government will make 
available the necessary resources to equip it to undertake this role. (10-12) 

34. Arrangements will be made to establish a consultative council under the 
National Rehabilitation Board to advise and assist it in discharging its new 
role in matters affecting disabled people. The council will include represen- 
tatives of relevant voluntary and statutory agencies together with other organ- 
isations whose activities impinge on disabled people. (10.14) 

35. The Minister for Health favours the establishment of a Standing Cabinet 
Sub-committee, consisting of Ministers involved in areas of social policy, 
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which would oversee and co-ordinate the development of plans and pro- 
grammes aimed at eliminating injustice and inequality and improving the 
standard of living and quality of life of disadvantaged members of society in 
general. (10.23) 

36. The Government acknowledge the enormous contribution which the 
voluntary sector has made and is continuing to make to the provision of 
services to disabled people and are committed to supporting the continuation 
and strengthening of this involvement in the future. (10.24) 

37. The Minister for Health is conscious of the need to promote interaction 
between disabled and non-disabled people from the earliest possible age and 
in all aspects of life. The Health Education Bureau, in consultation with the 
National Rehabilitation Board and voluntary organisations for the disabled, 
will develop a comprehensive programme to improve the community under- 
standing of and contact with disabled people. (10.28) 



Chapter 1 

Introduction 

General Background 

1.1 When the State was less developed and its social commitments more 
restricted, the task of supporting the disabled person fell almost exclusively on 
the family and the charitably minded. Occasionally, through exceptional 
courage and determination or the availability of extra resources, disabled 
people were able to establish an independent life for themselves. For the 
majority, however, survival at minimal levels of subsistence and tolerance was 
the reality of their lives and they were psychologically conditioned to expect 
no better. There is now a different attitude. There is greater public and private 
acceptance that the disabled are entitled, as of right, to the same opportunities 
and benefits from life as other citizens and that obstacles to their exercising 
that entitlement should be minimised if not eliminated. While progress has 
been made in that direction Irish society still has a considerable way to go to 
bring about a full life for the disabled. 

1.2 The recognition of the rights of disabled people and the focusing of 
attention on their abilities has been encouraged by significant advances in the 
medical, technical and social fields bringing the prospect of at least a reason- 
ably normal and socially integrated life within the prospect of even the most 
severely disabled person. 

Who are the Disabled? 

1.3 There are numerous definitions of handicap, disability and impairment. 
The scope of these definitions vary considerably depending on the area of 
service or need in question, the level of economic and social development and 
general attitudes towards the disadvantaged and vulnerable members of 
society. 

1.4 For the purpose of this Paper, it is intended to adopt the definitions 
which are used by the World Health Organisation in its manual of Inter- 



national Classification of Impairments, Disabilities and Handicaps (1980). 
These are as follows:- 

Impairment: Any loss or abnormality of psychological, physiological, or 
anatomical structure or function; 

Disability: Any restriction or lack (resulting from an impairment) of 
ability to perform an activity in the manner or within the 
range considered normal for a human being; 

Handicap: A disadvantage for a given individual resulting from an 
impairment or a disability that limits or prevents the fulfil- 
ment of a role that is normal (depending on age, sex and 
social and cultural factors) for that individual. 

1.5 Broadly speaking, there are three main categories of disability - 
physical disability, mental handicap and long-term mental illness. 

1.6 The physically disabled include the sensorily deprived viz. the deaf, the 
blind, those with speech difficulties as well as those with physical disabilities 
arising from congenital causes, accidents or chronic or long-term illnesses. It 
should, however, be noted that, while the onset of old age may be marked by 
the development of physical and mental disabilities, this Paper does not 
encompass the problems of old age per se. 

1.7 Since the problems and needs of the great majority of mentally handi- 
capped persons are of a long-term or permanent nature they clearly arise for 
consideration in the course of this review. 

1.8 In most instances mental illness is, like physical'illness, a short-term 
transient problem. Long-term mental illness is, however, one of the most 
disabling of conditions and, for the family, one of the most disturbing. At 
present the whole range of services for the mentally ill, both short-term and 
long-term, is the subject of a special review being carried out under the aegis 
of the Minister for Health. For that reason it is not proposed to deal specifically 
with the needs of the mentally disabled in this Paper but to consider them 
only insofar as their needs are common to those of other disabled persons. 

Organisation and Delivery of Services 

1.9 The needs of disabled people are many and varied. Most are shared 
with other members of the community, some are particular to certain groups 
of disabled people while others still are unique to individual disabled people. 
This Paper will focus on those services which have been developed and are 
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being provided specifically for disabled people. I t  will identify needs of the 
disabled not being met adequately by present services and will suggest how 
these might be provided for. It will also deal with services, some of a 

nature, which may have an important influence on the incidence 
of disabling conditions. 

1.10 At national level, lead responsibility for the administration of services 
for the disabled rests with the Minister for Health and his Department. Certain 
matters come within the ambit of other Government Departments for example 
Transport, Social Welfare, Education, Labour and Environment and these 
will be referred to in the course of this Paper. 

1.1 1 Under the Department of Health, statutory responsibility for a whole 
range of health and welfare services rests with the eight health boards. Services 
for which the boards are responsible include hospital services, general prac- 
titioner, nursing and paramedical services, residential care, vocational training 
and certain income maintenance services. The boards may provide these 
services directly or arrange for them to be provided by voluntary and private 
organisations; in practice, a substantial element of the services are provided 
in this way. In addition to the health boards, the National Rehabilitation 
Board provides certain specialist services including vocational guidance and 
job placement, assessment of hearing loss and provision of hearing equipment, 
information on aids and facilities for the disabled; and, in association with the 
Sisters of Mercy, it is responsible for the medical treatment and rehabilitation 
services provided at the National Medical Rehabilitation Centre, Dun 
Laoghaire. 

1.12 A notable feature of Irish rehabilitation services is the substantial 
contribution of voluntary organisations. Among them are organisations spe- 
cifically concerned with the sensorily handicapped and for those suffering 
from multiple sclerosis, spina bifida, kidney failure, epilepsy, arthritis, cystic 
fibrosis, cerebral palsy, schizophrenia, haemophilia and Friedreichs ataxia. 
Other organisations provide specialist services for disabled persons of various 
categories. For example, the Rehabilitation Institute, Cheshire Homes and 
the Central Remedial Clinic provide services in the fields of training, residen- 
tial care, medical rehabilitation and education. Most of these organisations 
are affiliated to the Union of Voluntary Organisations for the Handicapped. 
The Union was established for the purpose of providing a forum for co- 
operation for voluntary organisations engaged in work for the welfare and 
rehabilitation of mentally or physically disabled persons. 

1.13 In the field of mental handicap, the main thrust in the development of 
services has come from voluntary bodies, including religious orders and 

19 



parents' and friends' associations. There are over 140 organisations affiliated 
to the National Association for the Mentally Handicapped of lreland. 

1.14 For historical reasons, services for the mentally ill have tended to be 
regarded as the preserve of the public authorities. Over a considerable period 
there has been little evidence of public interest in the development and 
modernisation of services and facilities for this group. In recent times, the 
Mental Health Association of Ireland has, with limited facilities, begun the 
task of transforming attitudes towards the mentally ill and has contributed 
notably to a better understanding of mental health and mental illness. 

Development of Policy 

1.15 The growth of a new and more enlightened attitude towards disabled 
people as well as the task of modernising and expanding services and facilities 
received a considerable stimulus in the early 1960's. In 1961 the Minister for 
Health established a Commission of Inquiry on Mental Handicap to examine 
and report on the need for improvements in services for the diagnosis, 
treatment, care, training and education of mentally handicapped persons. In 
the same year, the Minister established the Commission of Inquiry on Mental 
Illness to carry out a similar exercise in relation to the mentally ill. When 
these Commissions reported in 1965 and 1966 respectively, their recommen- 
dations did much to stimulate the improvement and expansion of facilities for 
these groups and create greater awareness of their needs. 

1.16 Since that time, services for the disabled have been the subject of a 
number of reviews and investigations, including the Report of the Working 
Party on Training and Employing the Handicapped (1975), the more recent 
study commissioned by the National Economic and Social Council entitled 
"Major Issues in Planning Services for Mentally and Physically Handicapped 
Persons" (1980) and the Report of the Working Party on Services for the 
Mentally Handicapped (1980). 

1.17 The most recent major contribution to the public discussion on the 
needs of the disabled was the designation by the United Nations Organisation 
of 1981 as the International Year of Disabled Persons. The National Com- 
mittee established in Ireland for that year stimulated considerable publicity 
and created a wide awareness of the subject and its reports, recommending 
areas requiring further development, have been an influence on the contents 
of this Paper. 

1.18 These have not been the only stimulants to greater public awareness 
and action. A growing confidence in their capacity to lead a full life has 
encouraged many disabled people to broaden their horizons. Some have 
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assumed a prominent public role not just as spokespersons for disabled 
interests but in public affairs generally and in that way they have given hope 
and encouragement to many others. 

1.19 There is no disagreement about the philosophy which should underpin 
the development of policies and programmes for disabled people. The ultimate 
objective is to equip disabled people to realise their fuU potential and to 
participate to the greatest extent possible in the life of the community. The 
Government fully accept that this should be the aim of public policy. The 
general nature of the necessary measures to achieve this objective is not at 
issue. What is now required is an overall review of the needs of disabled 
people, an estimate of the extent of those needs and a systematic co-ordinated 
plan for meeting them. 



Chapter 2 

The Disabled Population 

Statistics 

2.1 There is no comprehensive source of information on the number of 
disabled people in Ireland. Information is available in relation to the mentally 
handicapped and mentally ill; the main difficulty arises in relation to the 
physically disabled. 

2.2 The Working Party on Training and Employing the Handicapped 
which reported in 1975 estimated that there were about 100,000 disabled 
persons aged 16 years and over. This estimate was based mainly on the 
number of persons in residential care or in receipt of health board or Social 
Welare allowances. It  did not include disabled children under 16 years. In 
view of this and because of the general rise in population since 1975, it can be 
assumed that the total number of disabled people of all ages today is consid- 
erably in excess of 100,000 and a figure of 150,000 would probably be closer 
to the true position. It must, in any event, be stressed that since there is not 
a clear dividing line between disability and normality any estimation must 
necessarily be only a broad approximation. 

Mental Handicap 

2.3 The most recent estimate of numbers of mentally handicapped persons 
has been published by the Medico-Social Research Board from the findings of 
the Census of the Mentally Handicapped in the Republic of Ireland 1981. 
The Census found that there were a total of 22,979 persons returned with 
some degree of mental handicap; 9,443 were identified as border-line or mildly 
mentally handicapped; 8,100 were moderately mentally handicapped; 3,347 
were severely mentally handicapped; and, 857 were profoundly mentally 
handicapped. 1,232 cases were returned with an unspecified degree of handi- 
cap. Because of the difficulties in assessing the prevalence of mild mental 
handicap in the population, it is assumed that the number of mildly mentally 
handicapped is significantly larger than the numbers reported in the Census 
who in general were attending a specific service for mental handicap. 



Table 1 shows the estimated number of mentally handicapped persons, 
excluding mildly mentally handicapped persons, as reported in the 1981 
Census and the previous Census camed out in 1974. 

TABLE 1 

Census of Mental Handicap: Age by Degne of Handicap: Numben 1974 and 1981. 

Degree of Handicap I 
I Moderate 

Age 

10-14 1.035 
15-19 698 1,203 
20-34 1.498 2,419 
35-54 1,321 1.559 

55 and over 715 

Total 1 5.936 ( 8.100 

Severe 1 Profound I Total 

2.4 The statistics show that there has been an overall increase in the 
number ofmentally handicapped persons. This is largely due to the substantial 
increase in the number of moderately mentally handicapped which has 
occurred among all age groups, but most noticeably in persons aged 15-34 
years. The numbers and prevalence rates for severe and profoundly mentally 
handicapped persons have dropped; the latter across all age groups. Though 
the number of severely handicapped has shown an increase in the age groups 
15-19 and 20-34 the prevalence rate has dropped in both instances. The 
authors of the Census suggest that the changing pattern is partly attributable 
to earlier intervention and better education resulting in higher levels of 
functioning and partly due to re-classification of persons included in the 1974 
Census. The possibility of a falling incidence of conditions causing severe and 
profound handicap and/or a diminishing survival rate in these groups must 
also be given due consideration. 

2.5 The increase in the number of adult mentally handicapped is most 
strikingly shown in the case of Down's Syndrome. Whilst the prevalence of 
Down's Syndrome remains at approximately 1 per 1,000 total population, the 
actual numbers have hcreased in line with the general population increase. 
Down's Syndrome accounts for 24% of all mentally handicapped persons over 
the age of 14 years in the moderate, severe and profound categories. 

Mental Illness 

2.6 As already explained, only those suffering from long-term mental illness 
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are regarded as disabled for the purposes of this Paper. On 31st March, 1981 
there were 13,984 patients in residence in psychiatric hospitals and units, of 
whom 10,502 or 75% had been resident for a year or more. The total of 13,984 
compares with 16,661 patients in 1971 and 19,801 patients in 1963. These 
figures show that there has been a steady decrease in the number of persons 
in psychiatric hospitals. 

2.7 Table 2 below shows the distribution of patients in residence in psych- 
iatric hospitals and units in 1971 and 1981 by length of stay: 

TABLE 2 

2.8 It may be seen from this table that the proportion of long-stay patients 
i.e. patients in hospital for one year or more has shown a slight decrease and 
that the proportion of patients in hospital for less than three months has 
increased. As one would expect the long-stay patients included a large number 
of elderly patients. Approximately 40% of patients in hospital for a year or 
more were aged over 65. Current trends suggest that the decline which has 
been taking place in the number of patients living in mental hospitals will 
continue. The rate at which this will occur will be dependent on a number of 
factors including the age and life expectancy of the patients and the extent to 
which patients are discharged to community residences. 

Under 3 months 
3-12 months 
1-5 years 
Over 5 years 
Total 1 year & Over 
Total Population 

Physical Disability 

Percentage Length of Stay 

2.9 As already stated there is, at present, no comprehensive source of 
statistics on the number of physically disabled persons in the country. Limited 
information is available in relation to the prevalence of various clinical 
conditions but this is of little value as these may or may not result in handicap 
depending on individual circumstances. In many cases, the degree of handicap 
experienced by an individual is as much a factor of his occupation, family 
circumstances and environment as of the severity of the disability itself. 
However, while it is not possible to provide comprehensive statistics about the 
nature and extent of physical disability, some indicators are the incidence of 
some types of disability. 

No. of Patients 

2.270 
1.531 
3.219 
9.641 

12.860 
16,661 

Teaching d m s t i c  skills in Rchobilitation 
Ward at St. Daunct's Hospital 

in Hospital 

2,358 
1,124 
2.41 3 
6.089 

10.502 
13.984 

31/3/71 1 31/3/81 1 31/3/71 1 31/3/81 



to alleviate the learning difficulties caused by the secondary handicap. Special 
educational facilities for non-communicating children who have additional 
handicaps are provided in two special schools and in some special units. 

White Paper on Educational Development, 1980 

4.16 The question of the further development of educational provision for 
children with disabilities has been dealt with in broad outline in Chapter 4 of 
the White Paper on Educational Development published by the Minister for 
Education in December, 1980. 

4.17 One of the principal issues considered in the White Paper was the 
future of educational facilities for the disabled in special schools. There have 
been increasing demands in recent years for an end to segregated education 
and, in some countries, this has led to a policy of compulsory integration of all 
children into ordinary schools. There are forceful arguments for and against 
this approach. On the one hand, the proponents of integrated education claim 
that segregation is unlikely to promote the optimum social and personal 
development of the disabled child and is a major obstacle to the achievement 
of integration and equality. On the other hand, there are those who feel that 
segregated provisions have served the disabled well and that a fully integrated 
service would be unable to provide disabled children with the additional 
support, assistance and encouragement which they often require. 

4.18 The White Paper alluded to the differing views on the issue and 
suggested that the question should be subject to continuous review and 
reappraisal in the light of the changing needs of disabled people. For the 
foreseeable future, the White Paper concluded that the present policy should 
continue i.e. that full integration would be the first option to be considered in 
each individual case, but that other options, including that of complete 
segration, would be retained. 

4.19 The White Paper also dealt with other more specific issues relating to 
the education of the disabled and made the following commitments which now 
represent Government policy- 

(i) the Department of Education will organise in-senrice courses for 
teachers of disabled children in addition to the full-time courses 
which were alreadypovided and willjwovide a consultancy service 
to the special schools; 

(ii) curriculum guidelines for special schools for moderately mentally 
handicapped children will be issued; and 



(iii) the policy of assigning remedial teachers to particular schooLF or 
groups of schools will be continued. 

Review of Provisions for Particular Groups 

Physically Disabled 

4.20 A review of thk educational needs of the physically disabled was 
completed in August 1981 by a working party under the aegis of the Depart- 
ment ofEducation. The review covered special educational provisions, support 
services, the provision of transport and access to school buildings. 

4.21 The report of the review is being considered by the relevant author- 
ities for implementation as resources andpn'orities may permit. 

Additional Support Services 

4.22 The review covered the whole range of educational provisions for the 
disabled, from ordinary schools, special classes within ordinary schools to 
special schools. In relation to children attending ordinary schools, the report 
stressed the need for a good exchange of information and for adequate support 
services. It recommended that additional tuition be provided as necessary 
either through the remedial education or the home tuition schemes and special 
mention is made of the need to provide intensive individual help for pupils 
who return to school after a prolonged period of absence. 

4.23 A number of recommendations apply both to children in a normal 
school setting and to those in special classes in ordinary schools. Foremost 
among these are those relating to the adequacy of psychological and coun- 
selling services. The report suggested that these services should be made 
available in the post-primary schools in which pilot integrated education 
schemes are in operation. The provision of adequate psychological services to 
special classes in ordinary schools is also recommended. 

4.24 The education of disabled pupils often involves the provision of care 
staff. The report recommends that the Departments of Health and Education 
authorise the provision of part-time child care and therapeutic services to 
physically disabled pupils in special classes whenever necessary and that full 
medical advice be made available. In the case of the individual pupil, it 
suggested that the school, in conjunction with the parents, should arrange for 
help in personal needs but if this does not prove possible the Director of 
Community Care should make suitable arrangements on a part-time basis. 

