


NATIONAL ECONOMIC AND SOCIAL COUNCIL

1. The main 1ask of he National Economk and Social Council shall be 1o provide @
forum for discussion of the principles relating 10 the efficient development of the
pational economy and the achievement of social justice, and 10 advise ihe Government,
through the Taoiseach on their applicalion. The Council shall have regard, i.ter alia,
10

() \he realisation of the highest possible levels of employment at adequate reward,

Gi) the atlainment of the highest sustainable rate of economi growih,

(ui) e fair and equitable distribution of the ncome and wealih of the nation,

{v) reasonable pre siability and long-lerm equilibrium in the balance of payments,
v the balanced devclopment of all regons in the country, and

(viy the social implications of economi growth, including the need o protect the

environment.

2.The Council may consider such matiers either on its OWR initiative or at the request of
the Government.

3. Members of the Government will meet regularly with NESC on \heir initiative of on
ihe initiative of NESC 10 discuss any matiers arnsing from the terms of reference and in
partkular 10 discuss specific cconomi and social polky measures and plans and 10
explore rogether proposals and actionsto improve cconomic and social conditions- Any
reports which the Council may produce shall be submitied 10 he Government, and shall
be laxd before each Housc of the Oircachias and published. :

4. The membership of the Council shall comprise 3 Chawrman appoimed by the
Government in consuliation with the interests represcmed on the Council, and

Five persons nominated by aamuhural organisalions.
Five persons nominated by the Confederation of lrish indusiry and the lrish
Employers' Confderation.,

Five persons nominated by the lrish Congress of Trade Unions,

Five other persons appointed by the Government, including WO from the
National Youth Council of \reland,

The Sccretafry of the Deparument of Finance, and Secretary (Public Service
Management and Devc\opmem) Depariment of Finance.

Any other Government Depariment shall have the right of audience at Council meetlings

\i warranted by the Council’s agenda, subject 10 the right of {he Chairman 10 regulate
the numbers attending. :

5_The term of office of members shall be for five years. Casual vacancies shall be filled
by the Cn)vcmmcm or by the pominating body as appropriate. Members filling casual
vacancies may hold office uniil the expiry of the other members’ curreat term of offwe.

§- The numbers, remuneration and conditions of service of swalf are subject 10 the
approval of the Taoiseach.

7. The Council shall regulate its own procedure.

NATIONAL EC
ONOM
AND SOCIAL COUNCi%

Co |
mmunity Care Services:

An Overview

PUBLISHED B
Y THE NATIONAL ECONOMIC AND SOCIA
L COUNCIL

Copies of thi
THE N as\chon may be obuai ]
Ea:%t ECONOMIC AND SOl(‘}fo“z‘m
o TEA uri, Adclaide Road, Dublin 2 QUNCIL
overnment Pubticaliori: Sales ()f.f'u
.

Prwe: £5.00 (S
(P 4972 (Swudents: £3.50)



NCIL MEMBERS
NATIONAL ECONOMIC AND SOCIAL COU

Chairman: Mr. Padraig O hUiginn

Nominated by the Governmeni \ir. David Medcalf
be. :r;)ilr‘rug\;;germn O'Brien  Mr. maélr:v;::?\
Mo Sylvia Mechan Mr.

Mr. Kevin Murphy

; Irish Indusiry
Nominated by the Confederation 0{4 I Connellan

Mr. Leo O’ Donnell

i ss of Trade Um‘or_zs
Nominated b)l'llhe Irish Congre: i\fd T ng.ICY
v :)Ohnh:ll?rphy Mr. Donal Nevin
Mr. Dan
Mr. Peter Cassells

. L et
inated by the Irish Co-operative Organisation Society
Nomin

Mr. Gregory Tierney

Ommaled b, the ‘Il.sh Clea"lel Mi k Su liers Association

. Ciaran Dolan
Mr. Donal Hynes Mr

- 3 loyers Confederation
Nom'il?:lfr‘\iaf):l':)'zxeerl rish Employe Mr Paddy Murphy
Mr. Tho
Dr. Eugene McCarthy

; * Association
Nominated by the Irish Farmers Mr. Michael Berkery

Mr. Joe Rea

PART I:

COUNCIL'S COMMENTS ON COMMUNITY CARE SERVICES:
AN OVERVIEW.

PART II:

COMMUNITY CARE SERVICES:
AN OVERVIEW

by
Sile O’Coanor
INTRODUCTION ...

CHAPTER 1: COMMUNITY CARE — GENERAL ISSUES

DEVELOPMENT AND SCOPE OF COMMUNITY CAREIN IRELAND
COMMUNITY CARE — CONCEPTUAL ISSUES AND ASSUMPTIONS .
VOLUNTARY — STATUTORY RELATIONS
Funding..... ...
RESOURCE AND SERVICE ISSUES ..
CONCLUDING REMARKS ...

ol ol e

w

e

CHAPTER 2: HEALTH EXPENDITURE AND EMPLOYMENT TRENDS

L. INTRODUCTION.. ..
t. EXPENDITURE TRENDS . S
3. EMPLOYMENT LEVELS AND SERVICE-RELATED

EMPLOYMENT ISSUES... . -

0] Public Health Nurses .. ..