Cork Spostic Clinic andSchoo1 of the 
Diuim Child 





4.25 A number of recommendations refer particularly to special schools. 
The report proposed that the needs of special schools for the physically 
handicapped be examined by the Department of Education with a view to 
providing additional help to classroom teachers whenever necessary. The 
education of those with a combined mental and physical disability was 
considered and the report recommended that schools for the mildly and 
moderately mentally handicapped cater for physically disabled pupils who are 
mildly or moderately mentally handicapped. Staffing levels would require to 
be modified where a school was catering for combined mentally and physically 
disabled pupils. It  recommended that an additional child care assistant be 
appointed in every school for the mentally handicapped having five or more 
pupils with physical disabilities who require help in areas of mobility, personal 
care or communication. In addition, it recommended that special regard 
should be had to the number of multiply handicapped pupils in determining 
staffing levels in special schools. 

Assessment 
4.26 The importance of continuous assessment is underlined in a number of 
recommendations. The report suggests the introduction of a comprehensive 
pre-school assessment of the physical, psychological, social and educational 
needs of all children known to have physical handicaps. It  also recommended 
that at least once a year the District Inspector of Schools, the Director of 
Community Care, a psychologist, a social worker or public health nurse and 
the pupil's teacher or class tutor should review the placement and progress of 
each physically disabled pupil. 

4.27 In a situation where segregated and integrated education exist in 
parallel it is important that positive efforts be made to identify the disabled 
and careful records kept of their placement and progress. The report recom- 
mended that the education and health care services collaborate to achieve this 
objective. It suggested that the Director of Community Care appoint one 
person to co-ordinate the provision of services to ensure that every essential 
professional service is made available to the child and his family and that each 
professional is aware of what the other is doing. In line with the trend towards 
more parental involvement in the education process, the report suggests that 
the co-ordinator should organise informal discussion groups in each commu- 
nity care area for parents of physically disabled children and arrange for 
professionals to attend from time to time. 

Training 
4.28 The report refers to the need for special training for teachers in dealing 
with disabled pupils. It  recommended that pre-school assessment classes be 



staffed only by teachers who have completed a diploma course in special 
education. In addition, it recommended that Divisional Inspectors of schools 
organise seminars and in-service training courses for teachers who have 
physically disabled pupils in their classes. The trend towards integration will 
increase the likelihood of any teacher having a disabled child in the class and 
it suggested that the Department of Education organise seminars and courses 
aimed at increasing the awareness of all teachers of the learning needs of the 
physically disabled and at demonstrating the contribution that all teachers 
can make to meeting these needs. Complementary to this a series of one-day 
seminars might be organised for doctors and therapists to discuss with teachers 
the nature of various types of physical disabilities and the implications of these 
for the management of the pupil at school. 

Access and Transport 

4.29 The report recommended that all new schools be fully accessible to 
the disabled and that in suburban areas, in cities and in large towns one new 
school be fully equipped to cater for those who need special ancillary services. 
It is also suggested that the Department of Education introduce a scheme of 
grants, within reasonable limits, to assist in making schools accessible. 

4.30 Transport is an important determinant of the ability of disabled pupils 
to avail of educational opportunities. In this context, segregated education 
has considerable advantages but the recommendations, while recognising the 
considerable cost of transport and advocating efficiency and economy in its 
use, add the caveat that financial considerations alone should not determine 
whether or not an individual pupil receives services which are essential for 
him to attend school. It recommended that the need for suitable school 
transport vehicles for the disabled be investigated by a working party repre- 
sentative of the disabled, the automotive industry, the engineering profession, 
transport and education authorities. In the short term, the report suggested 
that escorts be provided on all buses used for the transport of the disabled. 

Residential Centres 

4.31 The working party also covered the need for residential accommoda- 
tion for those who are unable to remain in the family setting. In such cases, 
accommodation based on house parentlfamily units is recommended using 
ordinary bungalow type residences rather than units in the grounds of schools 
or hospitals. These should be provided and funded by the Department of 
Education. While a significant proportion would be located in Dublin conve- 
nient to existing special centres, the possibility that similar provisions should 
be made available in Cork, Limerick and Galway needs to be considered and 
a further investigation of the level of such need is recommended. 



Third Level 

4.32 In order to ensure that disabled pupils get a chance to gain from third 
level education, flexibility in decisionmaking on entry qualifications for 
admission to third level colleges is advocated and the possibility of allowing 
high income limits under the third level student grant scheme for the disabled 
is suggested. 



Chapter 5 

Vocational Training and 
Employment 

Introduction 

5.1 One of the primary objectives of policies and programmes for disabled 
people is to equip them to make a practical contribution to society to the 
maximum extent of their abilities. The Working Party on Training and 
Employing the Handicapped, 1975, expressed the underlying philosophy of 
this objective as follows:- 

"A great many handicapped persons are willing and able to work. Some 
require special training; others need special conditions of employment. 
The important thing is that no one should be denied the opportunity to 
work even if it requires a special effort by society to enable him to do so. 
The alternative of providing financial assistance, no matter how generous, 
to compensate the disabled person for his impairment is not a sufficient 
answer. It may be the only one in some instances, but for many it ignores 
the deeper psychological needs of the individual, the satisfaction derived 
from being a useful member of the community, the enhanced dignity of 

n the worker .. . . . 

5.2 Most discussions relating to training and employment of the disabled 
concentrate on groups for whom special arrangements are required. However, 
it is important to bear in mind that, as disability ranges from near normality 
to complete incapacity, it is necessary to consider opportunities across the 
whole spectrum of employment, from oper? employment to sheltered employ- 
ment and activation. 

Guidance and Placement 

5.3 Disabled people seeking employment are entitled to avail of the services 
provided for the population in general, such as that provided by the National 
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Manpower Service. There is, in addition, a specialised guidance and placement 
service for disabled people. 

5.4 The National Rehabilitation Board operates a vocational service which 
provides vocational assessment, counselling and placement services to disabled 
persons including disabled school leavers. Where young people are attending 
a special school, a programme of preparation for work is carried out by the 
school and the vocational service. A vocational officer arranges for the pupil 
to participate in work experience programmes and visits to industry as part of 
the preparation for work. During 1982,2,200 young people were dealt with by 
the vocational service. Of this number 823 were new referrals, 346 were placed 
in open employment and 583 were placed in activation and training. During 
early years in work a follow-up service is provided to assist with any problems 
arising for the disabled youngster or hisfher employer. 

5.5 The Board also provides thraugh its vocational service a placement 
service for adults. The vocational officer interviews and assesses the disabled 
person, gives guidance and counsel on the most appropriate form of training 
or career choice, arranges training or further education and, where possible, 
secures suitable and satisfying employment. This employment may be open 
or sheltered in nature. The vocational officer works closely with the health 
boards, various voluntary and statutory training bodies, trade unions and 
employers to ensure that the disabled secure a fair share of available 
employment. 

Open Employment 

5.6 Integration into the open market is the most desirable aim and for 
many disabled persons it is an attainable goal. Figures supplied by the 
National Rehabilitation Board indicate that in the period 1976-1981, 6,879 
disabled people were placed in open employment. It is not possible to provide 
complete figures on the number of disabled people in open employment. Only 
those who are experiencing difficulties are clearly identified. It  can be assumed, 
however, that there are many thousands of disabled people in open employ- 
ment who have never come to official notice because they can copdsucce~&liy 
with all the demands of the job. 

5.7 Disabled people face a number of obstacles in seeking employment in 
the open market. Apart from the impact of the recession on employment 
prospects generally, disabled people must also surmount the barriers of 
medical examinations, interview boards and the prejudices and misconcep- 
tions of employers and fellow workers. At the shop-floor level, there may be 
resentment among other workers who may feel that the disabled person is not 
capable of carrying his fair share of the work load. Among employers there 
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may be the assumption that the disabled person is not as productive as his 
workmates and is incapable of advancement to more difficult or demanding 
work. The result may be that the disabled may find themselves condemned to 
a peripheral role robbed of the prospects of promotion and compelled to accept 
the lowest level of paid jobs. 

5.8 These difficulties might be overcome if where doubts exist there were 
trial periods for those with disabling conditions. This would allow the indiv- 
idual to "try out" the job while at the same time it would provide employers 
with a chance to assess the suitabilitv of the disabled person. The introduction 
of trial periods would be a useful step towards increasing job opportunities for 
the disabled and would not require any alteration of present arrangements or 
amending legislation. 

5.9 The National Rehabilitation Board will initiate discussions with the 
Irish Congress of Trade Unions, the Federated Union of Employers and 
other interested parties with a view to gaining agreement to the introduction 
of trial periods for disabled persons seeking employment. 

5.10 Once a disabled person has satisfactorily completed his probationary 
period, there is a need to ensure that he is given the same opportunities for 
advancement and promotion as his fellow workers, subject to the limit of his 
capabilities. 

Fair Employment 

5.11 Section 11 of the Industrial Relations Act, 1969 provides that the 
Labour Court may, after consultation with organisations representative of a 
class, type or group of workers and their employers, make fair employment 
rules applying to those workers. In August, 1981, the Minister for Labour 
asked the Labour Court to examine the possibility of making Fair Employment 
Rules for Disabled Persons but despite detailed discussions with the FUE and 
ICTU agreement was not reached in the matter. 

5.12 There is general agreement with the concept of safeguarding the 
employment of disabled people by legislation. However, the disparities 
between the various types of work and between the various types of disability 
make it very difficult to draft legislation covering all cases. 

5.13 While the Safety in Industry Acts, 1955 and 1980 provide for the safety 
of all employees, they were not drafted with disabled persons in mind. It  must 
be acknowledged that there are certain occupations which, from the safety 
point of view, are clearly unsuitable for disabled workers. 



5.14 The provision of suitable means of entry and exit to and from places 
ofwork is an obvious need for disabled people but could be extremely difficult 
to achieve in many existing buildings. In many cases, also, in order to achieve 
safety while at work, the entire working environment (accommodation, 
machinery etc.) would need to be substantially altered. This could prove very 
costly for many employers and could interfere seriously with some types of 
work or even render them uneconomic. 

5.15 Nevertheless, where occupational health services are established in 
work places, an attempt could be made to have the person's work station and 
duties modified to suit the degree of disability. Occupational physicians and 
occupational health nurses devote part of their training to learning about the 
elements of assisting disabled persons at the work place and adapting work 
places and work systems to suit the particular need. Certain categories of 
disability could, of course, require medical or nursing assistance from time to 
time whether in the form of counselling and advice or direct medical interven- 
tion (e.g. injections, dressings etc.). 

5.16 The National Rehabilitation Board will establish a techni- 
caUprofessiona1 advisory service to assist employers and disabledpersons on 
modifiations to the workplace or production procedures so that disabled 
people can be readily employed in an establishment. 

5.17 On a broader front, there is a need for regular campaigns of publicity 
and information aimed at dispelling mistaken notions about the capabilities 
ofworkers with handicaps and at educating employers and workers about the 
real abilities of such persons. Experience during the International Year of 
Disabled Persons has shown that the creation of a favourable climate in this 
way is essential to securing co-operation and support for specific measures. 

5.18 The National Rehabilitation Board will undertake campaigns, as 
necessary, aimed at creatinggreater awareness among employers of the skills 
and abilities of disabled people and promoting employment opportunities 
generally. 

5.19 Some disabled people require special modifications or aids to facilitate 
them in performing their work. These range from simple ramps and modifi- 
cations of tools and machinery to sophisticated braille printouts attached to 
computers and visual display units. For some time, the National Rehabilitation 
Board has had a limited scheme to assist in meeting the cost of adaptations 
designed to enable disabled persons to fulfil job requirements. 

5.20 As resources permit the level of grants available from the National 
Rehabilitation Board to finance aids to employment will be increased so as 
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to ensure that disabled workers can takefuU advantage of the latest advances 
in technological aids and equipment. 

5.21 There remains a need for more initiatives and experimentation to 
facilitate the introduction of disabled persons into ordinary places of employ- 
ment and to give them the opportunity to demonstrate their abilities. The 
establishment of enclaves within existing industrial enterprises, where small 
groups of disabled persons could be employed in suitable stages of the general 
operations of the industries concerned, merits detailed investigation. It  is a 
concept which accords well with the ideal of normalisation and integration 
and one which operates successfully in other countries, particularly the United 
States. 

5.22 A study of the possible application of the enclave concept in Irish 
circumstances will be undertaken by the National Rehabilitation Board in 
consultation with employers, trade unions and other relevant interests. 

Quota Schemes 

5.23 Quota schemes are a means of ensuring that, despite the various 
obstacles outlined above, disabled people are guaranteed access to a minimum 
proportion of jobs. The idea was developed in Europe in the aftermath of 
World War Two and the original intention was to provide employment 
opportunities for war victims. The scope of quota schemes has since been 
extended to include all disabled people, regardless of whether their disabilities 
arose from war injuries. 

5.24 West German legislation provides for a 5% quota on employers. Levies 
payable by below-quota employers provide finance for subsidies to encourage 
the employment of disabled people and the provision of back-up facilities. 
Italy has a quota of 15% which extends to near relatives of disabled persons. 
The provisions relating to the system are very complex and the quota is not 
being met. France has a quota of 10%. Firms are obliged to give a trial period 
to disabled people referred to them for quota vacancies. In practice, the quota 
has never been reached and sanctions for breaches of it are rarely imposed. 
Denmark has no formal quota system but the public sector is obliged to give 
priority to certain disadvantaged groups, including the disabled. 

5.25 The United Kingdom has had a quota scheme since 1944 and it was 
reviewed recently by the Manpower Service Commission. One of the main 
findings was that there had been a dramatic fall-off in the numbers of disabled 
people registering under the scheme to the extent that there were insufficient 
registered persons to enable firms to meet the statutory quota of 3%. In 1979, 
only one in every three firms involved were meeting their obligations under 
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the scheme. In July 1981, the Commission formally recommended that the 
quota scheme be replaced by a statutory obligation on employers to take 
"responsible steps" to promote equality of opportunity in employment for 
disabled people. 

Public Service Quota 

5.26 In Ireland the Government introduced a quota scheme for the public 
service in 1977 and set a target of reserving 3% ofjobs for disabled people by 
the end of 1982. The implementation of the scheme is being promoted by an 
Inter-Departmental Committee under the aegis of the Minister for Labour. 

5.27 In the Civil Service the Government's decision has led to a considerable 
widening of the range ofjob opportunities available to the disabled. A number 
of competitions confined to disabled people have already been held from which 
over 140 appointments have been made and further competitions are planned. 
It  should be noted that disabled persons recruited through these competitions 
hold their appointments on the same basis as other civil servants of the same 
grade and will, in due course, be eligible for promotion in accordance with 
standard procedures. 

5.28 The quota also applies to local authorities, health boards and State 
bodies. In relation to local authorities and health boards, it has been necessary 
to make special arrangements because of the statutory duty of the boards and 
authorities to ensure that candidates meet strict health requirements. The 
procedure which has been adopted involved the creation of barallel grades 
within the clerical and administrative grading confined to disabled persons. 
However, these posts carry the same remuneration and conditions of service 
as similar posts held by non-disabled persons. The number of disabled persons 
at present employed by health boards is 352, by local authorities 215 and other 
State bodies 1,509. 

5.29 Significant progress has been made with the quota scheme in the Civil 
Service. However, the Government are disappointed that comparable progress 
has not been made in all sectors of the public service. The Government 
therefore propose to ask the Inter-Departmental Committee to review the 
operation of the scheme with a view to putting recommendations to the 
Government particularly in relation to the uneven operation of the scheme in 
other areas of the public service. 

Quotas in the Private Sector 

5.30 When the public service quota was being introduced, consideration 
was given to the possibility of introducing a quota scheme in private enter- 
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prises. As mentioned earlier legislation of this kind exists in a number of 
European countries. Apart from West Germany, which appears to be satisfied 
with the success of its system, the general experience of countries which have 
been operating compulsory quota systems in the private sector is that they are 
not of significant value. An official French comment on the system in that 
country is probably a fair reflection of the general view: "The quota has had 
some use in securing the employment of disabled people, but its usefulness is 
less than was originally expected, and has diminished over time". In the light 
of this, the Government do not consider it desirable at this time to impose an 
obligation on private sector employers to r e m i t  ajired number of disabled 
workers. 

5.31 The Government are determined, however, to ensure that the private 
sector will also play its part in providing jobs for disabled people. Employer 
organisations and the trade union Movement must accept their responsibility 
in this matter. While it is not proposed to introduce legislation at this time, 
the position will be monitored closely and, if satisfactory progress in the 
provision ofjobs for the disabled is not made within the next few years, the 
introduction of legislation to rectify the position will be considered. 

Vocational Rehabilitation 

5.32 Vocational rehabilitation services are in the process of development in 
accordance with the recommendations of the Working Party on Training and 
Employing the Handicapped. The working party estimated that 15,000 adult 
disabled persons would benefit from training and preparation for work. At the 
end of 1983 there were about 7,930 places available in various centres through- 
out the country, providing skilled and semi-skilled training activities and 
sheltered employment. These are distributed as follows:- 

Rehabilitation Services 

5.33 There has been considerable progress in implementing many of the 
proposals of the working party. A new concept, the community workshop, 
was recommended as particularly appropriate to Irish conditions having the 
dual function of training and sheltered employment. The concept has been 
developed on an extensive scale, mainly on the initiative of the Rehabilitation 
Institute and the health boards. 

6 1 

Skill Training Centres 
Community Workshops 
Special Category Workshops 

Approximate Number of Places 

Residents 
- 
- 

3,105 

Dav Attenders 

430 
1.880 
2,515 



5.34 A pilot scheme to train disabled persons in AnCOIIndustrial Training 
Authority centres was initiated in 1975. It  is now AnCO policy to set aside a 
proportion of its trainee places for the disabled and during 1982 over 300 such 
persons were trained in AnCO centres. AnCO has undertaken an extensive 
programme to ensure that all its training centres are fully accessible. AnCO 
has also released members of its staff to special training courses so that they 
will be adequately equipped to train disabled people. 

5.35 A series of courses have been established under the aegis of the 
National Rehabilitation Board and AnCO for instructors involved in the 
training of the disabled. 

5.36 Additional vocational staff have been recruited by the National Reha- 
bilitation Board to improve the effectiveness of the service for the vocational 
guidance and placement of disabled people in employment. 

5.37 An Advisory Committee on the Occupational Rehabilitation of the 
Blind has prepared a scheme for the re-organisation of the special workshop 
for the visually handicapped in Rathmines. A new Board of Management was 
appointed to develop those proposals which, inter alia, envisage a wider range 
of training opportunities for blind persons. 

Planning of Community Workshops 

5.38 The Community Workshop is intended to prepare persons with vary- 
ing disabilities for open employment while at the same time providing long- 
term sheltered employment for those who can achieve a reasonable level of 
productivity (about 30% of that of the average able-bodied worker). 

5.39 The working party had difficulty in estimating the need for workshop 
places and suggested a tentative target of 5,000. The National Rehabilitation 
Board subsequently recommended a revised target of 3,000. As previously 
mentioned, the number of places available at the end of 1983 was approxi- 
mately 1,880. Planning is continuing on the expansion of existing centres and 
provision of new workshops by health boards and voluntary organisations. I t  
is important that all of these bodies should have clear guidelines for future 
development so that there is no duplication or excess provision and that the 
limited financial and personnel resources are committed to the type of service 
and the geographical areas most in need. 

5.40 A recent evaluation of community workshops and special training 
centres carried out on behalf of the Department of Health has revealed a 
number of difficulties in the present arrangements. The report found that 
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while most counties now have community workshops, the geographical dis- 
tribution is unevenly balanced in terms of population served. It  suggests that, 
in the short-term, a major consideration in the examination of proposals for 
new centres should be whether such provision would tend to reduce or increase 
existing disparities. In the longer term, and with records of disabled people 
available on a local basis, it should be possible to draw up estimates of the 
likely needs of particular areas having regard to existing facilities. 

5.41 Health boards should, with the assistance of the National Rehabili- 
tation Board, assess the need for services for disabled persons and plan the 
development of services including the establishment of priorities. 

5.42 There is a need for some clearer formula for establishing the propor- 
tions between workshop provision for those whose prospects of outside work 
are reasonably good and those for whom employment in special conditions for 
a prolonged period is more likely. This has an important bearing on the 
character of arrangements within individual workshops. At present, decisions 
on this matter tend to be arrived at workshop by workshop on a rather ad-hoc 
basis. Surveys carried out by the National Rehabilitation Board suggest that 
10% of Disabled Persons Maintenance Allowance recipients are suited to 
open employment and a further 30% have the potential for a sheltered 
environment i.e. community workshops. There is need for considerable further 
research in this area to ensure that an expensive framework of facilities is not 
hastily established which may later prove to be unbalanced in the light of 
actual needs. 

5.43 The National Rehabilitation Board will undertake a critical review 
of the operation of the training centre and community workshop system with 
a view to identihing any desirable changes in concept. It will also look at the 
overall need for both training and long-term sheltered places - inter alia 
- in the light of the survey mentioned at paragraph 5.49; and will critically 
examine the geographic distribution of centres and workshops. 

5.44 The review will have particular regard to the Report of the Workshops 
Standards Committee which was established by the National Rehabilitation 
Board to develop standards for vocational rehabilitation centres and sheltered 
workshops. 

Take-up of Semces 

5.45 Despite the advances which have been made, there are still consider- 
able numbers of people who have the potential to benefit from rehabilitation 
training but who are not aware of the services available. 
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5.46 Attempts to improve the response ofdisabled persons to rehabilitation 
training still have to contend with the outdated assumption that what is 
available holds out little promise of job satisfaction and that the work is 
repetitive and is unlikely to command respect for those engaged in it. It  would 
be useful to look at the manner in which rehabilitation is presented to disabled 
people to ensure that they are properly informed about the kind of work now 
on offer. Information about the availability of new-style workshops needs to 
be publicised and designed to make an impact on disabled persons as well as 
their parents, friends and relations. 

5.47 The National Rehabilitation Board wiU develop an aPP+OpnOpnate 
information and publicity programme to heighten awareness of the rehabil- 
itation services which are availabk and to create greater awareness among 
disabkdpeopk of the opportunities on offer. 

5.48 There is a need for more information on the attitudes of disabled 
people towards work and vocational rehabilitation generally. The evaluation 
report referred to at paragraph 5.36 adverted to the problem of ascertaining 
the attitudes of disabled persons to rehabilitation in general and to existing 
facilities in particular. The report suggested that an attitudinal survey should 
be conducted of those disabled persons in the community who might benefit 
from preparation and training for work. The existing records kept by the 
National Rehabilitation Board, health boards and voluntary organisations are 
potentially a source of information in regard to general motivation and 
attitudes of disabled people. It seems, however, that the varying methods of 
compilation make them unsuitable for analytical purposes. A more systematic 
approach to the collection and aggregation of such information is required. 

5.49 The National Rehabilitation Board will undertake an extensive 
suruey of attitudes of disabled persons towards employment and wiU ensure 
the co-ordination and pooling of informatim available to the various agen- 
cies who operate services for disabkd people. 

Remuneration 

5.50 The setting of remuneration levels for persons in training and sheltered 
employment is a difficult problem. Since the objective of the services is as far 
as possible to encourage people to move into open employment, it is essential 
that there should be a sufficient gap between remuneration in workshops for 
the disabled and that available elsewhere so as to provide an inducement to 
seek outside work. At present disabled persons undergoing vocational training 
receive payments of between Ell and £12 per week in addition to any State 
allowances to which they may be entitled. In addition, they have free transport, 
and married workers receive allowances in respect of dependants. For those 
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who are unable to avail of public transport, health boards make a further 
subvention to the training organisation to finance alternative arrangements. 
Table 4 gives the various allowances payable to a person undergoing vocational 
rehabilitation. 

5.51 The Minister for Health wiU set up a working group compising 
representatives of the Department of Health, the National Rehabilitation 
Board and relevant training agencies to advise on the introduction of 
uniform training allowances for persons in special training centres and fot 
those undergoing training for open employment in community workshops. 
The question of having a single source of payment to persons in sheltered 
employment will also be exumined by the working group. 

5.52 i t  will be necessary to set maximum periods for the payment of 
training allowances. Trainees retained in workshops beyond the specifid 
period will be placed on the allowances appropriate to persons in sheltered 
employment. 

Other Matters 

Transport to Work 

5.53 Transport to and from work can create difficulties for some disabled 
people. Disabled people receiving the rehabilitation allowance from health 
boards are provided with a free travel pass for use on public transport. In the 
case of those who are unable to use public transport or who live in areas where 
no such service exists, minibuses are usually provided by the training organ- 
isation involved, or by the local health board, or by voluntary organisations. 
It  is in the area of open employment that difficulties with transport tend to 
arise most frequently. Disabled persons in open employment are not entitled 
to free travel and many would not qualify, on means grounds, for the motorised 
transport grant from health boards. There have been cases of persons in this 
situation declining offers of employment because their travel expenses would 
have left them with less disposable income than thay had from income 
maintenance allowances. 

Research 

5.54 There is a need to explore in depth new opportunities for the visually 
handicapped, quadriple& and others who are severely disabled. The National 
Rehabilitation Board wiU awange to have examinations made of the latest 
innovations in vocational rehabilitation and to establish pilot schemes and 
experimental projects to assess their feasibility in the Irish context. I t  is 
hoped that these efforts will help to extend the horizons of vocational rehabil- 
itation and bring forward the day when even the most severely disabled 
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TABLE 4 

Allowances payable to persons undergoing vocational rehabiliation. 

Allowance 

Maintenance I perweek I Dependants' I perweek I perweek I perweek I perweek I (and meansof spouse 

I I I I I I r Y ,", P.,. I 

Amount 

Disabled Persons 1 f36.45 1 Free Travel and £11 1 £47.45 1 €12 1 £48.45 1 Personal means test 

Fringe Benefits 

I where applicable) Allowance 

Maintenance 
Allowance 

Unemployment Benefit 

Unemployment 
Assistance 

Disability Benefit 

Rehabilitation 1 £44.65 1 Free Travel (not a I £11 1 £55.65 1 El2 1 £56.65 I Personal means test 

( Allowance 

CommunjV 
Workshop 
Payment 

It is generally agreed that the present variety of allowances based on different criteria leads to confusion and to anomalies. There is clearly a case for 
simplification. 

per week 

£34.80 
per week 

£28.90 
per week 

£34.80 
per week 

Total 
CommuniV 
Workshop 
D D , - ~ ~ +  

statutory entitlement) 
and Dependants' 
Allowance 

Dependants' Allowance 

Dependants' Allowance 

Dependants' Allowance 

Training 
Centre 

Payment 

per week 

£11 
per week 

£11 
per week 

£11 
per week 

Total Training 
Centre 

Payment 

per week 

£45.80 
per week 

£39.90 
per week 

£45.80 
per week 

Means Testing 

per week 

£12 
per week 

£12 
per week 

£12 
per week 

per week 

£46.80 
per week 

£40.90 
per week 

£46.80 
per week 

~~- ~~ ~ ~~ 

(and means of spouse 
where applicable) 

- 

Personal and family 
means test 

- 



persons will have the opportunity to undertake interesting work suited to their 
ability. It would be expected that initiatives of this nature will secure financial 
support from the European Social Fund. 

Rehabilitation of Persons Disabled during Working Life 

5.55 One of the major gaps in current vocational rehabilitation services is 
the lack of special provision for the re-training of persons who become disabled 
during their working lives. The continuing rise in the number of people injured 
in road traffic accidents and accidents at work and the increasing incidence of 
strokes and coronary heart disease has resulted in many people being unable 
to continue in their former occupation. Most of those involved are insured 
workers and their inability to return to their formerjob usually qualifies them 
for long-term invalidity pension or similar benefits. The result is that there is 
often no financial incentive to seek re-training with consequential losses to the 
State and the community generally. 

5.56 This problem is only beginning to be recognised in Ireland but in 
other European countries the re-training of injured workers is a normal part 
of the social insurance system. In West Germany, for example, the social 
insurance authorities provide curative and occupational rehabilitation 
services. The authorities are obliged to ensure that any reduction in earning 
capacity resulting from an accident is corrected and that the injured person is 
restored to a state in which he can resume his previous occupation, or, if that 
is impossible, engage in some other occupation or gainful employment. 

5.57 The development ofsocial insurance in Ireland has, of course, travelled 
a very different path to such countries but nonetheless much profit could be 
derived from linking the arrangements for insurance of workers against occu- 
pational sickness and injury with rehabilitation programmes. Indeed, provi- 
sion does exist in occupational injuries legislation for the payment of contri- 
butions towards the cost of rehabilitation services for persons entitled to 
disablement benefit in respect of occupational injury and disease (Social 
Welfare (Consolidation) Act, 1981, Section 64). While this section of the Act 
is in operation no payments have, as yet, been made under it. 

5.58 The Departments of Health and Social Welfare wiU review the 
philosophy und&lying the application of the occupational injuriesfund and 
the social insurance fund in relation to people who become disabled duriw - 
the course of their wkking lives. The review w i U  take particular account 4 
both the cost of rehabilitation and the potential fw reducing the future 
outlay of the funds. In addition, the National Rehabilitation Board will 
initiate discussions with AnCO and vocational training organisations with 
a view to making better provision for the re-training of seriously injured 
workers. 



Chapter 6 

Income Support Services 

Introduction 

6.1 A number of studies have revealed a close relationship between dis- 
ability and poverty and deprivation. The reasons for this are varied and are 
due in part to the fact that many disabled people are unemployed, frequently 
out of work due to illness or working at the lowest level of remuneration. In 
addition, it has been shown that some disabled people incur significantly 
higher expenditure than non-disabled people in similar circumstances due to 
expenses arising from their disability. These depend on the nature and severity 
ohhe disabilitfand range from the.need for extra heating and clothing, drugs 
and special diets, aids and prosthetic appliances to extensive modifications to 
the home or motor car. 

6.2 There is a growing recognition of the special financial hardships faced 
by disabled people and of society's responsibility to help them achieve a 
standard of living comparable with that enjoyed by other members of the 
community. 

Existing Provisions 

6.3 Income support services are provided by the Department of Social 
Welfare, health boards and, to a lesser extent, the Revenue Commissioners. 
Some of these benefits, for example, free fuel, supplementary welfare allowance 
and children's allowances are available to many members of the communitv: , , 
this Chapter will concentrate on those schemes which are specifically for 
disabled people. 

6.4 Long-term benefits provided by the Department of Social Welfare 
include Invalidity Pension and Disablement Benefit. Disability Benefit may 
also be provided on a long-term basis for persons who do not receive Invalidity 
Pension. 



6.5 Invalidity Pension is paid to about 21,000 persons. This pension is 
payable to insured persons who may be regarded as being permanently 
incapable of work. Before qualifying for this allowance a person will normally 
have been sick and in receipt of Disability Benefit for at least twelve months. 

6.6 Disablement Benefit under the occupational injuries scheme, which 
normally succeeds Injury Benefit which is payable for not more than six 
months, is payable to a person who, as a result of an occupational accident or 
disease, is suffering from loss of physical. or mental faculty. There are about 
2,200 persons in receipt of Injury Benefit and 7,600 in receipt of Disablement 
Benefit. 

6.7 Some 68,000 people are in receipt of Disability Benefit at any time. A 
considerable number of these claimants, approximately 50%, would be long- 
duration claimants (on benefit for over 1 year). This benefit or Invalidity 
Pension may be paid in addition to Disablement Benefit. 

6.8 Entitlement to these benefits is dependent on the payment of social 
insurance contributions and hence only apply to disabled people who are or 
have been in insurable employment. The Department of Social Welfare also 
provides a pension for blind persons which is paid, subject to a means test, to 
all blind persons over the age of 18 years. There is a wide variety of benefits- 
in-kind available, subject to certain conditions, including free travel, free 
electricity allowance, free television licence, free telephone rental and free fuel. 

6.9 The main source of financial assistance from health boards is the 
Disabled Persons Maintenance Allowance. This is payable, subject to a means 
test, to people over 16 years of age who are substantially disabled. At the end 
of 1983 there were just less than 24,500 people in receipt of this allowance. 
Increases are payable in respect of dependants. The maximum weekly rate at 
the 27 June, 1983 was £36.45. The rate for a spouse or adult dependant over 
18 was £20.70. Allowances are also payable in respect of dependent children 
under 18. 

6.10 Health boards provide Blind Welfare Allowances which are payable 
in addition to Blind Persons Pension to needy blind persons. Monthly allow- 
ances of £62 are paid to mothers of severely disabled children who require 
care and attention substantially greater than that required by children of the 
same age and sex. In addition, health boards, on behalf of the Department of 
Social Welfare, operate the Supplementary Welfare Allowances Scheme. 
Under this scheme, people whose means are insufficient to meet their needs 
and those of their dependants are entitled to financial assistance. 
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6.1 1 Persons in receipt of Disabled Persons Maintenance Allowance and 
Invalidity Pension qualify for free travel and may in certain circumstances 
qualify for free electricity allowance, free television licence, free telephone 
rental and free fuel in addition to their cash allowance. 

6.12 So as to reduce the social isolation of severely physically disabled 
persons health boards provide Mobility Allowances to those unable to walk 
and make grants towards the purchase of motor transport. These schemes are 
discussed at Chapter 8 - Housing, Access and Mobility. Health boards also 
make certain payments to persons attending workshops and training centres 
and these are examined at Chapter 5 -Vocational Training and Employment. 

6.13 The Revenue Commissioners provide a number of income tax conces- 
sions to or in respect of disabled persons and certain reliefs and exemptions 
from the payment of customs and excise duty and value added tax. Special 
income tax reliefis provided to blind persons and in respect of the maintenance 
of an incapacitated child or dependent relative or the employment of a person 
to take care of an incapacitated person. There are a number of schemes to 
assist disabled persons purchase and maintain a motor vehicle; see paragraph 
8.34. 

Division of Responsibility 

6.14 The division of responsibility for income support services between 
various Government Departments and State agencies is frequently criticised 
on the grounds that it leads to anomalies and gaps in provisions and makes it 
difficult for eligible people - disabled or otherwise - to know their entitle- 
ments. Furthermore, it is claimed that fragmentation of responsibility hinders 
the development of a comprehensive policy on income support and a co- 
ordinated approach by the different agencies involved. 

6.15 The present structure of income maintenance services is a product of 
history and is a direct result of the manner in which provisions have been 
developed and expanded to meet particular needs as they were perceived. For 
example, the visually handicapped were one of the first groups to be recognised 
as requiring special assistance and blind pension and welfare schemes were 
introduced long before similar provisions for other disabled people. From the 
beginning blind pension was financed directly by the State. On the other 
hand, Disabled Persons Maintenance Allowance was introduced to relieve 
disabled people from having to make frequent applications for home assistance. 
Since home assistance was locallv financed. it was perhaps inevitable that the 
Disabled Persons Maintenance Allowance came to be organised and funded 
in a similar manner. Following the establishment of health boards, the 



financing of that allowance was transferred to central funds but administration 
continues to be at local level. 

Co-ordination of Policy 

6.16 The Government are concerned that a co-ordinated approach should 
be adopted in dealing with social deprivation in its various forms. The 
Commission on Social Welfare was recently established to review and report 
on the social welfare system and related social services and is intended to 
provide a blueprint for the future development of the system. Apart from an 
examination of the social welfare system proper; the Commission may rec- 
ommend any modifications in Government policies and programmes generally 
which are necessary to secure the general objective of social equity. 

6.17 The Government are also committed to drawing up and implementing 
an anti-poverty plan within the context of national economic and social 
planning and to establish a Combat Poverty Organisation with local involve- 
ment. The Minister has received the views of the Commission on Social 
Welfare on the establishment of a Combat Poverty Organisation and is making 
preparatory arrangements to establish the Organisation as soon as possible. 

6.18 The development of a planned and co-ordinated approach towards 
the provision of services for deprived groups underlies the Government's 
approach in these areas. The situation of the disabled, as one of the most 
disadvantaged groups in the community, s h o d  be dealt with as a priority 
issue in this context. 

Co-ordination of Administration 

6.19 The centralisation of responsibility for the various income maintenace 
schemes will be of limited value unless it is accompanied by a streamlining of 
administrative structures and operating policies. It  has already been pointed 
out that the widely differing procedures and arrangements at present are 
largely historical in origin and, with few exceptions, are not based on any 
practical considerations of efficiency and effectiveness. For example, there is 
much to recommend the transfer of responsibility for Disabled Persons 
Maintenance Allowance to the Department of Social Welfare and its admin- 
istration on the same basis as Blind Persons Pension. Centralisation of admin- 
istration would lead to a more consistent approach to the definition of need, 
greater uniformity in the assessment of means and the determination of 
eligibility and would help to ensure that eligible people become more aware 
of their rights and entitlements. A move towards greater centralisation of 
administration would also facilitate the rationalisation and streamlining of the 
wide rwge of allowances and concessions which currently exists. The number 
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of different schemes and the variety of eligibility conditions is confusing and 
acts as an invisible barrier to the take-up of services. 

6.20 While a greater degree of uniformity in administration is desirable, it 
is important to ensure that the experience and expertise which has been built 
up in the various State agencies is not lost and that any new arrangements are 
sufficiently flexible to meet individual cases of need. In the case of some 
schemes, for example, those operated by the Revenue Commissioners, it may 
neither be possible nor desirable to alter the present administrative arrange- 
ments. It  is all the more vital in such cases that the policies and operational 
procedures are fully in accord with the overall approach to income 
maintenance provision. 