(ii) Medical Officers .. S .

(iii)  Social Workers and Community Workers

(iv)  Community Welfare Officers

v) Home Help Service. ..
(vi)  Rehabilitation Personnel. o o
(vii) chlalService,.. L ) -
SUMMARY AND CONCLUSIONS .
i

i

.25

43
43

45
47
48
51

.52

54
56
57



CHAPTER 3: SERVICES FOR CHILDREN

. INTRODUCTION.

) CH‘LDHEALTHSER,VICES U

) Pre-School Services

) SemaolsSe Services T e 63

(i)  The Role of the Public Health Nurse

in Child Health Services

3. PERSONAL SOCIAL SERVICNIIE;?;-IA’(). .................................................

R CHILDREN AND FAMILIES

() Social Work Services for Children ... HES L

(ii) Supplemcmary Services

(i) Aimen Care Services T 70

4. SUMMARY AND CONCLUDING REMARKS

CHAPTER 4; SERVICES FOR ELDERLY PEOPLE

. INTRODUCTION

2. DEMOGRAPHIC AN ! fors..
B SOCIAL Fasiei 87
1. RANGE OF ot AND SOCIA CTORS ...
(l) Domicmary Serviee, ......................................................... 89
() DayServivgs 1 ts L
i) Accommogatiy, T
(V) Assessment Sepviocs e 94
3. CONCLUDING Rewpagys 9%

CHAPTER 5; SERVICES FOR THE HANDICAPPED

I. INTRODUCTION. .

! S
2 ;:I;(‘)/févlé?“l(‘)ln‘iy.‘?l.{sleSATION ANDFUNDING .~ " .'f,’ﬁ
o RIS v S 106

(}ﬁ) Day Care Scrvicc§ o R e

(1) Support Services, ﬁ\iaudinx Social T 19

Work Services

(v) = Rehabiliaion Personnel 0

4. CONCLUDINGREMARKS . =~ o 112
................... 12

CHAPTER 6: SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

1. INTRODUCTION.. .. ... ... L .. N7
2. SUMMARY .. ... ... ... . 117
(i) Expenditure........... ... . L 117
(i) Employment. ............. . . 118
(iii) Discretionary Services . .. .. ... . ) A 118
(iv)  Services for Children. ... ... . - o o 118
(v)  Services for Elderly People . . . . . 19
(vi)  Services for Handicapped People . 119
3. CONCLUSIONS........ . U - 120
(i) Commitment to Community Care ... ... 120
(i)  Information . ... . . 121
(iii)  Organisational Issues . . ... ‘ 122
4. RECOMMENDATIONS .. 124
(i) General ... ... 125
(i) Personnel.. ... . .. L 125
(i)  Services for Children. .. . ... . 126
(iv)  Services for the Eiderly ... ... 126
(v)  Services for the Handicapped . - 126
(vi)  Statutory/Voluntary Relations . 127
TABLES. ... ... ... ... . 129
APPENDICES

APPENDIX I: Background to Community Care in Ireland .. R
APPENDIX 2: Expenditure Changes on Sub-Programmes and Services ...
APPENDIX 3: Noie on Non Health Board Social Work Employment .

189
193
195



vi

TABLE
A2.1
A22
A23
A24
A5
A2.6
A7
A28
A2.9
A2.10

A2.11)
A2.12

A2.13
A2.14
A2.15
A2.16.
A2.17
A2.18
A2.19
A2.20
A2.2]

A2.22

A3l

A3.2

LIST OF TABLES

Percentage Share of Gross Non-Capital Health Expendiiure by Sub-
Programmes 1976-1985

Estimated Non-Capiial Healh Expenditure by Sub-Programme, 1976-1985
(Current Prices)

Estimaied Expendiiure on Health Services by Sub-Programme 1976-1985 in
Consianmt 1980 Prices, and Percentage Change 1976-1985.

Non-Capiial Expenditure on ihe Community Welfare Sub-Programme by
Service 1976-1985 (Current Prices)

Non-Capital Expenditure on the Communily Welfare Sub-Programme by
Service 1976-1985 in Constam 1980 Prices and Percentage Change 1976-1985.
Non-Capital Expenditure on the Community Proteciion Sub-Programme by
Service 1976-1985, Curreni Prices

Expendilure on the Community Proieciion Sub-Programme by Service
1976-1985 in Consiam 1980 Prices and Percentage Change 1976-1985.
Non-Capital Expenditure on 1he Community Healih Services Sub-Programme
by Service 1976-1985 Current Prices.

Expenditure on the Community Health Services Sub-Programme by Service
1976-1985 in Constant 1980 Prices and Percentage Change 1976-1985.

Public Healith Nurse Posis in Regional Health Boards, and Population/Nurse
Raiios, Various Years (Superiniendent and senior phn’s excluded)

Area Medical Officers by Regional Health Board, 1983 and 1987.

Number of Social Workers Employed in Community Services by Regional
Health Board, in 1981 and 1987.

Social Workers Employed in Agencies Other than Health Boards - Various
Years.

Social Workers Alttached 10 Social Service Councils and Specialisi Voluntary
Agencies by Healih Board, 1983.

Number of Community Welfare Officers Employed by Healih Boards, and
Population/Posis Ratio, 1981 and 1986.

Number of Home Helps Employed.

Beneficiaries of Home Help Services.

Speech Therapisis Employed by Healih Boards 1981, and 1987.
Occupational Therapists Employed by Health Boards 1981 and 1987.
Physiotherapisis Employed by Health Boards and Voluniary Hospitals 1981
and 1987.

Whole-lime Dentists Empioyed by Healih Boards; Number of Posis, Number
Praciising and Ratios by Health Board Area, 1984.

Dentali Services 1983 — Toial Treaiments Provided by Regional Healih Board,
Disiribution of Treaimem beiween Adults and Children, and Treaimenis per
1,000 population.

Pre-School Child Health Services: Number Examined a1 6 Monihs Paediairic
Examination.

Children Examined at Scheduled Exaniinations 1982-1984, Number and
Perceniage who Needed Furiher Atiention.

vil



A33 Pre-Schoo] Child Healp Servi

A34 g:,engce; "}‘“é‘:.aon 1984, €65 Aciion Taken for Children Requiring
: e-School Chilg
Clinics 1984, ild Health Services Clinics Other than Child pe
Al5  School Health Examinay; elopmen

A3.6  School M

Board arca 1983.19g4.

A3.7  School M

Examinations 1984,

A38  School Me

A3.9  School Medical Inspeciions: Acti

Allention,

edical Inspectiops: Percemag

edical Inspeciions: Number of Children

o ton Taken for Children’Requiring Further

A3.10 Adoption O
h rders
A3.11 Distribution of A:g;izl:sce?;e;? 1976-19%s.

Al.12 Nature of Care
Boards, 1983

Al.13 Children in
A4l Populaiion

Total pPopy
A4.2 Percemage

Region, 198] .

A4.3 Percenlage

F lOVlded ‘Ol Cl"ldrc’ﬂ (ake" into Cale or NOlllled o llea"h

Care 1980, 1981, and 1984,

Aged 65 and O
lation, 18] ver by Health Boarq — Numbers ang Percentage of

of Pop tio A d 65 and OV r b ou N COU BOIOU »and
Ula n y{d € Yy C nly nly gh

of Populalion, Maies and Females, A

C
Ad3  Popuimind Sounty Borough, 19g, 864 65 + Living Alone by
i nsity by C
Population i Towns, {981(,mmy and Couniy Boroughs apg Percentage of

A4.5 Percenta :
8¢ of Patiens Resi i
1983 by Me. dico/Seciu] Slallduesm In Long-Stay Gerigyric Units on 3] December

A4.6 Percent i
s age of Populaijop Aged 65 and

~— 1981,

Over in Receipt of Home Help Services

A4.7  Costs 10 De
Parimeni of -
— August 1905, of Health of Geriatric Hospital ang Welfare Home C
are

248 Dietary Defici

IClency of D bli )

A4, L ublin

A:. 190 g‘e‘;mger of Chiropodisis Avaifactf,‘e“;l City) Sample
Beg,on for the Elderly in Hegy, Board R

5 of Elderly Peg
d Required by Healin pg g "

H .
ome Beds and Assessment Places (Actual and chlons: Long Siay, Welfare

A4.11  Speci .
AS.1 gare%n}e‘r?;:"?sr?,r the Elderly. ecommended), 1984,
M Scheme: .
a Regular Service. Frequency & Duration of Visits 10 Families Receiy;
wving

A52  Care Altend
o S A ant Scheme: Type of Oc
. Care Altend :
ot ant Scheme: Cog; of Operatj
A54 Eastern Healih Board

ASS Diagnosiic As

AS. :
6 Examples of Specialised Social Work Services I9é3

PREFACE

There has long been general agreement that community care should be a central feature
of health service policies. In 1975 the then Minisier for Healih stated: “my objective is
10 bring about a shift in resources in favour of communily services, in the belief that this
will lead 1o a better healih service overall”. Further, in 1976 the Minister stated: *1
would like to say at this stage that 1 regard the development of communily care services
as an area of very high priority.* a) Subsequent official statements re-iterated the
importance of community care within the healih services, and the need to shifi the
orientation of health provision and the allocation of healih care resources towards

communily care ).