Rationalisation of Existing Provisions 

6.21 Proposals have been made by various interests for changes in the scope 
and coverage of existing schemes to enable them to be more readily understood 
and utilised. For example, it has been suggested that the Blind Persons Pension 
and Disabled Persons Maintenance Allowance should be abolished and 
replaced by a new "Disabled Persons Allowance" which would apply to all 
disabled persons. 

6.22 The Commission on Social Weyare will be asked to rariew income 
maintenance provisions for disabled persons. 

6.23 The Commission on Social Welfare will also be asked to pay particular 
attention to the following matters:- 

(i) the changes, both legislative and organisational, required to bring 
about greater uniformity in the administration of income maintenance 
services for disabled people and, in particular, the steps required to 
transfer responsibility for Disabled Persons Maintenance Allowance 
to the Department of Social Welfare; 

(ii) the rationalisation of existing provisions, with special reference to the 
proposal to merge Disabled Persons Maintenance Allowance and 
Blind Persons pension to form a new "Disabled Persons Allowance"; 

(iii) the possibility of the introduction of such procedures as are required 
to ensure that disabled people in receipt of benefits, pensions or 
allowances receive automatically, and without the need for further 
applications, all the concessions and benefits-in-kind for which they 
qualify. 
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Future Developments 

Persons in Residential Care 

6.24 Insofar as income maintenance is concerned, one of the most neglected 
groups are disabled people in long-term residential care. There is, at present, 
no formal scheme of payments to such people who have no other source of 
income. This anomaly dates from the Poor Law of the nineteenth century and 
outmoded concepts of indoor and outdoor relief. Current practice is for health 
boards to provide persons who have no other means with a small weekly 
payment to cover the cost of such items as newspapers, sweets and toiletries. 
There is no legal entitlement to these payments, which are strictly at the 
discretion of health boards. Since 1 July 1983, health boards have been asked 
to provide a minimum allowance of E6 per week. This situation is unsatisfac- 
tory and it is desirable that, subject to a means test, there should be a legal 
entitlement to such an allowance. 

6.25 Arrangements will be made to introduce a formal scheme of allow- 
ances for persons in long-tenn residential care who have no income of their 
own. In the meanwhile, the Minister f w  Health will ensure that existing 
payments will be increasedpen'odically. 

Attendance Allowances 

6.26 There are a number ofschemes in existence which provide for payment 
or income tax relief in respect of the constant care and attention of disabled 
people provided by parents or relatives. 

6.27 Persons in receipt of Blind Persons Pension or Invalidity Pension who 
are receiving full-time care and attention from a prescribed relative may, 
subject to certain conditions, qualify for a Prescribed Relative Allowance 
which is payable in addition to their pension. A Domiciliary Care Allowance 
is payable to the parents of a severely disabled child who requires constant 
care and attention. Persons in receipt of 100% Disablement Pension under 
the scheme of occupational injuries benefits may qualify for Constant Attend- 
ance Allowance if they require assistance in attending to personal needs. 
Finally, limited income tax relief is available in respect of the employment of 
a person to provide care and attention to a disabled person. 

6.28 Apart from the social benefits, there are sound economic advantages 
in providing attendance allowances. But for the existence of these schemes, 
many of the disabled people involved might have to be admitted to hospital 
or residential care at far greater cost to the State. 
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6.29 The main disadvantage of the present schemes is the limited coverage 
they provide and the fact that many disabled people do not qualify under any 
of them. These people may receive assistance under the home help and 
meals-on-wheels services but, for many, this is not a satisfactory solution. The 
present range of attendance allowances wiU be reviewed by the Commission 
on Social Welfare with a view to developing a more comprehensive scheme 
availabk to ALL disabkdpmsons requiring constant care and attention. 

Information 

6.30 Since their inception, the community information centres, which 
operate under the general direction of the National Social Service Board, have 
done much to improve public awareness of benefits and entitlements. The 
Department of Social Welfare, for its part, has been gradually building up a 
network of information offices throughout the country. 

6.31 Despite these developments, there remains a need for a more active 
and comprehensive programme to distribute information on income 
maintenance services. Many disabled people are house-bound and hence 
unable to travel to information offices while others are unable to understand 
the rules and conditions attaching to schemes. 

6.32 The streamlining of administration and the rationalisation of existing 
schemes which are envisaged in this Paper will go some way towards removing 
the confusion that exists in the minds of many people. Arrangements are being 
made to simplify application forms. Information leaflets will continue to be 
widely distributed through post offices and similar outlets. This will be backed 
up by advertising campaigns in the newspapers and on radio and television 
providing information on the schemes available and advice on how to apply 
for benefits under these schemes. 



Chapter 7 

Welfare Services 

The Welfare Dimension 

7.1 In the past, social attitudes and social provisions were such that unless 
the disabled person had a family willing and able to care for him at home, 
admission to long-stay residential care was inevitable. The picture has now 
changed radically; it is generally accepted that the great majority of disabled 
persons can, and should be, enabled to live a fuller life in the community. 

7.2 Apart from the provision of suitable housing which is considered in 
Chapter 8, the success of such a policy is dependent on the availability of 
community based support services. This has been an area of considerable 
growth during the last 10-15 years, at first mainly on the initiative ofvoluntary 
organisations but increasingly through the development of community care 
services by health boards working in association with the voluntary bodies. 
The range of services involved includes domiciliary care, social work, coun- 
selling and family support, day care, occupational therapy and the provision 
of aids and applicances. 

Domiciliary Care 

7.3 In many cases, disabled people can rely on their parents, families and 
friends to see to their personal needs and provide the day-to-day assistance 
required if they are to continue to live at home. In order to encourage such 
arrangements, successive governments have built up a range of financial 
allowances and income tax reliefs and proposals are made in this Paper for 
further improvement in these incentives (see Chapter 6). 

7.4 For those whose family circumstances do not permit such arrangements, 
assistance is available from home helps, the meals-on-wheels service and, in 
some cases, the public health nursing service. Home helps provide assistance 
with general housekeeping duties while the meals-on-wheels service delivers 
hot meals to persons who are unable to arrange for this themselves. Both these 
services are primarily aimed at elderly people although there is a growing 
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recognition of the potential benefits to disabled people. The Minister for 
Health is committed to the steady extension of t k  home help and meals-on- 
wheels services as key elements in our community care provisions. Health 
boards and voluntary organisations involved wiU be encouraged to pay 
special attention to the needs of disabled people living at home and, as 
resources permit, additionalfunds wil l  be made available for that purpose. 

7.5 In cases of need, domiciliary nursing is available through the public 
health nursing service. The number of posts in the public health nursing 
service has increased from 750 in 1972 to the present figure of 1,l5 1 (1982). In 
1975 a target of a complement of 1,152 nurses was established - i.e. a ratio 
at that time of one nurse to 2,616 of the population. This target for numbers 
of posts have been achieved nationally, although wide variance in numbers 
between individual community care areas has continued. The unexpected rise 
in population disclosed in the 1979 census has revealed a shortfall of about 
130 posts if the national average of one nurse to 2,616 population is to be 
maintained. While the expansion of the public health nursing service has 
enabled it to broaden its role and to improve the quality of care, the service 
has a general commitment to many other eligible individuals and groups in 
the community, apart from the disabled. The Working Group which surveyed 
the workload of public health nurses and which completed its findings in 1975 
(leading to the setting of the revised staffing targets referred to above) looked 
particularly at the needs ofvulnerable groups such as the elderly, handicapped 
children and the terminally ill. The group considered that the expansion and 
development of the public health nursing service could contribute even further 
to improving the quality of life for groups such as these. The contribution of 
the community nursing service is particularly important because, in many 
cases, the degree of immobilisation and isolation may be such that the nurse 
is the patient's only contact with the health board service. However, the level 
of home visitation and domiciliary surveillance available for disabled people 
has continued to be largely limited by the many demands and pressures on 
the nurses' working time and the other elements of their service have likewise 
been expanding and developing rapidly. Since the Working Group's report, 
the Report of the Working Party on General Nursing (published in 1980) has 
also concluded that there is a need to increase the number of public health 
nurses overall. This report in addition suggested the employment of some 
registered general nurses in the community, in a supportive role, to ensure an 
acceptable level of cover in areas where there is a shortfall in public health 
nurse numbers. The Working Party recommended initial pilot schemes to test 
the effectiveness of this suggestion. The Working Party recommended the 
extension of community nursing services to provide 24 hours coverage, with 
perhaps the employment of general trained nurses providing acute nursing 
service outside normal working hours. The Working Party's recommendations 
are currently under considera&on. 



7.6 The Government are assessing the difserent aspects of care available 
for the disabled in the community and will have particular regard to the role 
of the public health nursing service. The Government will consider the need 
to improve the public health nurse/population ratio and the other measures 
referred to above, in order to enable the s-ce to play a more active part 
in the domiciliay care of disabledpeople. 

7.7 A novel approach to the provision of domiciliary care for disabled 
people is to be found in the Crossroads Care Attendant Scheme in the United 
Kingdom. Under the scheme, local voluntary committees provide care attend- 
ants to supplement the efforts of relatives and the statutory social services in 
meeting the day-to-day needs of physically disabled people living at home. 
The scheme has drawn favourable attention throughout Europe and it is 
generally agreed that it fulfills a valuable role in meeting the inevitable gaps 
in statutory provisions. 

7.8 A pilot project called the Home Care Attendant Scheme which is based 
on the Crossroads principle was launched by the Irish Wheelchair Association 
in January 1983. While the project is run on a small budget and only covers 
a limited area it has nevertheless benefited a considerable number of families. 
This type of scheme could well have a significant role to play in the future in 
helping to keep disabled people in the community rather than in institutions 
and should be of great interest to statutory and voluntary bodies working in 
the community care area. 

Social Work, Counselling and Support Services 

7.9 Growing awareness of the social implications of disability has led to a 
steady increase in the number of social workers providing counselling and 
advice to disabled people and their families. Social workers are employed both 
by health boards and voluntary organisations and may be based in institutions 
or in the community. 

7.10 Disabled persons in acute hospital care can obtain the assistance of a 
medical social worker to help with the psychological and practical problems 
arising from disability and to support the other members of the family. 
Psychiatric social workers provide a case work service to former patients of 
mental hospitals who have returned home and to others in the community 
who have mental health problems. Health boards also provide a generic social 
work service to people living in the community. While disabled people are 
assisted, there is no specific commitment to the disabled and the service tends 
to be more concerned with children at risk, unmarried mothers and other 
socially disadvantaged groups. The main provision for disabled people is 



through social workers employed by various voluntary organisations, for 
example, the Irish Wheelchair Association, National Council for the Blind of 
Ireland and National Association for the Deaf. This type of provision has the 
advantages of being specific to the group involved so that the type and level 
of service can be tailored to the particular needs of the group. While health 
boards provide limited financial contributions towards the cost of these 
services they are not uniformly available throughout the country. 

7.1 1 Financial constraints have prevented the health boards from devel- 
oping their own social work services to meet the full extent of need. There are 
wide variations between the level of service available in different health board 
areas; in 1981 the ratio of social workers to population varied from 1 per 7,710 
in the North Western Health Board to 1 per 22,229 in the North Eastern 
Health Board. 

7.12 The National Manpower Planning Committee for Personal Social 
Services completed in 1981 an examination of the number of social workers 
likely to be needed in the years ahead. The Committee considered all forms of 
social work including that provided by health boards, local authorities, the 
Department of Justice, adoption societies, voluntary organisations and social 
service councils. The main conclusion was that there is a need to increase the 
number of social workers employed in the country by 60% over the next 5-10 
years. The Minister for Health will, as soon as resources permit, provide for 
the allocation of an increasing level of resources to the development of social 
work services. The aim will be to ensure that a professional social work 
service will be available to all disadvantagedpersons, including the disabled, 
who require it. 

7.13 The social work services described in the previous paragraphs are 
largely concerned with the problems of the adult disabled. The parents of 
disabled children have a special need for counselling and support services. 
Before the child is old enough to receive a formalised programme of care, 
parents are often left to cope on their own with the many different problems 
which disabled children can present. Even when the child is attending a school 
or care centre, the time spent at home at night and at weekends can put great 
stress on the parents and the other members of the family. Feeding a disabled 
child, coping with sleeping, toilet and general problems of home life are all 
situations which parents sometimes face without any specialised advice or 
guidance. Some progress is beginning to be made in alleviating the problems 
facing parents with children in the 0-4 years age group. A number of the major 
voluntary organisations, mainly those involved in the care of the mentally 
handicapped, have begun to develop early childhood development pro- 
grammes. These programmes operate under the aegis of diagnostic and 
assessment teams which provide multi-disciplinary support to the child and 
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the family. An integral part of the programmes is the provision of a counselling 
and advisory service to parents. In addition, since 1978, health boards have 
been developing their own arrangements for providing advice and guidance 
on the development, activation and care of young mentally handicapped 
children. 

7.14 The Department of Health will undertake a review of the arrange- 
ments for the counselling and support of the parents of mentally handicapped 
children. This examination will also focus on the need to develop similar 
services for the parents ofphysicaUy disabled children. 

Aids and Appliances 

7.15 Aids, prosthetic appliances and simple adaptations can help to over- 
come a variety of handicaps and provide the disabled person with greater 
self-reliance and independence. Until relatively recently, aids and appliances 
mainly related to mobility aids such as calipers, crutches and wheelchairs. 
Modern technology, especially bio-engineering, has made a considerable 
contribution to this field so that there is now a wide range of equipment from 
specially adapted kitchen gadgets, to special chairs, beds and bathroom hoists, 
to aids designed to circumvent the difficulties of stairs. These developments 
can make a significant contribution to independent living but if advances in 
technology are to be exploited to the full it is essential that disabled people are 
informed of them and are in a position to finance their purchase. Health 
boards are empowered to meet the cost of aids to daily living and mobility 
required by medical card holders and others in necessitous circumstances. 
Certain medical items used bv disabled or infirm Dersons for exam~le invalid 
carriages, orthopaedic appliances, surgical belts, artificial limbs, walking 
frames and crutches were recentlv included in the items on which value-added 
tax is not charged. 

7.16 The Aids Information Service, which was pioneered by the Union of 
Voluntary Organisations for the Handicapped, has recently been transferred 
to the National Rehabilitation Board. Since the Board already operates a 
hearing aid and advisory service, this move marks the first step in the 
establishment of a comprehensive aids information service. 

7.17 The Board hopes to develop an Aids Display Centre as part of its Aids 
Information Service. The Board will also test the reliability and suitability of 
new aids which have not been formally tested by reputable evaluation agencies 
either at home or abroad. In this connection the Board might make use of 
facilities already available in such places as the Institute for Industrial 
Research and Standards, the National Medical Rehabilitation Centre, the 
Central Remedial Clinic etc. 



Occupational Therapy 

7.18 Occupational therapists have a key role to play in informing disabled 
people of the aids which are available and in advising them on those best 
suited to their individual needs. Occupational therapy is a relatively new 
discipline and has not yet been fully developed, particularly, in regard to the 
provision of a community based service. In February 1981, there were 93 
persons in the various grades of occupational therapy employed by health 
boards (mainly in hospitals) with a further 37 employed by voluntary and 
joint board hospitals. However, there is a growing awareness of the need for 
a domiciliary service; some health boards have begun to provide a community 
based service and the boards also contribute to the cost of services provided 
by voluntary organisations. A Working Party under the aegis of the ~ a t i o n a l  
Rehabilitation Board was established to examine the future role and training 
of occupational therapists. The Working Party has completed its work and its 
report has been circulated to interested parties for their observations. 

Day Care Services 

7.19 One of the key recommendations of the Commission of Inquiry on 
Mental Handicap, 1961 was the establishment of nursing and day care 
facilities for mentally handicapped children who do not require full-time 
residential care but who need special attention to promote their physical, 
educational and social development. Since the Commission reported there has 
been considerable expansion in the range of specialised services throughout 
the country. Provisions for mildly and moderately mentally handicapped 
children have made the greatest progress (see Chapter 4 - Education). The 
needs of the severely and profoundly mentally handicapped are increasingly 
being recognised and day care services provided, usually in association with 
special schools. These day care centres provide play therapy, instruction in 
basic skills and physical education and have available the services of physioth- 
erapists, speech therapists and psychologists. The emphasis is on the devel- 
opment of social skills and self-help. The total number of places available for 
mentally handicapped children in both schools and day centres is approxi- 
mately 2,500. The Report of the Working Party on the Education and Training 
of Severely and Profoundly Mentally Handicapped Children is expected to 
make a number of recommendations regarding the provision of a formal 
educational programme as well as the introduction of teachers for severely 
and profoundly mentally handicapped children not a t  present attending 
schools. 

7.20 In the case of physically disabled children, day care services are 
provided by the Central Remedial Clinic, the National Association for Cere- 
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bra1 Palsy and the Irish Association for Spina Bifida and Hydrocephalus. 
There are about 500 places available in all. 

7.21 Day care and day activity centres cater for disabled people whose level 
of disability prevents them from taking up open employment or from attaining 
the level of productivity required in sheltered workshops (see Chapter 5). The 
centres aim to provide a fulfilling alternative to working life for such people in 
addition to providing certain support services and affording occasional respite 
to parents and relatives. The activities at these centres are varied and flexible 
and may include physical, social, educational, occupational and recreational 
activities. In addition, the staff may assist with personal needs, for example, 
bathing and hairdressing, which would be too difficult to carry out at home. 

7.22 Day care services have tended to develop in association with residential 
facilities and to provide separately for the various categories of disability. The 
greatest progress has been in the field of mental handicap. Statistics in respect 
of the year ending 31 December, 1981 show that out of the 2,755 places 
provided for mentally handicapped persons of all ages availing of specialised 
day care services and workshops in the community, 1,791 were mentally 
handicapped adults. 

7.23 In the case of the physically disabled, the pace of development has 
been somewhat slower. This is due, in part, to the absence of reliable data on 
the need for day care services and, in rural areas, the scattered nature of the 
physically disabled population. It is encouraging to note that within the last 
few years, two day care centres for the physically disabled have opened in the 
Dublin area and a third centre is planned. The position in the rest of the 
country is far from satisfactory; in many areas there are no facilities at all, 
while in others, disabled people attend centres and social clubs for the elderly. 
The Union of Voluntary Organisations for the Handicapped has published a 
discussion paper on the development of day care centres with particular 
reference to the needs of the physically disabled. The paper outlines the role 
of the day care centres and provides advice on activities, staffing levels and 
general operating procedures. The Government are conscious of the need for 
and value of day care services and will ask each health board in conjunction 
with the National Rehabilitation Board to draw up a programme for the 
development of day care services in its area. 