Concern has frequently been expressed at the slow pace of developmeni of community
care services, notwithstanding the apparently universal acceptance of the community
care approach ). The redistribution of health care resources towards community care
has not been implemented. In 1976 Community Care accounted for 22.2% of non
capital health expenditure, and general hospitals expendiiure for 48%. In 1982 the
corresponding figures were 23.1% and 51.0%. L is againsi this background that the
Council commissioned a study of community care services: this study, which was
undertaken by Sile O'Connor, * is published as Pari 11 of this report.

The terms of reference of the project were “to provide an overview of the whole field of
communily care by examining the objectives and expenditure on programmes, the
implementation of services on the ground and gaps in their provision”. In addition, the
consultant was invited 10 examine organisational aspecis of the health services, 1o
invesligate variations between national norms and local levels of provision and 10 assess

the reliability of statistical information.

Two factors constrained the scope of the project. Firsily, the enormous complexity and
diffuseness of “Community Care” services which are adminisiered by Health Boards,
voluniary organisations, local authorities and, secondly, the absence of represenlative
data on many aspects of community care. The consultant’s report is therefore confined
to the Community Care Programme of the Regional Healih Boards and is represented

as an initial, descriptive overview,

The consultant’s report was first commissioned by the NESC in 1982; the basic research

for the report was undertaken in 1983 and the report was drafted and completed in 1983

and 1984. For administrative reasons the publication of the report by the NESC was

unavoidably delayed. The Secretariat of the NESC has updated many of the Tables and
figures in the report and made corresponding changes in the text. Other modifications
and additions to the Report have been made 10 take account of changes and
developments since the consultant carried out the research. It has not been possible 10
updaite every specific item and therefore developments since 1983/84 may have
superceded particular data or observations in the report. However, the general analysis
and conclusions are not superceded by the time lag between initial research and
publication. On the contrary, since the consultant’s research was carried out the official

(1) Dail Debatcs, 20 Muy 1975, Colma 69, Voluoe 281, No. |, and 29 Apeil 1976, Columa 377, Volume 199, No. 3.
(2) Preg {or Natonal Develop: 1978-198}, Government Publicavoss, Stationery Office, page B4; Second Nasoast
Unsk ing for k. ic and Sociel Deved 1, October 1980, page 8.

Suster Stannlaus Kennedy (cd.) One Miltios Poos,

(3) A. Dake Tusing, Paverty and the Development of the Health Services in
Turoc Press, 1981, pages 217-2M.
+ Sde O'Connur, Assistant Protessor, Deparimens of Soawiogy, McMaster Universiy, Ontano.
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INTRODUCTION

In the paragraphs below the Council outlines us views on the general issues
affecting the development of Community Care *. The discussion outlines the
general strategy required to effectively implement a community care approach and
draws on the evidence of the consultant’s research. This general discussion does
not focus on the specific recommendations of the consultant, although the thrust
of the Council’s remarks support and incorporate the consultant’s conclusions. A
summary of the consultant’s recommendations is given in paragraphs 58-59 below.

IMPORTANCE OF COMMUNITY CARE POLICY

The importance of community care within health services and the need 1o
effectively develop this approach is determined by a number of factors. First, the
widespread acceptance that non institutionalised (or ‘normalised’) care is in
general more appropriate and preferable for children, the elderly, disabled and
handicapped persons.

Secondly, community based care is potentially superior in cost/benefit terms for
many categories of chronically sick and dependent persons®*. It is important to
note, however, that specific analyses are required to identify particular modes of
care and particular conditions under which community care is more cost-effective.
Simple generalisations that community care is more economical are misleading.
For particular categories of clients with very special needs residential rather than
community care may be more efficient. Furthermore, the economies resulting
from restructuring health services towards community based services may only be
attainable in the long run, as the effective switch to community services away from
institutional services must be phased in, and may require the prior development of
alitemmative community based services. A discussion of the costs and benefits of
modes of care is given in paragraphs 37-44 below.

Thirdly, demographic and other developments are increasing the number of
persons for whom community care is most reievant. Medical advances have
greatly extended the life expectancy of congenitally handicapped and disabled
persons. Demographic trends in many OECD countries are bringing about an
ageing of populations and this will also increase the demands on community-based
services and health services in general. In Ireland, the population in the very
oldest age groups, the most intensive users of community based services, is
projected (0 grow: the population of those aged over 75 will increase by 12.5%
during the 1981-1991 period***

This growing demographic ‘demand’ for services contrasts with general social and
demographic trends which may diminish the potential ‘supply’ of informal care in
the community:- .

Social and geographical- mobility tends to weaken the community and

.

Following discussions by a Working Group and by the Council of the NESC these comments were drafled
by Tony McCashin in the Council’s Secrelarial.

Ken Wright, The Economics of Community Care, in Alan Walker (ed), Community Care, Basil Blackwell
and Martin Robenson, London, 1982, pages 161-178.