Fostering 

7.24 A recent innovation in community services, especially for children, is 
the provision of foster care for mentally handicapped persons. Although this 
idea was first put forward by the Commission of Inquiry on Mental Handicap, 



1961 there has for many reasons, only been limited developments in this area 
since then. 

7.25 The very nature of mental handicap dictates that very careful consider- 
ation be given to this development; there are obvious advantages and disad- 
vantages which must be weighed up in detail. Options might exist for either 
long-term or short-term foster care depending on the needs of each individual 
availing of the service. The primary concern must at all times be for the good 
of the foster-child but other considerations such as the costs involved will also 
need to be examined. The Health (Mental Services) Act, 1981 contains a 
provision which will enable health boards to board out residents in mental 
handicap centres. A limited scheme of short-term fosterage of mentally hand- 
icapped children operated in the Dublin area during the summer of 1981. The  
purpose was to provide accommodation and care for handicapped children in 
a normal domestic environment while their parents and families were on 
holiday. The scheme was a success and demonstrated the value of fostering 
both as regards the benefits to the family of the handicapped child and the 
opportunity provided to the community to show its support in a practical way. 

7.26 The Department of Health will examine ways of encouraging foster 
care for mentally handicapped children, with a view to developing this 
option as an alternative to residential care. 



Chapter 8 

Housing;, c Access and 

Housing 

8.1 Everyone shares a basic need for shelter, comfort and the security of a 
place of one's own. The need is no less strong in the case of disabled people 
and, i nded ,  is compounded by the fact that many disabled people are 
house-bound or tend to spend more time at home. The majority of disabled 
people live quite comfortably in standard housing but some, particularly those 
who are paralysed or have other mobility handicaps, require modifications 
which may range from special bathroom facilities, stair lifts and hoists, to the 
provision of fully accessible, purpose-built accommodation. 

Adaptation of Existing Houses 

8.2 The adaptation of existing accommodation is generally the first option 
to be considered when a person becomes disabled or when a disabled child is 
born to a family. A number of studies has shown that many disabled people 
prefer to continue to live in their existing homes and have them adapted to 
meet needs rather than move out of their neighbourhood to specially designed 
houses. 

8.3 Since 1972, the Department of the Environment and local authorities 
have been giving financial assistance through the disabled persons grants 
scheme for structural alterations and extensions to houses which improve the 
living conditions of disabled occupants. Apart from major works such as the 
provision of downstairs bedrooms and toilets, other necessary alterations such 
as the provision of ramps, widening of doors and the lowering of door handles 
and light switches qualify for grant assistance. The scheme is administered by 
local authorities. The Department recoups half the amsunt of grants paid, 
subject to certain limits. In  the case of rented local authority houses, the grant 
can match the full cost of the works. In the case ofprivately owned and tenant 
purchase houses it can amount to two-thirds of the cost. At present the local 
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authorities generally limit the amount of grants to £4,000. Since the inception 
of this scheme, almost 5,000 grants have been paid, and the number of grants 
paid annually is steadily increasing. When the scheme was originally intro- 
duced it was confined to persons suffering from physical disability but its 
scope was extended in 1975 to include those who were incapacitated as a result 
of severe mental handicap. The scheme has since been further extended to 
include cases of severe mental illness. 

8.4 In addition to the grant assistance, loans towards the balance of the 
approved cost of adaptation works are available to low-income applicants 
under the local authority improvement loans scheme. The maximum loan 
available is £6,500 and the maximum income limit for the loan is £8,000 per 
annum. 

8.5 The Minister for the Environment will keep the scheme under contin- 
uous review so as to ensure that no needy disabkdperson is deprived of the 
opportunity to adapt his home due to a lack offunds. 

Specially Designed Housing 

8.6 In some cases, the modifications required to cater for the needs of 
disabled persons may be so extensive as to necessitate the provision of specially 
designed, purpose-built housing. The National Rehabilitation Board has 
recently published a booklet entitled "Design Guidelines for Housing and 
Residential Accommodation" which provides advice and guidance to archi- 
tects, designers and others concerned with the planning and construction of 
special accommodation for disabled persons. 

8.7 The guidelines were developed in close collaboration with the Royal 
Institute of the Architects in Ireland and An Foras Forbartha. It is hoped that 
this and similar initiatives will lead to a steady improvement in the awareness 
of the needs of the disabled among everyone involved in the provision of 
housing and ancillary facilities. 

8.8 As regards local authority housing, the Department of the Environment 
encourages the provision of about 10% of units in housing schemes as "special 
units". These are generally single storey buildings which are mainly intended 
for elderly people, but which can be readily adapted to cater for disabled 
persons. In addition, housing authorities have been asked by the Department 
of the Environment to ensure that in general their house designs are reasonably 
capable of later adaptation for the changing needs of the occupants. Unnec- 
essary barriers can be eliminated at initial design stage so as to facilitate future 
adaptation for use by a disabled person should the need arise. 
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8.9 Particular attention has been drawn by the Department of the Environ- 
ment to factors affecting circulation, such as location and ground floor levels 
of houses, width and location of doors and room arrangements (including 
possible future extensions). 

8.10 The housing needs of disabled persons are normally met by provision 
of houses designed to meet known specific needs. In designing houses for 
disabled persons, housing authorities have been asked to have regard to the 
various recommendations contained in "Design Guidelines for Housing and 
Residential Accommodation". 

8.1 1 The Department of the Environment also encourages voluntary hous- - 
ing associationsto get involved in the provision of housing accommodation for 
the disabled. The current scheme of financial incentives provides grants of 
£1,000 per unit and loans of up to 90% of the approved net cost ofprojects, 
with local authorities also paying subsidies towards running costs. However, 
these financial incentives are under review in order to devise a scheme which 
is less complicated and better tailored to the needs of the voluntary bodies. 
The combination of State incentives, the retention by the voluntary body of its 
autonomy in tenanting and runningthe completed project and the.bodyis own 
commitment and expertise are extremely beneficial in ensuring that the 
disabled can obtain sktable well-designed houses in a suitable enGironment. 
The accommodation can be provided by way of the building, purchase, 
improvement or conversion of houses. The Department and the major housing 
authorities, to whom responsibility for the detailed administration of the 
scheme has been devolved, are glad to advise and assist any voluntary body 
wishing to involve itself in this work. 

8.12 One of the major aims of Government housing policy is the encour- 
agement of owner-occupation. In pursuit of this aim, the local authorities have 
since 1981 been allowed to include in their tenant purchase schemes those 
houses specially built by them to accommodate disabled persons. 

Special Housing 

8.13 Notable advances have been made in recent years in the development 
of special housing, particularly for the adult mentally handicapped and 
mentally ill, as an alternative to traditional institutional provisions. The main 
provision has been by way of hostels and group homes for small groups, 
usually 6-8 disabled persons, located in a normal residential environment. 
The hostels are essentially domestic in character with no special services or 
facilities and provide residential accommodation for disabled persons attend- 
ing workshops, training centres or other day-care centres. The concept of this 
type of provision is now reasonably well established and broadly accepted by 



the community although there has been some opposition from local residents 
in certain areas. Hostels are also used to facilitate children in rural areas 
attending special schools and as a means of easing persons with mental illness 
back into the community. It  is the policy of the Department of Health and 
health boards to encourage such developments and a number of projects are 
in planning. In addition, limited assistance is available from a special EEC 
fund which is aimed at promoting new initiatives in relation to housing 
provision for disabled people. A number of projects in Ireland have already 
received assistance under this scheme. 

Hostels 

8.14 While workshops and training centres are now within easy reach of 
most people, there are some who have to travel to avail ofservices, particularly 
where a particular training programme is not at hand in the locality. Occa- 
sionally special hostel arrangements may be required to make it possible for 
people from rural areas to take advantage of the wider opportunities in urban 
areas. The Cork Polio and General After-Care Association and the Rehabili- 
tation Institute have been quick to recognise this need and to act in response 
to it. 

Disabled Persons Grant 

8.15 The disabled persons grant scheme is the subject of frequent criticism 
on a number of grounds. It  is claimed that the maximum grant available has 
not kept pace with increases in building costs generally and that the two-thirds 
limitation in the case of privately-owned dwellings effectively excludes certain 
persons who are unable to raise the balance of the cost involved. There have 
also been complaints that local authorities differ in their interpretation of the 
scheme with the result that there is a lack of uniformity in its application and 
operation. 

Housing Quota 

8.16 The suggestion has been made that local authorities should be directed 
to provide a minimum quota of specially designed houses for disabled people. 
This proposal has been carefully examined by the Department of the Envi- 
ronment but it is considered that, in the absence of comprehensive data on the 
number and location of disabled people, it would be difficult to justify imposing 
such an obligation on all local authorities. Rather the policy will be to 
encourage local authorities to adopt a flexible approach to provision of 
specially designed housing in the light of the needs of disabled persons in their 
particular areas. 
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ACCESS 
Physical Barriers 

8.17 Problems of access are among the most obvious and visible difficulties 
faced by the disabled and affect a significant proportion of disabled people, 
particularly those with locomotor or mobility handicaps. With few exceptions 
the entire physical surroundings have been designed with only the active and 
healthy in mind. 

8.18 Little regard has been had for the special needs of the disabled, the 
aged and feeble, young children, expectant mothers and others whose mobility 
is impaired or under-developed. Physical barriers in the form of steps and 
stairs, narrow and revolving doorways, high kerbs and uneven surfaces abound 
and the frustation of disabled people is compounded by the knowledge that 
these difficulties could be eliminated if some little thought were given to their 
needs at the design and planning stage. 

8.19 As with many other issues raised in this Paper, these problems arise 
more from insufficient understanding and awareness than from deliberate 
policy. There is a growing appreciation among architects and planners of the 
need to have regard to user-requirements in the design and construction of 
buildings. However, as this is of relatively recent origin, there is a massive 
accumulation of buildings and facilities which are inaccessible, many of them 
incapable of significant modification. 

8.20 At this stage there is a need for action along two broad fronts. First, 
to gain commitment to the elimination of existing barriers and the modification 
of buildings and other structures insofar as this is feasible. In many cases, it 
will not be physically possible to achieve total accessibility due to the inflexible 
nature of the original design. In other cases, adaptation may be extremely 
costly and it will be necessary to take a view as to the cost involved and the 
convenience of those disabled people who might reasonably be expected to 
make use of the facility. 

8.21 In the longer term, it is essential to ensure that, as far as possible, the 
needs of the disabled and others who have mobility handicaps are taken into 
account in the design and construction of all future developments. In order to 
provide an impetus to these efforts, the Government have directed the Offiee 
of Public Works to ensure that all new public buildings are fully accessible 
and to arrange an on-going and comprehensive programme to modih and 
adapt existing buildings where practicable. Guidelines on improving access 
for disabled people have been introduced and consultants engaged by the 
Office are obliged to take account of them in undertaking design work. 
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However, it will always be necessary to strike a balance between the priority 
to be afforded to improved accessibility and to improvements in other areas 
and services for disabled persons. 

Building Regulations 

8.22 Revised building regulations were published in March 1981. While 
their primary purpose is to ensure the health, safety, welfare and convenience 
of the public in or about buildings, the regulations also lay down certain 
standards to ensure that the speical needs of disabled persons are taken into 
account. 

8.23 Legislation to give statutory effect to the building regulations has 
been presented. 

8.24 Pending the enactment of this legislation the Department of the 
Environment has requested the building industry and local authorities to 
adopt the regulations as a code of practice in the planning and construction 
of new buildings. In addition, planning authorities have been requested to 
have regard to the regulations in considering planning permission applications. 

Fuaher Developments 

8.25 Apart from the introduction of statutory controls, there is a need for 
some mechanism which will ensure continued attention to the needs of disabled 
people in this area and will monitor the overall development of measures 
affecting mobility. A special committee has operated under the auspices of the 
National Rehabilitation Board for some years with the object of improving an 
appreciation of the access requirements of disabled people in public facilities 
of all kinds. The committee is representative of a broad range of organisations 

I 
j 
.I 

whose operations impinge on the needs of the disabled and has built up a 
close working relationship with the Royal Institute of the Architects in Ireland. 

i 
The committee has produced two handbooks for architects and planners 
dealing with design for the disabled: "Access for the Disabled - Minimum 
Design Criteria" directed at planners of buildings frequented by the public 
and "Design Criteria for Housing and Residential Accommoation" which has 
been referred to earlier. Adherence to these criteria is not mandatory but the 
committee is making significant progress through consultation and discussion 1 with architects and other relevant professional interest groups. i 

8.26 The National Rehabilitation Board wiN discharge a central co- 
ordinating rok in promoting the improvement of access for disabkd people. 
In addition, An Foras Forbartha will establish a consultancy senrice for 
architects and builders seeking advice in relation to building design. 
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MOBILITY 
Public Transport 

8.27 As more and more disabled people choose to live and work in the 
community, the question ofsuitable transport becomes increasingly important. 
For a number of years now, free travel on scheduled public transport services 
has been available to blind persons over 18 years and to persons receiving 
Disabled Persons Maintenance Allowance and Disabled Persons Rehabilita- 
tion Allowance. While there are some minor restrictions on the scheme - for 
example, travelling during peak hours - in general it is working well and is 
widely used by disabled people. In addition to the free travel scheme, health 
boards and various organisations operating day schools, workshops and 
training centres provide special transport arrangements to enable their clients 
to get to and from home each day. 

8.28 There are many, however, who are not entitled to any transport 
concessions and for whom public transport is the only option. Buses and trains 
are primarily built with the "average" traveller in mind and the normal 
features of high steps and stairs, narrow entrances and aisles render their use 
by people with severe mobility impairments difficult, if not impossible. Among 
the hardest hit are people confined to wheelchairs who must be physically 
lifted into buses and trains. 

8.29 These problems are by no means unique to Ireland but are a cause of 
concern to public transport authorities throughout the world. The problem 
was discussed at the Congress of the International Union of Public Transport 
(I.U.P.T.) held in Dublin in May 1981. Following a detailed examination of 
the situation, the Congress considered that the transport of persons confined 
to wheelchairs posed unresolved problems concerning the safety of the wheel- 
chair passenger and that of other passengers, as well as creating operational 
difficulties. It was concluded that the best solution lay in provision of special 
or parallel services, using suitably equipped vehicles and personnel trained to 
deal with severely disabled persons. These services might be organised in co- 
operation with organisations catering for the disabled with the cost being met 
by the public transport authority. 

8.30 The question of making the public transport system accessible to 
disabled persons is beset with difficulties, both practical and financial. 

8.31 Discussions are continuing between C.I.E. and the National Rehabil- 
itation Board on the whole question of the design of public transport. 
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8.32 As regards the railways, CIE has undertaken to provide as far as 
possible for accessibility in the Dublin Rapid Rail System and it is expected 
that most stations will be accessible. The new rolling stock which has been 
ordered will be accessible to wheelchair users. In relation to main-line services, 
the present carriage design renders access impossible in the short-term but it 
is expected that it will be achieved in the long-term. Meanwhile the company 
has plans for modifications to entrances and platforms of mainline stations, 
including the provision of toilets suitable for wheelchair users. However, it 
must be borne in mind that it may be some considerable time before the 
necessary modifications to vehicles and facilities are completed and, in some 
cases, it may not be possible to achieve a fully acceptable solution. While it is 
accepted that the need for special transport arrangements for disabled persons 
demands attention it must be stressed that the number of disabled persons 
with travelling difficulties is extremely small in terms of the total number of 
persons using public transport and it is very difficult in the circumstances to 
justify adaptations of vehicles which may have costly financial implications 
for the transport authorities. 

Aids to Mobility 

8.33 In addition to the free travel scheme, there are a number of schemes 
to facilitate the mobility of disabled persons. The Mobility Allowance was 
introduced in 1979 to provide assistance towards the transport expenses of 
severely disabled people, who are unable to walk or avail of public transport. 
The allowance now stands at £280 per annum and has been extended to 
medically eligible persons maintained by health boards in long-term institu- 
tions. The scheme has been the subject of criticism on the grounds that the 
medical and financial criteria are too restrictive and the rate of allowance is 
too low; at present there are about 700 people receiving the allowance. 

8.34 Health boards also operate a scheme of grants in respect of the 
purchase of motor cars for use by disabled persons. The maximum grant 
available was increased to £1,500 during 1981. The primary purpose of the 
scheme is to assist disabled people to obtain or retain employment but health 
boards are also empowered to provide grants where this would enable a 
disabled person to reside at home or in a hostel rather than an institution, or 
in the case of remote, isolated areas to enable a disabled person to maintain 
social contacts. 

8.35 The Revenue Commissioners and local licensing authorities provide 
a number of concessions for disabled drivers and, in certain cases, disabled 
passengers. 
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8.36 Exemption from motor tax is available in respect of invalid carriages 
and vehicles built or adapted for use by persons wholly or almost wholly 
without the use of both legs. There are also excise duty and VAT concessions 
for disabled drivers and, in certain cases, disabled passengers. The  full amount 
of the excise duty and value added tax charged for a new motor vehicle 
specially built or converted for a disabled driver is recoupable provided it 
qualifies for the road tax relief. This concession has been extended to include 
vehicles which are extensively adapted to carry disabled passengers, i.e. the 
modifications cost in excess of 30% of the value of the vehicle after adaptation. 
( In  other cases where the cost is less than 30%, VAT and excise are recoupable 
on conversion costs only). 

8.37 A repayment is made for excise duty paid on up to 600 gallons of petrol 
used by the disabled driver and also in respect of those vehicles which are 
extensively adapted to carry disabled passengers. 

8.38 The disabled drivers concession has been the subject ofcriticism because 
.% , it does not take account of disabled persons, who though unable to drive, !.I 
!, t 

require to be transported by motor car from work, study or family affairs. 
q $ 1  
'-1 Future Developments 

8i 8.39 The question of providing transport facilities for disabled people has 
21 ;>. been the subject of many studies in North America, Australia and many 

European countries, but as yet no one single solution has been found to meet 
r.1 

; the situation. 
& 

8.40 In  general the approach has been to tackle the problem in three ways: 

(a) fully adapted public transport 
(b) special public transport arrangements 
(c) personalised service (private cars, taxi, mini-bus etc.) 

8.41 The technical and operational difficulties in providing public transport 
facilities accessible for disabled people are verv formidable. The cost would be . A 

enormous, without any guarantee that at the end of the day it would solve the 
transport needs of disabled people. Studies in other countries have shown that 
there are many reasons, other than that of access, why disabled people may 
not wish to make use of public transport facilities. 

8.42 However, it is not possible in a Paper of this nature to discuss in detail 
the various problems and approaches to providing public transport facilities 
for disabled persons. 