*88 Cenural Biatistics Office, Population and Labour Force Projecians, 1986-19%1, C.S.0. 1985,

3
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— Professional versus Lay: community care is often related to the notion of
participation by the ‘ordinary’ public in the care of children, the elderly
and the handicapped. The real issue is how the expertise of professionals
can support and develop the potential of informal systems of care;

Voluntary versus Statutory: allied with the professional-lay distinction, it is
widely held that Community Care requires a greater role for voluntary
organisations. Simple contrasts between 'statutory’ and 'voluniary’ ignore
the actual and potential diversity of arrangements between voluntary and

statutory organisations;

Local versus Central: as the economic, social and demographic mix of
communities varies, with consequent variations in needs and resources, it is
held that the planning and delivery of Community Care services should be
‘locally based’ or 'area based* rather than centralised. Although particular
services must be delivered and implemented in local communities there is
also a need for central, national frameworks of planning, resource

allocation and legislation;

Clinical/Medical versus Non Clinical/Social: advocacy of community care
is often presented as a departure from *‘traditional’ medicine: the source of
illnesses, the diagnoses of illness, and the dimensions of ‘care’ are defined
in broader social terms. Community Care may .-require not so much a
substitution of a social approach 1o diagnosis and treatment for a medical
approach, as a multi-disciplinary approach to the planning and delivery of

health care.

The inter-relationship between these distinctions, and the tendency to discuss them
as simple alternatives, has prevented the emergence of clear, specific policies (o
implement community care. In the paragraphs below the Council outlines its
views on the major issues regarding the future development of community care,

These views are outlined under four headings:

— complementarity

— models of service provision

— incentives and eligibility structures
— organisation and management

COMPLEMENTARITY

Recent commentaries on community care consistently advert (o the failure to
support and develop existing sources of care: *If the objectives of our social
services are largely crisis orientated then we are not faring to badly. If they are
largely aimed at supproting individuals, families and the community to help
themselves then we have not even started”® . The Council believes that an essential
principle which should inform discussion of community care is the
complementarity between the State on the one hand and the community, family
and voluntary organisations on the other. Community care, in the view of the
Council, is not simply self-help. It entails an active role for the State in providing

S)"Q? Langford, How Personal and Community Social Services Can be Developed, w Socwat Services in
Crésis, Conference Papers, Campagn for 1he Devclopment of Social Services, Dublin, 1984, page 23.

S
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areas and absent in others. Additionally, there is no systematic patiern of
innovative developments in the voluntary sector being adopted and generalised by
the State, nor, the consultant points out, are voluntary organisations which
provide services effectively involved in the planning and evaluation of services.

The Council believes that greater co-operation in the planning and delivery of
services in the voluntary and statutory sectors is necessary if the complementarity
between them is to be achieved. However, the Council also believes that greater
accountability for the publicly funded services of voluntary organisations is
essential; the Council supports the view of the National Planning Board* that in
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involving voluntary organisations in the planning and delivery of services,
statutory funding should be on the basis of funding for particular services for
periods of 3-5 years, with accountability for the level and quality of services.

Voluntary organisations which obtain statutory funding should also adopt policies
and provide services consistent with a community care approach. Therefore, the
need to alter the pattern of care away from institutions and towards community
care applics to the voluntary as well as the statutory sector. Voluntary hospitals,
and voluntary organisations providing services for the elderly, the handicapped
and children have traditionally provided extensive institutional services**. If an
overall policy of non-institutional, community care is to be pursued fuily it should
incorporalte the voluntary hospitals, and voluntary organisations, as well as the

statutory sector.

APPROPRIATE INCENTIVES AND ELIGIBILITY STRUCTURES

The Council regards it as essential to the effective development of communily care
that the pattern of eligibility to community care services and the framework of
incentives encourages the use of community based care where appropriate. The
first issue which arises here is the limited and discretionary entitlement to some
community services in contrast to hospital services for which there is universal
entitlement®*® Ay present, access to many Community Care services is not
determined by reference to explicit, statutory provisions. The 1970 Health Act is
an enabling instrument which allows Health Boards to provide various services,
but the legislation is not specific about entitiement to home help services, meals on
wheels, day care facilities for the elderly and other services. if, as the Council
recommends, services should complement and support the care given by the
family, then it is necessary to give more uniform, and much wider eligibility to
those particular services which support family care. The consullant has reported.
for example, that access to home helps, public health nursing and meals-on-wheels
services is limited and appears to vary considerably within and between Healtk
Boards. Consideration should be given, in the Council’s view, to specifying i
more precise terms, and on a broader basis than at present, the entitlement to
services which can prevent the need for more expensive clinical or hospital care a
alater time. It is recognised that laying down eligibility criteria in legislation coulc
have expenditure implications as it may increase the use of services.

*n

National Planning Board, op.cil. page 314.

A significant element of bed provision in hospuals is in ihe privaic and voluniary seclors: n 1983 there
wese 1.525 beds in acule private hospitals, 2,646 in Voluniary pulic special hospitals, and 5,412 in
voluntary public gencral hospitals. (Statistical Information Relevant to Health Services, Depaniment of

Health, 1985). :

se® |y the 1987 Budge! it was announced that charges would be appliod in respect of the use of hospital out

patient services and public beds in hospitals. The charges are £10 and £10 per day respectively.