8.43 The Minister for Health will initiate a thorough review of all aspects 
of transport for disabkdpeopk. 
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Chapter 9 

Residential Care 

Changes in Emphasis 

9.1 Despite the many advances which have been made in medical care and 
the increased availability of community support services, there is and will 
continue to be a significant number of disabled people who require long-term 
residential care. In the past the emphasis was on protecting society from the 
disabled and protecting them from society. In the case of the mentally ill and 
mentally handicapped, in particular, this resulted in large institutions with 
few facilities sited awav from centres of vovulation and amenities. This . . 
philosophy is no longer acceptable and the aim now is to provide residential 
facilities which will enable disabled people to lead as full a life as possible. 

9.2 In recent years, considerable progress has been made in providing new 
and revamped facilities for the mentally handicapped and, to a lesser extent, 
for the mentally ill but much remains to be done for this group and for the 
physically disabled. It is not only the improvement of physical facilities which 
requires attention; the provision of social and recreational amenities, educa- 
tional and occupational facilities and the creation of a more normal, domestic 
environment are increasingly being recognised as essential. 

The Mentally Handicapped 

9.3 Most services for the mentally handicapped are provided by voluntary 
organisations, including religious orders and Parents' and Friends' Associa- 
tions. Much of the capital and revenue funding comes from the State, primarily 
through the Departments of Health and Education, or through grants from 
health boards. Apart from the care of mentally handicapped persons in 
psychiatric hospitals, health boards provide certain specialised services, but 
the main thrust in the development of services has come through the voluntary 
organisations. The first residential centre for mentally handicapped persons 
was Stewart's Hospital, Palmerstown, Co. Dublin which opened in 1870. In 
1926, St. Vincent's Centre, Navan Road, Dublin, was opened by the Daughters 
of Charity. Other religious and lay groups entered the field at later dates. The 



services tended to develop on an ad hoc basis in response to needs rather than 
in a structured way. 

9.4 In 1961, the Minister for Health appointed a Commission of Inquiry 
into the question of mental handicap in Ireland, and how the services might 
be improved. The Commission reported in 1965. A wide range of services was 
recommended by the Commission including additional residential facilities 
for mentally handicapped children and adults. Since the Commission reported, 
there has been considerable expansion in the range of specialised services 
throughout the country. In 1964 there were approximately 3,100 places in 
special residential centres. At the end of 1981 there were over 5,000 places in 
special residential centres for the mentally handicapped excluding hostel 
facilities. 

1 Review of Need 

9.6 Because of these developments, it is necessary to attempt to anticipate 
the volume of future demand and the nature of services required. To provide 
broad guidelines in these areas, a working party was established to analyse 
present thinking in relation to the mental handicap services and to estimate 
the future number of places required, particularly in centralised residential 
accommodation. The Report of the Working Party on Services for the Mentally 
Handicapped (1980) estimated that there was a need for 6,330 places in 
residential care. This figure is not greatly removed from the current number 
of places, but the study revealed a considerable level of misplacement in 
residential care. One of the findings was that approximately one third of 
mentally handicapped people (2,227 persons) who were in residential accom- 
modation in 1974 could suitably be maintained in the community. This is 

1 9.5 Over the last 10 to 15 years the main emphasis in the mental handicap 
( services has been on the development of residential facilities. This was inevi- 
1 

j table in a situation where previously only a limited number of residential 
I places existed and where there had been a gradual increase in the life 

i expectancy of mentally handicapped persons. In recent years, the development 

*, . ~ 

of new approaches and innovations in day care training and employment in 
<.  a community setting have shown that many who formerly would have been 

placed in residential care can, in fact, live to their full potential within the 

t 

community. In addition, the successful development of community based 
: I 

I 
9 

hostels/homes for small groups of mentally handicapped adults has shown 
that the large residential centre is no longer the only accommodation option 
for many mentally handicapped people. 

almost balanced by an estimate of 2,307 mentally handicapped persons in the 
community who are considered to be in need of residential care. However, 
with the development of community services the prospects of returning some 
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persons to the community should improve. The more success that is achieved 
in doing this, the more places that will become available for persons at present 
in the community who are in greater need of residential care. 

9.7 The statistical basis for the projections contained in the working party's 
report was the 1974 Census of the Mentally Handicapped carried out by the 
Medico-Social Research Board. A further Census was carried out in 1981, 
and preliminary figures show that approximately 38% of mentally handi- 
capped people in residential care were in centres not catering exclusively for 
the mentally handicapped. In particular, 29% of the Census population 
(2,377) were being maintained in psychiatric hospitals. 

9.8 When the full results of the 1981 Census of the Mentally Handicapped 
become available, it is intended to review the findings of the report of the 
Working Party on Services for the Mentally Handicapped with a view to 
realigning the projections with the most recent data. 

Future Developments 

9.9 The main principle underlying the future development of mental hand- 
icap services is to ensure that mentally handicapped persons should enjoy a 
childhood and an adult life that is as normal as possible. Services are being 
planned to ensure, that as far as can be achieved, the handicapped will have 
access to the widest possible range of experience and activities available. In 
keeping with this aim, the first possibility to be considered for any handicapped 
person is whether that person may be kept at home and whether he can have 
access to appropriate support services such as special day centres, schools or 
workshops. There are good reasons why this is not possible in many cases. In 
some parts of the country the population is sparse and there are problems in 
daily transportation from home. There are many handicapped children and 
adults whose degree of handicap is such that they clearly require residential 
care. There are others whose manner of care must take account of family 
considerations. 

9.10 The provision of both institutional and community services is necessary 
to provide a comprehensive network of services for the mentally handicapped. 
This is particularly so in the area of adult services. There is still a considerable 
and growing demand for places within a residential setting. Future plans 
envisage the making available of an integrated and inter-linked variety of 
services which will provide a range of community and residential facilities to 
cater for the needs of individuals at different stages of their lives. For many of 
the more severely and profoundly mentally handicapped, a residential setting 
with a required range of specialised staff and facilities is necessary to cater for 
the total nursing care which many of them require. 
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9.11 It is the intention to continue to expand the number of places in 
residential centres to cater for all who require such care. It  is accepted that 
centres planned in small clusters, re-creating as far as possible the character- 
istics of a family home, and recognising the individual potential and personality 
of each person, offer a positive advance in the field of mental handicap care. 
All the new and redeveloped centres will be based on this philosophy, as have 
all recently opened centres. 

9.12 Each of the new and redeveloped centres is being planned on the basis 
that it would also contain facilities for day attenders from the local community 
and would become the focal point for a range of services. Every hostel and 
community provision will, where possible, be linked up with a specific central 
residential centre with a possibility of movement of handicapped persons 
between them as required. 

9.13 Community residential provision such as hostels or group homes 
should, as far as possible, be under the aegis of the authorities of the larger 
specialised centres with which they are associated. The total accommodation 
of the central and peripheral units should be planned in an integrated way, 
and on the basis of the projected needs of a given local catchment area. In this 
way the specialised staffing and other resources in the larger residential centres 
can be utilised by the outlying units. The development of hostels providing 
semi-independent living in the community and the provision of a wide range 
of workshop occupational centres has resulted in changing perceptions about 
what can be achieved with mentally handicapped persons in order to help 
them attain a dignified lifestyle. Because of greater public acceptability, and 
significantly because more parents are willing to retain their mentally handi- 
capped children in the home as long as possible, provided they get adequate 
support services, there has been a re-orientation of thinking about the provision 
of future services. This has meant that the future role of the large residential 
centres needs to be reviewed because many of the midly and moderately 
mentally handicapped with whom they have been dealing are not now in 
residential care. This does not mean that there will no longer be a need for 
such centres, but it does imply that they will be dealing with a more severely 
handicapped type of person for which additional facilities will be required. It  
is therefore considered that the residential centres will provide for the whole 
range of severely and profoundly mentally handicapped of both sexes and for 
the moderately mentally handicapped as required. It  is a general policy that 
no new residential accommodation will be provided for the mildly mentally 
handicapped. 

9.14 In the development of residential facilities, the policy is to continue to 
base services on the religious orders and the lay voluntary organisations, 
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where such bodies are willing and able to take on additional responsibilities. 
However, where large residential centres are concerned, the limits of devel- 
opment under their aegis are approaching. Most of the centres owned and 
operated by voluntary agencies have reached optimum size, and some of the 
religious orders are having difficulties in securing vocations. While many of 
the smaller organisations are providing excellent day centres, special schools, 
hostels and small residential units, few of them have the necessary organisa- 
tional and administrative skills to operate larger residential centres. 

9.15 It is likely that the health boards will become increasingly responsible 
for providing specialist mental handicap services, as well as continuing to 
improve their present arrangements for the mentally handicapped within 
psychiatric hospitals. It is the intention that local voluntary groups, partic- 
ularly parents and friends associations, will be represented on the management 
committees of centres established by health boards. It has been a feature of 
the mental handicap services for some years that alocal committee consisting 
of health board representatives and of the local voluntary bodies meet on a 
regular basis to discuss proposed developments for the area. These committees 
have an important role to play in co-ordinating the services throughout each 
region, so that developments can be undertaken in a rational and coherent 
manner. 

$1 
The Needs of Particular Groups 

1 9.16 Mentally handicapped persons are not a homogeneous population. 
c Their special needs are individual and for some groups of mentally handi- 

1 1  capped special provision needs to be undertaken. 
k,, 

Accommodation for Adults 
9.17 An urgent priority at present is the provision of additional residential 
places for adults with the more severe degrees of mental handicap. The 
Government are acutely aware of the pressing needs in this area and, in 1982, 
a total of £5.4 million was allocated to the expansion and improvement of 
mental handicap facilities of which the majority of schemes relate to new 
residential accommodation for adults. These schemes form part of a major 
capital development programme which will provide approximately 1,300 
additional residential and 650 day places for adults over the next few years. It  
is confidently expected that these new places will go a long way towards 
meeting the present shortfall, and will help to resolve the problems in certain 
centres where places intended for children have been occupied by adults. 

I/ i 

t 
Adults in Psychiatric Hospitals 

I 9.18 It  is the established policy to end further admissions of adult mentally 
handicapped persons to psychiatric hospita1s;as soon as alternative accom- 
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modation is available. This process will lead over time to a corresponding 
reduction in bed numbers in psychiatric hospitals. For those who have been 
admitted to psychiatric hospitals, it is the policy to separate them from other 
groups of patients and to provide a programme of care suitable to their 
particular needs. The extent to which this has been implemented to date 
varies from one hospital to another and has been influenced by existing 
accommodation and staffing difficulties. Progress, however, continues to be 
made and it is the intention to concentrate on bringing about improvements 
in this area. 

Disturbed Mentally Handicapped 

9.19 The problem of accommodating mentally handicapped persons who 
are also psychiatrically disturbed, especially adolescents and young adults, is 
a continuing source of difficulty within the services. Some mental handicap 
centres are not equipped to cater for these patients and there is a reluctance 
on the part ofa number ofpsychiatric hospitals to accept them. I t  is considered 
that, whenever possible, disturbed persons should be catered for within the 
special services for the mentally handicapped. Occasional admission to psych- 
iatric hospitals during periods of acute disturbance may be necessary but, in 
general, given appropriate facilities and staffing, special residential centres 
should be able to retain disturbed persons in their care. In  the planning of 
new residential centres for mentally handicapped persons, provision is being 
made for both children and adults who are or who become disturbed. In the 
interim, arrangements will be made to ensure the closest possible liaison 
between psychiatric and mental handicap services. 

Persons with Additional Handicaps 

9.20 There is a number of mentally handicapped persons in residential 
centres who have additional physical or sensory handicaps for whom a 
sufficient level of treatment is not available. It is generally accepted that where 
mental handicap is the primary condition, persons with additional disabilities 
should be provided for within the mental handicap service, with special input 
for their particular physical or sensory defects where required. As a first step 
in identifying and alleviating problems in this area, an informal study group 
was established in 1980 under the Department of Health to examine the needs 
of deaf and/or blind mentally handicapped persons. The report of this group 
is now being circulated as a discussion document, and the question ofproviding 
a limited number of short-term assessment and residential centres for these 
people is under examination. 

Mentally I11 
9.21 As has already been noted in Chapter 2, there were 13,984 persons in 
psychiatric hospitals and units on 31 March 1981 of whom 10,502 had been 
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resident for a year or more and 8,089 had been resident for more than five 
years. 

9.22 The number of patients has dropped considerably in the last 20 years 
which is due in no small measure to the expansion of community services. It  
is likely, however, that the long-stay group within psychiatric hospitals will be 
numerically large for a number of years to come. As a group they represent a 
great problem for the services and make considerable demands on staff and 
accommodation resources. A high proportion have spent a large part of their 
lives in hospital. In many instances their environment and the approach 
towards their care has left them bereft of individuality and in a state of 
complete dependency. In addition to the effects of having spent a considerable 
part of their life in hospital, many are elderly or severely ill or mentally 
handicapped. In these circumstances it would be unrealistic to expect many 
of them to be able to return to the community, either to their own homes, to 
relatives or to hostels. The fact that the majority are single increases the 
likelihood that they will not have a home to return to or close relatives who 
will be willing and able to care for them. For many patients the kindest 
decision will be to retain them in residential care. Where there is no alternative 
to the hospital setting, society has a compelling obligation to ensure that the 
care and comfort provided is of a reasonable and appropriate standard. 

9.23 i t  is accepted that existing psychiatric hospital accommodation in  
general is obsolete and sub-standard and that long stay patients generally 
occupy those areas which are in worst condition. The age and layout of these 
nineteenth century buildings present particular problems of repair and 
maintenance. The Government accept that the sentice hus not in  the past 
received an adequate share of resources to meet its needs and that the first 
priority must be the improvement of living conditions of those who have been 
living for many years in psychiatric hospitals and who are likely to live out 
their lives there. Because they are such a dependent and voiceless group, the 
Government recognise that they have a special responsibility to act effectively 
on their behalf. 

9.24 The Government have already embarked upon aphused improvement 
scheme in public psychiatric hospitals which will, during the course of this 
andfuture years, effect a considerable change in the overall living environ- 
ment ofpatients. 

9.25 i t  is also the intention of the Government to encourage the continued 
development of comprehensive community psychiatric facilities, such as day 
hospitals, day centres, workshops and a range of hostel developments. It  is 
accepted that the future thrust of development should be in the community. 
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Through the creation of a network of services many can, with help, remain in 
their own local areas and they should be assisted to do so. 

9.26 In view of the continuing shift in emphasis away from institutional 
care and the need to set out in a clear fashion the most appropriate range of 
services - both community based and hospital based - the Department of 
Health has established a working group to develop an agreed strategy on the 
future of our psychiatric services. The group will provide a comprehensive 
planning framework for the improvement of services over the next 10-20 years. 

9.27 The injection of additional financial resources into the improvement 
and replacement of accommodation will be of limited value unless it is 
accompanied by sweeping changes in all aspects of the service. For example, 
there is an urgent need to expand existing and devise new therapeutic and 
activation programmes to enhance the daily quality of life of the long-stay 
residents within our psychiatric hospitals. The industrial therapy and other 
programmes at present in operation only benefit a small proportion of the 
total patient population. The lack of purposeful patient-centred activity at 
ward level and indeed its complete absence in many hospitals, must be tackled. 
This situation is not necessarily due to a lack of financial or staff resources but 
rather due to an attitude of mind which is a reflection of the traditional role 
of custodial care. The Government are seeking the wholehearted support of 
the various professions involved in the psychiatric services in implementing 
the many recommendations for future action which have been set out in the 
recent Working Party Report on the Development of Rehabilitation Services 
within the Psychiatric Services (established at the request of the Health 
Services Committee of the Local Government Staff Negotiations Board). 

9.28 The central figure in improving the quality of the daily life of the 
long-stay residents in psychiatric hospitals is the nurse. However, there are 
certain aspects of the organisation of the present psychiatric nursing services 
which are not in the best interests of modern patient care and activation. The 
insistence, for instance, of the nursing trade unions on inflexible rostering 
systems and the segregation of male and female staff and patients are but two 
areas where change is long overdue. The systems of training, recruitment and 
promotion within the psychiatric nursing profession are also areas where 
change must be implemented. 

9.29 There are many other issues in the personnel areas that need to be 
resolved to ensure that the services available in our psychiatric hospitals are 
of the highest standard. As with all other areas of the health services, the 
Government have an obligation to ensure that the best use is made of available 
resources to provide a quality of service compatible with the needs of patients. 
The Department of Health has carried out an examination into all of the 



personnel resources within the psychiatric services. The results of this study 
will form the basis for discussiims with the health boards and staff interests on 
a wide range of issues. 

Physically Disabled 

9.30 As has been mentioned previously, the question of residential care for 
the physically disabled has received relatively little attention up until recently. 
In  consequence, there has been quite a slow growth in the development of 
residential centres specifically for the physically disabled. Apart from homes 
for the blind and deaf in Dublin and the Royal Hospital, Donnybrook which 
caters mainly for elderly disabled, the only special residential centres are the 
seven Cheshire Homes, which accommodate about 200 physically disabled 
people. The majority of physically disabled people who cannot live at home, 
are maintained in county homes, psychiatric and orthopaedic hospitals, ger- 
iatric hospitals and centres for the elderly and mentally handicapped. 

Review of Provisions 

9.31 In recognition of the deficiencies and inadequacies of the present 
arrangements, the Department of Health in 1980 initiated a wide-ranging 
review of residential care provision for the physically disabled. The review is 
being carried out by an informal group representative of health boards and 
the Department and there have been consultations with the various interests 
involved including representatives of the managements of homes and their 
residents. 

9.32 The first task was to establish the number and location of those who 
are already in residential care. Questionnnaires were distributed to all Chesh- 
ire Homes, orthopaedic hospitals, welfare homes and geriatric homes, psych- 
iatric hospitals, mental handicap centres, district hospitals and other centres 
providing residential care. Information was obtained in respect of all residents 
under 65 years who had a locomotor disability which substantially affected 
their mobility. The questionnaire also sought details of the availability of 
special facilties for disabled people, social and recreational amenities, flexibil- 
ity of the daily routine and on the opportunity for residents to have a say in 
the day-to-day running of the home. 

9.33 In all, some 1,482 people were found to have a locomotor disability 
which substantially affected their mobility. Leaving aside those whose primary 
condition was mental handicap (567 people) and mental illness (1 13 people), 
there were 802 people whose primary condition was a physical disability. 
These were distributed as follows:- 

O'Dwyer Chcshire Home, Lisminanc, 
Swinford, Co. Mayo 





Cheshire Homes 
Orthopaedic Hospitals 
Welfare Homes 
Other Geriatric Homes 
Psychiatric Hospitals 
Mental Handicap Centres 
District Hospitals 
Homes for Incapacitated 
Other 
Total 

9.34 As might be expected, a high proportion of the group had been in 
residence for a long number of years. Some 35% had been in residence for 5 
years or more while a further 5% had been in care for 20 years or more. 
Prospects of discharge home or into the community were generally poor - 
67% of those in district hospitals were deemed to have no prospects of 
discharge. 