1
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costs of different forms of care. For example, if a patient is entitled to subsidised
in-patient hospital care but is not eligible for free or subsidised or insured home
based care, such as nursing support, home visits by GP’s, home helps and so on,
then the patient is more likely to choose hospital care. The resource costs of
hospital care are greater than non-hospital care. These related points regarding
the pattern of eligibility to health services and the insurance arrangements have
been recognised by the Department of Health in its recent Consullative
Document: " it is reasonable that the incentive structure under the eligibility system
should encourage consumption of health care compatible with the policy direction
adopted. There is an inherent bias towards hospital care in the existing eligibility
code particularly in its interaction with Voluntary Health Insurance” .

A related issue is the remuneration and incentives systems which impinge on the
suppliers of medical care. Health care choices are affected not only by patients,
who face particular eligibility pattems and insurance arrangements, but also by the
providers of medical care, The latter do not themselves bear the cost of decisions
to refer patients to hospital for in-patient care. Specialists and consultants who
refer patients to hospital will be influenced by the eligibility of patients for free
hospital care or by the fact that patients have Voluntary Health coverage. This
pattern of eligibility and insurance and financial arrangements may lead to an
excessive and uneconomic use of hospital care. If the decisions of health care
consumers and providers are Lo become more consistent with a community care

approach it may require, in the view of the Council:

(a) changes in the eligibility system to publicy provided community-based
health care. :

(b) changes in the range of health care amenities for which health insurance is
provided.

(c) development of more appropriate remuneration, budgetary and incentives
systems for providers.

22. In the view of the Council the eligibility to health services and the remuncration

systems of medical care suppliers must be jointly considered. 1t has been argued
above thal it is necessary to alter eligibility so that people have wider eligibility to
community based services such as G.Ps. However, an extension of enlitlement 1o
the free GP schemes (GMS, choice of doctor scheme), for instance, would not be
appropriate under the existing fee-per-item of service remuneration system for
GMS doctors. Research evidence suggests that under the present remuneration
system for doctors under the GMS scheme, the providers (GPs) may encourage
utilisation of the scheme as their income is affected by the number of items of
service ** . This in effect means that the total cost of the GMS scheme is difficult
to control. Any extensions of eligibility to the GMS scheme L0 encourage Lhe use
of primary care rather than hospital care must also incorporalte a different form of
remuneration for GPs. The Department of Health has acknowledged this; “it
would be difficult to contemplate a comprehensive general practilioner service
operating on the basis of a fee-per-item of service, given the experience (o date
with the cost of the General Medical Service choice of doctor scheme” **®.

Depariment of Health, Health — The Wider Dimensions (A Consuliative Staiement on Health Policy),
1986, page 3.

A Dale Tussing, Physician Induced Demand for Medical Care: lrish General Practiioners, Econamic and
Social Review vol. 14, 3, 198).

#%¢ Department of Health, op. cu. page 32.
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sufficient practical experience and research now exists to translate the concept of
community care into specific, workable models of service provision,

This point can be illustrated with examples. The first example is of a local scheme

based on voluntary services, which provides a service to complement and susiain

family care — the pilot Care Attendant Scheme initiated by the Irish Wheelchair

Association. Entailed in the scheme is the deployment of trained volunteers who
offer to relieve the families of disabled persons at times of crisis, illness, or
holidays, and to do so at short notice, and at unsocial hours. This pilot scheme, to
which the consultant referred, showed the potential of a planned use of trained
volunteers in providing flexible, practical support (o families caring for relatives -

Figure (i):
Examples of Services

Commuynity Care Selting
Type of Living Living with | Alternative | Group
Client Alone Family Family Homes, elc
Mentally ill  |Supportive
Group Work
Mentally Residential
Handicapped Hostels
Disabled IWA Care
Altendant
Scheme
Elderly Home Helps, Boarding Out | --------------
Public Schemes
Health For The
Nursing Elderly
Children eeeeeemmme--—— | Neighbour- | Foster homes
hood Youth | Adoption  |--=----moem-m-
Projects

in this case for severely disabled persons, but the scheme may be a proto-type of a
more general service: "it is an important example of the type of supplementary

support and new type of service which we
community care. Most exciting, however, is its potential, for it could be extended

not simply to other areas bul to other groups” * .

should be considering when we talk of

28.

A second example given in the chart refers (o Neighbourhood Youth Projects.

These schemes arose out of the recommendations of the Task Force Report of
Child Care and a pilot scheme of three such projects was initiated incorporating an
action-research evaluation of one project. The evaluation research on this scheme
has not been published. If the research suggests that these schemes have the
potential to provide effective community-based care as an alternative (o social
work with individual children, or insiitutional care for children, then projects such
as these might be established on a wider scale as parlt of the Community Care

provisions for children.

an, Independens Living for Physically Disabled People, in Council for Social Welfare,

Pauline Faughn
Future Directions i Health Policy, 1984, Rasc 154
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35.

ORGANISATION AND MANGEMENT

The consultant’s account of the community care programme which indicates
significant deficiencies in organisation and management is consistent with the
management consultants’ report of 1982 — preceding her research — and with 1he
later criticisms of the programme by some of 1he professional groups involved in

the services ® . It appears that there is an absence of basic information and
planning, appropriate management and training, and adequate organisation.
iarions in ihe level of services

These deficiencies coniribute 10 the very wide var
throughout the country identified by the consultant. Inthe paragraphs following

these issues are discussed separately.

(1) Information

The consultant’s research was limited considerably by the dearth of basic daia on
client groups, services provided, and their cosis, and services ulilised, at local,
regional, and national level. Only one Health Board was identified by the
consultant as having an information system (the Community Care Information
System in the North Western Healih Board) which facilitated monitoring and
planning of services. The Council regards it as essential that an information and
data base be developed for community care services in all regions.

A specific, and vital, dimension to the information needs of community care, is
information on the relative costs of different forms of care. h is popularly argued
that community care is ‘cheaper’ or that in the ‘long run’ it is ‘better value’, yei no
dctailed, specific analyses have been undertaken of the costs of care for different
client groups and care settings. The figure below illustrates this point in relation to
the costs of different forms of care for clients with different levels of dependency.

As Figure (ii) illustrates, the costs of care cannot be simply generalised as being
‘cheaper’ under one mode of care. Economic analysis of cost functions in social

Figure (ii):
Marginal Costs of Different Modes of Care

Marginal Costs Informal
/ Domiciliary
Residential

I
[D] D2 Dependency

0 A
Source: Martin Knapp, The Economics of Social Care, page 145.

care suggests that for clients with low levels of dependency marginal costs of care
are lower when care is informal i.e. within the family (0-Di on the horizontal axis
of the figure); conversely, when dependency is very high because of the age or
illness of the client, for example, then marginal costs may be lowest in resideniial

1982 (unpublished);

fnbucon Management Consultants, Communuy Care Review Report, Dubkn,
6.

Campaign for Developmen of Social Services, Social Services i Crisis, Dublin, 198
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(¢) because of the economies of scale in the provision of long stay hospital
services, significant reductions in the cost of hospital services might only
arise when large scale transfers out of hospitals take place, thus allowing
economies through (for example) the closure of wards or buildings.

This analysis applies generally to comparisons between costs of institutional and
community care.

In the view of the Council, additional resources for particular community care
developments should only be made available where the resources are used to
provide services which will reduce institutional services, and where the savings to
be made from reduced institutional services are identified and quantified. Such
savings may arise in the medium term and long term, while the provision of
alternative services is often immediately necessary. The Council recommends that
Health Boards and the Department of Heaith should undertake detailed planning
in relation to the costs of community care services, and the phasing in of these

services.

(2) Management and Training

The consultant’s research indicates deficiencies in management and training which
were also outlined in detail in the Inbucon report * . In esscnce the conclusion to
be drawn from these studies of the community care programme is that the
indended multi-disciplinary, teamwork approach at areca level has not been
implemented. The development of this approach will require, as proposed in the
Inbucon Report, the initiation of specific training programmes for all of the
groups and professions involved in the Community Care structure. Additionally, a
professional management ethos is apparently absent in the overall management of
the services and in the operation of the sub-programmes within community care.
Al the regional and area levels, and at the level of individual teams (of social
workers, public health nurses etc), it is essential that services are routinely
managed on the basis of prior specification of resources, statements of objectives
and priorities, collation of adequate information, and monitoring and evaluation
of performance. This methodology will in turn require proper, multi-disciplinary
planming, suthicient protessional autonomy and responsibility for all of the
disciplines, and accountability by all of the professions for the attainment of
objectives and targets, and the expenditure of resources.

(3) Organisational Issues

42. On a macro scale, at least four main organisations are involved in providing

community-based services, namely Health Boards (Community Care
Programme), Local Authorities (local authority housing), Voluntary Bodies (a
range of services) and the Department fo Social Welfare (income support to the
aged, the ill, and caring relatives). The consultant’s study was confined to the
Community Care Programme of the Health Boards. Figure (iii) summarises the
administrative structure of the Community Care Programme. The programme
consists of a range of services provided by different groups: Public Health Nurses,
Community Welfare Officers, Dentists, Medical Officers, Rehabilitation
personnel, and Social and Community Workers. General practitioners, both
those working under the GMS and those working independently, provide an

»

tnbucon Management Consuliants, op.cif.
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General Hospital Care

considered under 1wo sub-headings

Figure (jii);
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(i) Organisational Structure