9.35 I t  is clear from the findings that there is a small but steadily growing 
group of physically disabled people who require long-term residential care 
and that a significant minority of them will have to remain in care for the rest 
of their lives. I t  is also clear that there is a major short-fall in suitable 
accommodation for this group. While some of those living in mental handicap 
centres and psychiatric hospitals probably require such specialist support, it 
seems likely that there is a considerable element of inappropriate placement 
of those with physical disabilities only. The large number maintained in 
geriatric homes is further evidence of the shortage of accommodation; although 
the survey was confined to those under the age of 65 more than 200 people or 
25% of the total were found to be living in accommodation specifically 
intended for the elderly. 

9.36 An examination of the replies to the questions on the standard of 
accommodation, availability of facilities and recreational outlets confirms 
much of the criticism that has been levelled at  residential facilities in recent 
times. Apart from the Cheshire Homes, few of the centres reviewed are 
equipped to meet the needs of the physically disabled, particularly those in 
the younger age groups. Accommodation 'tends to be in open wards and 
dormitories offering little privacy to residents who are likely to spend much of 
their lives there. Many of the centres do not have basic amenities such as 
television, radio and games rooms and there is an almost total lack of 
educational, vocational and occupational pursuits. Even for the younger and 
more mobile residents, there are few opportunities to leave the confines of the 
home and this only serves to heighten boredom and frustration. There is little 
flexibility in the daily routine with most centres being run along traditional 
hospital-type lines. Residents have little, if any, say in the day-to-day operation 



of what for many of them are the only homes they will ever know. The survey 
also revealed the poor financial circumstances of many residents although this 
may not fully reflect the present position as the survey took place before the 
introduction of the minimum weekly spending allowance and the extension of 
the Mobility Allowance to persons in long-term care (see paragraph 6.24). 

9.37 The Minister for Health is satisjied that there is an urgent need for 
additional residential facilities for a relatively small number of physically 
disabled people in all health board areas. It is the Minister's intention to 
make specijic provision in the health capital programme for developments in 
this area over the next few years. 

9.38 Health boards will be asked, as a matter of urgency, to assess the 
level of need for residential accommodation for physically disabkdpeopk in 
their areas and to draw up a jive year development programme to meet- 

(a) The need in their areas for residential facilities for physically 
disabkd people. In designing residential accommodation for the 
physically disabled eve? consideration should be given to maxim- 
ising independence, integration and support. 

(b)  The community care sm'ces and facilities needed to enable as 
many physically disabled persons as possible to remain in the 
community. 



Chapter 10 

Towards Full 
and Equality 

. 
Participation 

Rights of Disabled People 

10.1 The preceding chapters of this Paper have revealed many unmet or 
only partially met needs and expectations of the disabled stretching across the 
whole field of human interest. All of these needs can be summarised as the 
desire of disabled people to be as self-reliant and independent as possible and 
to have full equality and integration with other members of the community. 

10.2 The last few years have witnessed a growing realisation of the disabled 
right to share in and contribute to the economic, social, political and 

cultural activities of the society in which he or she lives. 

10.3 The rights of disabled persons have been affirmed on numerous 
occasions by various international bodies. The most notable declaration is 
that of the United Nations General Assembly (Resolution 3447) which was 
proclaimed in December 1975. The underlying theme of this and an earlier 
Resolution on the Rights of Mentally Retarded Persons (Resolution 2856) is 
that disabled people have the same fundamental rights as their fellow-citizens 
and are entitled to all the support and assistance required to enable them to 
become as self-reliant as possible. (The texts of these Resolutions are at 
Appendix 11). Ireland was a co-sponsor of the Resolution on the Rights of 
Disabled Persons and supported the Resolution on the Rights of Mentally 
Retarded Persons. The General Assembly recommended that all Member 
States should take account of the principles laid down in the Resolutions in 
establishing policies and plans for disabled persons. 

10.4 Ireland supported the adoption of a convention, supported by a 
recommendation, on the Vocational Rehabilitation and Employment of Dis- 
abled People by the General Assembly of the International Labour Organi- 
sation in June 1983. 
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10.5 The World Health Organisation, the International Labour Organi- 
sation, the Council of Europe, the European Communities and major volun- 
tary organisations, such as Rehabilitation International and Disabled People 
International, have regularly provided forums for the discussion of general 
and specific issues in relation to disabled people. The highlighting of the affairs 
of the disabled at international level has stimulated initiatives and increased 
understanding of their problems in individual countries and has helped to 
maintain a high level ofinterest in the special needs ofdisabled people. 

10.6 The process of increasing the awareness of the general public to the 
rights of disabled people and creating greater commitment to improving their 
position received a considerable boost with the designation of 1981 as the 
International Year of Disabled Persons. The theme adopted by the United 
Nations was "Full Participation and Equality" and the objectives of the Year 
were defined thus:- 

(a) Helping disabled persons in their physical and psychological adjust- 
ment to society; 

( 6 )  Promoting all national and international efforts to provide disabled 
persons with proper training, care and guidance, to make available 
opportunities for suitable work and to ensure their full integration in 
society; 

( 6 )  Encouraging study and research projects designed to facilitate the 
practical participation of disabled persons in daily life, for example, 
by improving their access to public buildings and transportation 
systems; 

(d) Educating and informing the public of the rights of disabled persons 
to participate in and contribute to various aspects of economic, social 
and political life; and 

(e) Promoting effective measures for the prevention of disability and for 
the rehabilitation of disabled persons. 

10.7 Here in Ireland, the emphasis during the year was on creating greater 
awareness of disabled people and focusing attention on their needs and rights, 
skills and abilities. The National Committee established by the Government 
to co-ordinate and stimulate activities, undertook a comprehensive inform- 
ation campaign aimed at improving understanding of disabied people, helping 
to change ill-informed attitudes and removing myths and misconce~tions. The ., , 

success-of the campaign can be gauged from the fact that an oiinion poll 
conducted at the end of the year revealed that the public was prepared to pay 
additional taxes to provide greater help for disabled people more than for any 
other disadvantaged group including the elderly and the young unemployed. 
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In addition, sporting, recreational and community organisations opened up 
their doors to the disabled and disabled people took part in the Community 
Games, the various National Sports Days arranged by Cosp6ir, the Dublin 
City Marathon and many cultural events. 

10.8 Various suggestions have been made for the establishment ofstructures 
and machinery to articulate the needs of disabled people and to monitor the 
implementation of measures to improve their position in society. This Chapter 
contains certain proposals in this regard, examines the need for legislative and 
administrative changes and discusses the introduction of structures to afford 
greater community involvement in the social integration of disabled people. 

New Role for the National Rehabilitation Board 

10.9 The National Rehabilitation Board was established in 1967 as the 
central co-ordinating authority in the field of rehabilitation. The Board was 
charged with supervising, providing or arranging for the provision of services 
for the welfare of persons who are disabled as a result of physical defect or 
injury, mental handicap or mental illness. Its functions include:- 

(a) co-ordination of voluntary bodies engaged in rehabilitation and train- 
ing services; 

( b )  assessment of disability; 

(c) giving of specialist medical treatment, provision of prosthetic appli- 
ances, artificial limbs and hearing aids; 

(d) vocational guidance and the placement of disabled persons in employ- 
ment; and 

(e) arranging for training of persons engaged in rehabilitation services. 

10.10 The role and organisation of the Board have recently been reviewed 
by a team of management consultants and their recommendations have been 
accepted in principle by the Minister for Health. In future the Board will play 
a more active part in overseeing the orderly development of rehabilitation 
services and will have a greater input into all policy decisions affecting disabled 
people. The Board has been reorganised to enable it to discharge its new 
responsibilities and to establish itself as the authoritative voice of disabled 
people. A new Board ofDirectors, designed to be more managerial in character, 
has been appointed. The Minister for Health availed of the opportunity to 
increase the number of worker representatives on the Board from two to three. 
The Minister intends to nominate the National Rehabilitation Board as a 
designated body when the Worker Participation (State Enterprises) Act 
1977 is being amended. 



10.1 1 The extension of the Board's terms of reference has enabled it to take 
a broader view of the needs of disabled people, in contrast to its former 
preoccupation withvocational rehabilitation. Already, the Board has launched 
a number of initiatives in areas which were not previously regarded as coming 
within its remit. The Board has established a study group in the use of public 
transport by disabled people and, in co-operation with the Department of the 
Environment, An Foras Forbartha and the Royal Institute of the Architects 
of Ireland, is promoting efforts to improve access to buildings and other places 
frequented by the public. When the reorganisation is complete, the Board will 
be in a unique position to ensure continued awareness of the needs and the 
rights of disabled people, to influence improvements in services provided by 
both voluntary and statutory agencies and to monitor the progress of plans 
and programmes. 

10.12 The Government believe that the National Rehabilitation Board is 
the appropriate agency to promote the goals ofjdlparticipation and equality 
and, i n  co-operation with the approp-iate statutory agencies, to stimulate , the development of policies and sewices for disabled people. The Board will 
be encouraged to extend itsfield of activity and the Government wiU make 
available the necessay resources to equip it to undertake this role. 

10.13 One of the recommendations made by the management consultants 
in their review was the establishment of a consultative committee represent- 
ative of the many voluntary organisations involved in rehabilitation. Pending 
the reorganisation of the Board, it was decided not to proceed with this 
proposal and it was agreed that the Union of Voluntary Organisations for the 
Handicapped would furnish advice to the Board as required. Now that the 
reorganisation is nearing completion and the Board is assuming new respon- 
sibilities, there is a need to place the consultative process on a more formal 
basis. 

10.14 Arrangements wiU be made to establish a consultative council under 
the National Rehabilitation Board to advise and assist it i n  discharging its 
new role in  matters affecting disabled people. The council wiU include 
representatives of relevant voluntary and statutory agencies together with 
other organisations whose activities impinge on disabledpeople. 

10.15 The Minister for Health is confident that the measures which have 
been outlined in this section will help to ensure sustained and consistent 
attention to the needs of disabled people and the development of a compre- 
hensive and integrated programme of action to improve their position in 
society. 
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Legislative Safeguards 

10.16 A number of organisations and individuals concerned with disabled 
people have called for the introduction of special legislation concerned exclus- 
ively with the needs and the rights of disabled people. I t  is pointed out that 
such legislation exists in other countries. For example, in the United States, 
federal law imposes obligations on corporations which are in receipt of federal 
funds to make adequate provisions for the disabled in such matters as access 
and non-discrimination is a condition for the awarding of federal contracts. 
The United Kingdom Chronically Sick and Disabled Persons Act, 1970, has 
also been suggested as a model for similar legislation in this country. 

10.17 The fact that other countries have introduced such measures does 
not necessarily point to a need to enact similar provisions in this country. 
Before embarking on complicated protective legislation, it needs to be dem- 
onstrated clearly that measures of this kind would contribute in a practical 
way to an improvement in the conditions of disabled people. The complexity 
of regulations dealing with public services in the modern state is such that it 
would be quite difficult to provide separately for the needs of one sector of the 
population in the drafting of legislation. The special needs of disabled people 
extend to all areas of life and relate to the responsibilities and activities of a 
wide range of State agencies. At present, provisions relating to disabled people 
are contained in a wide variety ofacts and regulations and, with few exceptions, 
disabled people come within the scope of the general body of civil, adminis- 
trative and criminal law. 

10.18 On a more fundamental level it must be borne in mind that, while 
legislation has a part to play in safeguarding and promoting the rights of 
disabled people, for example, in the matters of employment and access which 
have been mentioned earlier in this Paper, its value can be over-emphasised. 
The most important thing which any disadvantaged minority needs is good- 
will and understanding. The Government are convinced that the promotion 
of the rights of disabled people can be best achieved by general agreement 
rather than by measures of compulsion. 

10.19 A number of proposals have been made in this Paper for changes and 
improvements in provisions which, in some cases, will require amending 
legislation. The Government are committed to the introduction of these 
measures at the earliest possible stage by the enactment of appropriate 
legislation. It is considered, however, that the most effective means of imple- 
menting these provisions is through incorporation in legislation relating to the 
particular areas involved, for example health acts, social welfare code and 
national building regulations. 
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10.20 One of the areas in which some disabled people have had difficulties 
in exercising a basic right is in the matter of the right to vote. In 1974, an 
extended system of postal voting was introduced under which any one unable 
to vote in person by reason of illness, physical disability or certain other 
circumstances could apply to vote by post at local elections. This concession 
does not at present apply to general and presidential elections, referenda and 
elections to the European Assembly except for members of the Defence Forces 
and the Garda Siochana. This anomoly has been a cause of much concern to 
severely disabled people who are unable to travel to polling stations. In June 
1982 the Minister for the Environment established a Working Party on the 
Register of Electors. The Working Party was asked to make recommendations 
on, inter alia, a scheme of postal voting for disabled people and others who 
may be unable to vote in person at an election, and access to polling stations 
for disabled persons. The Working Party has submitted its Report to the 
Minister for the Environment (Pl. 1471). The Report recommends a scheme 
of postal voting at all elections and referenda for registered electors who are 
physically disabled. The Report also contains a number of recommendations 
in relation to access to polling stations for the disabled. The recommendations 
of the Working Party are being examined. The Minister for the Environment 
is preparing proposals on postal voting for the disabled and certain other 
groups. 

Ministerial Responsibility 

10.21 Calls have been made from time to time for the appointment of a 
Minister of State for Disabled People. A report entitled "Major Issues in 
Planning Services for Mentally and Physically Handicapped Persons" (NESC 
Report No. 50) recommended the appointment of a Minister of State at the 
Departments of Health and Social Welfare with special responsibility for the 
development of services for disabled people. The report concluded that "a 
strong political voice is necessary to ensure that the needs and the rights of the 
handicapped population are taken into account in all stages of economic and 
social planning". 

10.22 The Government acknowledge the political dimension of improving 
the position of disabled people. In fact, lead responsibility on matters affecting 
the disabled has been exercised by the Minister for Health for a number of 
years. It is accepted that this arrangement does not fully ensure the co- 
ordination and reconciliation of policies being pursued in different Govern- 
ment Departments and service areas. However, the Government are not 
convinced that the appointment of a Minister of State would do much to 
improve the position. In the first place, a Minister of State would not have the 
necessary authority to ensure the allocation of resources to the improvement 



of services. The second difficulty is more basic and is one of the reasons why 
the present arrangements have not been more successful. The difficulty lies in 
the diversity of services with which disabled people are concerned and the 
wide range of Government Departments and other statutory and voluntary 
agencies involved. Traditionally, Ministers and Government Departments 
have been organised on the basis of distinct functional areas covering the 
entire population rather than geographical or population criteria. Given the 
present structure of central administration, it would be extremely difficult and 
confusing to superimpose a system based on a particular population group 
whose needs cut across the present responsibilities of most Ministers and 
Government Departments and a large number of statutory agencies. Further- 
more, such an arrangement would run entirely counter to the trend towards 
the integration of disabled people and the acceptance of disability as a normal 
facet of life. A further consideration is the fact that in many instances, for 
example, income maintenance and general hospital services, the needs of 
disabled people do not differ significantly from those of other members of the 
community. It seems preferable that, wherever possible, the needs of disabled 
people should be catered for on the same basis as the community generally 
with additional specialist input where this is required. 

10.23 FoUowingfuU consideration, the Minister for Health is satisfid 
that the appointment of a Minister of State for Disabkd Peopk would not be 
the most effective means of achieving improved co-ordination and develop- 
ment of seruices. The Minister is, however, conscious of the need for improved 
co-ordination in the development of policies affecting disabled people and 
other groups and is examining the various options open to him. The Minister 
favours the establishment of a standing cabinet sub-committee, consisting of 
Ministers involved in areas of social policy, which would oversee and co- 
ordinate the development of plans and programmes aimed at eliminating 
injustice and inequality and improving the standard of living and qwlity of 
life of disadvantaged members of society in general. 

Community Action 

10.24 Concern for the improvement and streamlining of structures and 
administrative procedures must not be allowed to overshadow the importance 
of community action on behalf of disabled people. The achievement of social 
integration of disabled people is of necessity a two-way process. It  requires a 
willingness on the part of disabled people to reach out into the community; 
equally, it demands that the public is made aware of the problems faced by 
disabled people and is encouraged to play its part in reaching an acceptable 
solution. Ireland is fortunate in having a long and well established tradition 
ofvoluntary support services for disabled people. This has found its expression 
in the setting up of a large number of private and voluntary organisations 
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composed of parents, inends and other concerned individuals. '1 hese organi- 
sations have developed and flourished through the dedication of their members 
and the support of the community at large. They have done much to enrich 
the quality of the services available and to develop new approaches and 
initiatives. Indeed, many of the present statutory services have their origins in 
schemes pioneered by voluntary organisations. The Government acknowledge 
the enormous contribution which the voluntary sector has made and k 
continuing to make to the provision of setvices to disabled people and are 
committed to supporting the continuation and strengthening of this involve- 
ment in thefuture. 

10.25 A review of the organisation of the community care services is being 
conducted at Dresent. The review is being conducted in two phases. The first - 
phase consisted of an assessment of the factual situation. A firm of management 
consultants (Inbucon) was appointed to do the assessment. They submitted 
their report in 1982. The second phase will consider the need for changes 
arisine out of the main features of the management consultants' report and " - 
the implications for the community care programme of prospective legislative 
and service changes. This second phase is being conducted through the normal - 
consultative channels. consideration will b e  given, in the course of these 
discussions, to how voluntary organisations and the health boards can best 
work together to contribute to the development of community care services. 

10.26 Despite the best efforts of voluntary organisations, the level of normal 
day to day contact between disabled and non-disabled people remains unac- 
ceptably low. A survey commissioned by the Health Education Bureau and 
the National Committee for the International Year of Disabled Persons 
revealed that over 60% of the population never or only rarely have any contact 
with disabled people while only 25% consider themselves to be in regular 
contact. The survey also found that at least one person in every four feels 
uncomfortable or embarrassed when in the company of a physically or 
mentally disabled person and these feelings are especially prevalent among 
people in the younger age groups. A complementary study commissioned by 
the National Committee on the attitudes and feelings of mentally handicapped 
adults found that one in every two experienced frequent loneliness. All of those 
interviewed lived in the Dublin area, either at home or in a hostel and travelled 
to and from work each day and yet only half of these claimed to have friends 
who were not themselves mentally handicapped. 

10.27 It is clear from these findings that the achievement of genuine 
integration of disabled people in the community is far from being a reality and 
that there is a need to pay considerably more attention to the removal of social 
barriers and the elimination of prejudice and negative attitudes. An excellent 
example ofwhat might be done is illustrated by the CAR4 schools programme, 
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which was jointly developed by the Health Education Bureau and St. 
Michael's House. The project is aimed at senior students in secondary schools 
and is based on the premise that both mentally handicapped and non-handi- 
capped young people have something valuable to offer each other, particularly 
in the area of social skills development. The programme is structured to fit 
into the normal school situation and students are given an opportunity to meet 
a group of mentally handicapped people of about the same age in an informal 
setting. The idea was extensively tested in the Dublin area during 1980 and 
1981 and has proved so successful that it is now being extended to the entire 
country. 

10.28 The Minister is conscious of the need topromote interaction between 
disabkd and non-disabkd peoplefrom the earliest possible age and in ail 
aspects of life. The Health Education Bureau, in consultation with the 
NationalRehabilitation Board and voluntary oreanisations for the disabkd. ., " 
will develop a comprehensive programme to improve the ckmunity under: 
standing of and contact with disabkdpeopk. 

10.29 The need for sustained and co-ordinated efforts to promote the 
integration of disabled people has also been recognised and accepted in other 
European countries. The Council of Ministers of the European Economic 
Communities recently decided on the establishment of an action programme 
to promote the social integration of disabled people. The primary objective of 
the programme is to support and develop existing services which are aimed at 
the social integration of disabled people. 

10.30 The programme which commenced on 1st November, 1983 involves 
the setting up of a network of local action committees in a limited number of 
districts throughout the E.E.C. The Midland Health Board has been selected 
as the Irish district. In each district, an action committee composed ofdisabled 
people and their families, voluntary organisations, relevant professionals and 
the social partners has been formed and is being supported, as appropriate, 
by public authorities at local and national level. The committee which is being 
serviced by full-time staff has a wide-ranging brief to foster the social integra- 
tion of disabled people and is concentrating on such areas as education. . . v 

vocational training, employment, health and welfare, transport, housing and 
physical planning, information and vublic awareness. The Government are 
cohmitteh to th; success of this boject and are making available the 
necessary resources to facilitate its operation. It is hoped that the project 
will provide useful information on the development offurther strategies for 
promoting the social integration of disabkdpeopk. 

10.31 The process of encouraging community involvement must not be 
confined to any one area. Experience during the International Year of Disabled 
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Persons has shown that there is no absence of concern for, or goodwill towards, 
disabled people. What is needed now are means of channelling this goodwill 
in practical forms of service and assistance. Fosterage has already been 
mentioned in this Paper and it provides a unique opportunity to enable 
disabled people to share in the benefits of normal family life. The Crossroads 
Care Attendant Scheme in the United Kingdom is another example of com- 
munity concern in action and certain proposals have been made in this Paper 
with a view to introducing the concept to Ireland. (See Chapter 7.7 for details 
of the Crossroads Care Attendant Scheme). 

10.32 Sport and leisure activities provide a unique opportunity for able and 
disabled to come together in a relaxed and informal manner. There are 
encouraging signs of a greater degree of integration between able and disabled 
on the sportsfield and this trend is being actively promoted by Cosp6ir 
(National Sports Council). These efforts are to be commended as is the 
increasing willingness of clubs, societies and youth groups to take disabled 
people into their membership. These are timely and refreshing initiatives and 
are a powerful force in bringing about an acceptance of disabled people as 
equal members of the community. In the long term, voluntary efforts such as 
these, rather than the imposition of legislation or the creation of administrative 
structures, will be the greatest help in the realisation of the goals of full 
participation and equality. 



Appendix I 

Summary of Services for Disabled People 

The following is a list of services designed specifically for disabled people. The cost of 
these services was over £400 million in 1983. Disabled people are entitled to avail of 
the whole range ofbenefits and services, e.g. general medical services scheme, hospital 
services, public health nursing service, social services, welfare services and educational 
services but there are no separate figures available to show the extent to which these 
services are availed of by disabled people. 

1. DEPARTMENT O F  HEALTH Estimated Cost 
1983 

(a) Services for diagnosis, care and prevention of psychiatric £131,000,000 
ailments (1 1,000 places in psychiatric hospitals). 

(6) Residential care for the mentally handicapped (7,000 £86,000,000 
residential places, about 2,000 ofwhich are in psychiatric 
hospitals). 

(c) Care in day centres for the mentally handicapped (2,400 £5,930,000 
places). 

(d) Care for persons with hearing impairments, visual £13,100,000 
impairments and other physical disabilities (1,200 
places). 

(e) Grants to voluntary agencies. £6,260,000 

V) National Rehabilitation Board - assessment and place- £2,874,000 
ment ofdisabled people, hearing aid services etc. 

(g) Rehabilitation Services - training fees. £2,800,000 

2. ALLOWANCES PAID BYHEALTH BOARDS Est. Cost No. of 
I983 Recipients 

(a) Disabled Persons Maintenance Allowance. 
This allowance is payable to disabled persons over £41,126,000 24,370 
16 and under 66 years of age who are substantially 
handicapped. The allowance is subject to a means 
test. A person who qualifies for a Disabled Persons 
Maintenance Allowance may also qualify for the 
following additional benefits: 
free travel, free electricity allowance, free bottled 
gas, free television licence, free telephone rental 
allowance, free fuel and footwear for children. 



(b) Disabled Persons Rehabilitation Allowance. 
This allowance is payable to disabled persons 
undergoing training who are living away from 
home. 

(c) Domiciliary Care Allowance. 
This allowance is payable in respect of the domi- 
ciliary care of handicapped children who need 
constant care and attention substantially greater 
than would normally be required by a child of the 
same age and sex. The allowance may be paid in 
respect of children between the ages of 2 and 16. 

(4 Supplementary Blind Welfare Allowance. 
This allowance is payable to blind persons over 
the age of 16 years who are regarded as unem- 
ployable. The allowance is subject to a means test. 

( e )  Mobility Allowance. 
This allowance is payable to severely handicapped 
persons over the age of 16 years who are unable to 
walk. It is subject to a means test. 

V) Infectious Diseases Maintmncc Allowance. 
This allowance is payable to persons undergoing 
treatment for certain specified diseases. It is sub- 
ject to a means test. 

(g) Refund of cost of drugs and medicines for specified 
long term ailments. 

( h )  Motorised Transport Grant. 
Health boards make grants up to a maximum of 
£1,500 for the conversion of an existing motor 
vehicle or for the purchase of an adapted new 
motor vehicle for use by a disabled person. This 
grant is subject to a means test. 

3. DEPARTMENT OFSOCIAL WELFARE 
(a)  Invalidity Penswn. 

Payable to insured persons who are permanently 
incapable of work. 

(b )  Disablement Ben& 
Payable to an insured person who as a result of an 
occupational accident or &sease is suffering from 
loss of physical or mental faculty. 

Est. Cost 
1983 

£2,600,000 

£4,527,000 

£7 16,600 

£269,700 

£364,400 

£7,300,000 

£54,700 

£60,805,600 

£7,399,000 

No. of 
Recipimts 

1,100 

6,270 

1,212 

1,027 

216 

33,000 

51 

20,850 

7,637 



(c) Blind Pension. 
Payable to a blind person if the following condi- 
tions are satisfied: 

(i) over 18 years of age 
(ii) ordinarily resident in the State 

(iii) satisfies a means test. 

(4 Free Travel. 
Available to persons receiving Blind Pension, 
Invalidity Pension, Disabled Persons 
Maintenance Allowance, Invalidity Pension Bene- 
fit from the Department of Health and Social 
Security in Britain or Northern Ireland. 

(e) Fret Electrici& Allowance 
Subject to certain conditions, recipients of Invalid- 
ity Pension and Disabled Persons Maintenance 
Allowance may qualify for this allowance 

V) Free Bottled Gas. 
People who would satisfy the qualifying conditions 
for free electricity allowance, but who are not 
connected to the E.S.B. system would qualify for 
an allowance towards the cost of free bottled gas. 

( g )  Free T .  V. Licence. 
Persons who are entitled to a free electricity allow- 
ance are also entitled to free television licences for 
black-and-white receivers. 

(h) Free Telephone Rental Allowance. 
Subject to certain conditions recipients of Invalid- 
ity Pension, Blind Pension and Disabled Persons 
Maintenance Allowance would qualify for this 
allowance. 

Est. Cost No. of 
1983 Recipients 

figures not available 

figures not available 

DEPARTMENT OF THE ENVIRONMENT 
Housing Grants and Loans. 
Grants are available for structural alterations and £3,987,300 1,741 
extensions to houses which improve the living 
conditions ofdisabled people. Loans are also avail- 
able towards the balance of the costs of adaptation 
works for low income applicants. 
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(b) Exemption from Motor Registration Fees. 
Invalid carriages not exceeding 6 cwt unladen 
weight and vehicles specially constructed or 
adapted for use by a person wholly or almost 
wholly without the use of his legs are exempt from 
motor registration fees. They are also exempt from 
parking restrictions and fees. 
Persons who have entitlement under the scheme 
may also be entitled to the following benefits: 
(i) repayment of V.A.T. and excise duty on new 
cars and (ii) repayment of excise duty on petrol 
up to 600 gallons per person per annum - see also 
Revenue Commissioners. 

5. REVENUE COMMISSIONERS 

(a)  Motor Cars. 
(i) The full amount of the excise duty and value 

added tax charged for a new motor vehicle 
specially built or converted for a disabled 
driver is recoupable provided it qualifies for 
the road tax relief. 

(ii) Excise duty on petrol up to 600 gallons per 
person per annum is repayable. This conces- 
sion extends to vehicles extensively adapted 
(30% or more) to carry disabled passengers 
- see also Department of the Environment. 

(b) Income Tax. 

(i) Blind Pcrsonr Allowance. 
A single blind person is entitled to an extra 
£500 on top of his single allowance. For a 
married couple the extra allowance is £1,200. 

(ii) Incapacitated Child Allowance. 
This allowance of £500 is for children per- 
manently incapacitated before the age of 21 
or while in full-time education. 

(iii) Dependent Relative Allowance. 
This allowance of £1 10 is given to a taxpayer 
who maintains an incapacitated relative aged 
65 or over or who has a son or daughter living 
with himlher and cr ,~  whom the taxpayer is 
dependent. 

Est. Cost No. of 
1983 Recipients 

Est. Cost No. of 
83/84 tax Recipients 

year 

figures not available 



Est. Cost No. of 
83/84 tax Recipients 

year 
(iv) HousckceperAllowance. 

An incapacitated person who employs some- £100,000 500 
one to take care of himlher may claim a tax 
allowance of E7OO. If the person employed is 
a relative the taxpayer may not claim the 
Dependent Relative Allowance in addition to 
the Housekeeper Tax Allowance. 

6 .  DEPARTMENT OF EDUCATION 

The Department provides a wide range of teaching services for disabled children 
including special schools, special classes in ordinary schools, remedial teachers, pre- 
school, vocational training centres and home tuition etc. The Department also 
provides child care assistants in special schools for the mentally handicapped, phys- 
ically disabled, hearing impaired and visually impaired. Free school transport is 
provided for children attending special centres. The cost of these services is included 
in the overall vote of the Department and separate costings are not available. 



Appendix I1 

Resolution No. 2856 (XXVI) 

Declaration on the Rights of Mentally Retarded Persons, 
20 December, 197 1 

The General Assembly 

Mindful of the pledge of Member States under the Charter of the United Nations to 
takejoint and separate action in co-operation with the Organization to promote higher 
standards of living, full employment and conditions of economic and social progress 
and development, 

RcaJimzing faith in human rights and fundamental freedoms and in the principles of 
peace, of the dignity and worth of the human person and of social justice proclaimed 
in the Charter, 

Recalling the principles of the Universal Declaration of Human Rights, the Inter- 
national Covenants on Human Rights, the Declaration of the Rights of the Child and 
the standards already set for social progress in the constitutions, conventions, rec- 
ommendations and resolutions of the International Labour Organisation, the United 
Nations Educational, Scientific and Cultural Organization, the World Health Orga- 
nization, the United Nations Children's Fund and other organisations concerned, 

Emphosising that the Declaration on Social Progress and Development has proclaimed 
the necessity of protecting the rights and assuring the welfare and rehabilitation of the . - 
physically and mentally disadvakaged, 

- 

Bearing in mind the necessity of assisting mentally retarded persons to develop their 
abilities in various fields of activities and of promoting their integration as far as 
possible in normal life, 

Aware that certain countries, at their present stage of development, can devote only 
limited efforts to this end, 

Proclaims this Declaration on the Rights of Mentally Retarded Persons and calls for 
national and international action to ensure that it will be used as a common basis and 
frame of reference for the protection of these rights: 

1. The mentally retarded person has, to the maximum degree of feasibility, the same 
rights as other human beings. 
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2. The mentally retarded person has a right to proper medical care and physical 
therapy and to such education, training, rehabilitation and guidance as will 
enable him to develop his ability and maximum potential. 

3. The mentally retarded person has a right to economic security and to a decent 
standard of living. He has a right to perform productive work or to engage in any 
other meaningful occupation to the fullest possible extent ofhis capabilities. 

4. Whenever possible, the mentally retarded person should live with his own family 
or with foster parents and participate in different forms of community life. The 
family with which he lives should receive assistance. If care in an institution 
becomes necessary, it should be provided in surroundings and other circumstances 
as close as possible to those of normal life. 

5. The mentally retarded person has a right to a qualified guardian when this is 
required to protect his personal well-being and interests. 

6 .  The mentally retarded person has a right to protection from exploitation, abuse 
and degrading treatment. If prosecuted for any offence, he shall have a right to 
due process of law with full recognition being given to his degree of mental 
responsibility. 

7. Whenever mentally retarded persons are unable, because of the severity of their 
handicap, to exercise all their rights in a meaningful way or should it become 
necessary to restrict or deny some or all of these rights, the procedure used for 
that restriction or denial of rights must contain proper legal safeguards against 
every form of abuse. This procedure must be based on an evaluation of the social 
capability of the mentally retarded person by qualified experts and must be 
subject to periodic review and to the right of appeal to higher authorities. 

General Assembly Resolution 3447 Adopted 9th December, 
1975 

Declaration on the Rights of Disabled Persons 

The General Assembly 

Mindful of the pledge made by Member States, under the Charter of the United 
Nations to take joint and separate action in co-operation with the Organisation to 
promote higher standards of living, full employment and conditions of economic and 
social progress and development, 



ReafJinning its faith in human rights and fundamental freedoms and in the principles 
ofpeace, of the dignity and worth of the human person and ofsocialjustice proclaimed 
in the Charter, 

Recalling the principles of the Universal Declaration of Human Rights, the Inter- 
national Covenants on Human Rights, the Declaration of the Rights of the Child, and 
the Declaration on the Rights of Mentally Retarded Persons, as well as the standards 
already set for social progress in the constitutions, coventions, recommendations and 
resolutions of the International Labour Organisation, the United Nations Educa- 
tional, Scientific and Cultural Organisation, the World Health Organisation, the 
United Nations Children's Fund and other organisations concerned, 

Recalling also Economic and Social Council resolution 1921 of6 May 1975 on prevention 
of disability and rehabilitation of disabled persons, 

Empharising that the Declaration on Social Progress and Development has proclaimed 
the necessity of protecting the rights and assuring the welfare and rehabilitation of the 
physically and mentally disadvantaged, 

Bearing in Mind the necessity of preventing physical and mental disabilities and of 
assisting disabled persons to develop their abilities in the most varied fields of activities 
and of promoting their integration as far as possible in normal life, 

Aware that certain countries, at their present stage of development, can devote only 
limited efforts to this end, 

Proclaim this Declaration on the Rights of Disabled Persons and calls for national and 
international action to ensure that it will be used as a common basis and frame of 
reference for the protection of these rights: 

1. The term "disabled person" means any person unable to ensure by himself or 
herself, wholly or partly, the necessities of a normal individual and/or social life, 
as a result of a deficiency, either congenital or not, in his or her physical or 
mental capabilities. 

2. Disabled persons shall enjoy all the rights set forth in this Declaration. These 
rights shall be granted to all disabled persons without any exception whatsoever 
and without distinction or discrimination on the basis of race, colour, sex, 
language, religion, political or other opinions, national or social origin, state of 
wealth, birth or any other situation applying either to the disabled person himself 
or herself or to his or her family. 

3. Disabled persons have the inherent right to respect for their human dignity. 
Disabled persons, whatever the origin, nature and seriousness of their handicaps 
and disabilities, have the same fundamental rights as their fellow-citizens of the 
same age, which implies first and foremost the right to enjoy a decent life, as 
normal and full as possible. 
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Disabled persons have the same civil and political rights as other human beings; 
article 7 of the Declaration on the Rights of Mentally Retarded Person applies 
to any possible limitation or supression of those rights for mentally disabled 
persons. 

Disabled persons are entitled to the measures designed to enable them to become 
as self-reliant as possible. 

Disabled persons have the right to medical, psychological and functional treat- 
ment, including prosthetic and orthetic appliances, to medical and social reha- 
bilitation, education, vocational education, training and rehabilitation, aid, 
counselling, placement services and other services which will enable them to 
develop their capabilities and skills to the maximum and will hasten the process 
of their social integration or reintegration. 

Disabled persons have the right to economic and social security and to a decent 
level of living. They have the right, according to their capabilities, to secure and 
retain employment or to engage in a useful, productive and remunerative 
occupation, and to join trade unions. 

Disabled persons are entitled to have their special needs taken into consideration 
at all stages of economic and social planning. 

Disabled persons have the right to live with their families or with foster parents 
and to participate in all social, creative or recreational activities. No disabled 
person shall be subjected, as far as his or her residence is concerned, to differential 
treatment other than that required by his or her condition or by theimprovement 
which he or she may derive therefrom. If the stay of a disabled person in a 
specialised establishment is indispensible, the environment and living conditions 
therein shall be as close as possible to those of the normal life of a person of his 
or her age. 

Disabled persons shall be protected against all exploitation, all regulations and 
all treatment of a discriminatory, abusive or degrading nature. 

Disabled persons shall be able to avail themselves of qualified legal aid when 
such aid proves indispensible for the protection of their persons and property. If 
judicial proceedings are instituted against them, the legal procedure applied 
shall take their physical and mental condition fully into account. 

Organisations of disabled persons may be usefully consulted in all matters 
regarding the rights of disabled persons. 

Disabled persons, their families and communities shall be fully informed, by all 
appropriate means, of the rights contained in this Declaration. 



Appendix I11 

AMOUNT OF EUROPEAN SOCIAL FUND GRANT FOR TRAINING OF 
HANDICAPPED PERSONS, 1974 TO 1983. 

Year 

Wt. 151622.3,000.3/84.Cahill. (2730). G.Spl. 
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