At present, Regional Health Board Programmes are classified into General
Hospital, Special Hospital, and Community Care programmes. As Figure(in)
shows, the latier in tum are subdivided in each region into areas — usually
counties — each of which has an area Director of Community Care, to whom, in
turn, the senior professionals of each specialist service report (Fig. iii). The
consultant has proposed that the organisational structure should be based on
client groups (the elderly, children, handicapped, and so on); in its consultative
document the Department of Health envisages that “health service management at
local level should move from a programme to a geographic basis lo encourage a
more integrated and coherent approach to local planning and decision making's

The Council would argue that any one dimensional organisational structure based
solely on areas, on programmes, or client groups is likely to be inadequate. The
consultant’s analysis shows clearly that community care services - relative to other
areas of the Health services - are underdeveloped, and any consideration of
organisational structures must reflect this. If Community Care services are to
develop, then the organisational and administrative structure for Community Care
and for the Health services overall must facilitate:

@) the planning at national level, and the delivery at local level of specific,
workable models of care for different client groups;

(ii)  the auainment of a wuniform level and quality of Community Care
services throughout the country;

(iii)  the achievement of the necessary resource allocation away from other
programmes and towards Community Care.

At local level the structure for the planning and delivery of services should
facilitate full co-operation between the various voluntary and public service
agencies involved. In the deviopment of new structures, existing demarcation lines
between functions of public services agencies and between professional staff
should not be regarded as immutable.

In the view of the Council, therefore, more centralised planning and management
will be neccssary in a number of ways. Firstly, in the area of resource re-
aliocation some central mechanism is required which will ensure that health care
resources are redirected towards Community Care. At present the system of
resource allocation between programmes and between regions appears to be ad
hoc; the Department of Health has acknowledged for instance that “the current
system for allocating resources on a geographic basis owes more to history than to
any scientific methodology”®* . , and the discussion of budgetary procedurein the
ESRI study on medical care resources concluded: “How budget decisions are made
is obscure, and so necessarily is the degree of efficiency or rationality of the
resulting mix of services"»e®. Resources cannot be reallocated, in the view of the
Council, unless specific instruments are devised at national level 10 translate the

-

Depariment of Health, op. cut. page 71.

Department of Health, ap. cit. page 80.

$*® Tussing. ap. cil. 1985 page 139.
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are ill, and the GP makes the initial decision on the naiure of the care. Clearly, the
scope for community care will be significanily enhanced where there is co-
ordination between GPs and other community care personnel, and where the
eligibility and inceniive struciures facililate appropriaie choices of care. h is
siriking however that GPs work largely independenily of community care
personnel such as nurses and social workers. The Council regards i1 as essential

thai the relationship between GPs and ihe communily care programme be
developed: deiailed proposals in ihis area are incorporated in the GMS review
and in the discussion documeni of the Irish College of General Practiiioners **

These analyses offer a basis on which the system of general praciice can be
strengthened and co-ordinated within the general struciure of health services.

The main recommendations of the GMS review repon regarding community care
— GP co-ordination are:

— emphasis in health policy on primary care with the G.P. as ihe key figure in
the provision of appropriate health care in each communiiy, working with
other communily based staff to stimulaie self help and communily

participation in healih care;

— promotion of effective liaison between G.P's and public healh nursing
staff, preferably through atiachment of public health nurses 10 general
practices, including a number of experimental schemes;

— local monitoring and encouragement to G.P’s to improve and deveiop their
praclices, improvements to incude beller iraining, group praciice;

— branches of the Irish Medical Organisaiion based on community care areas
should be consulied regularly by ithe Programme manager and his siaff in
preparing local services, and the Chairman should be in regular contaci
with the Director of Community Care and his tcam on maiiers of concern
to both general practitioners and the Health Board;

— each health board should prepare, in consuhaiion with general
practitioners and other professions, a planned approach to the
development of primary care services in their region, which would specify
objectives to be met and specify the 1asks 10 be performed by different
groups and professions, whik outlining the sieps to be taken by each of the
parties in order to achieve these 1argeis;

a National Review Body should be established which would meet on a
continuing basis at regular intervals to review progress towards ihe
achievemeni of the overall objeciives for general practice which are

ouilined in the Repori.

The Council accepis ihai- these recommendaiions, the thrusi of which are
consisteni with the views of 1he Irish College of General Practiiioner’s document,
could do much 10 improve and develop ihe organisation of community care.

However, ihe Council would noi suppon ihe re-organisation of communily care
around the G.P’s, both because of the medical orientation implied, and also

52.

Report of the Warking Party on 1he General Medical Service, Department of Health, 1984,

The irish College of General Practitioners, The Future Organsauon of General Pracuse in Ireland; A
Discussion Ducument, Dublin, 1986.
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56.

Finally, there is evidence of other organisational difficulties; dentisis are not co-
ordinated with the community care leam; rehabilitation personnel
(physiotherapists and occupational therapists) are largely hospilal based; social/
community work services in voluntary and Heallh Board seclors are nol
adequately co-ordinaled in all areas.

SUMMARY AND CONCLUSIONS

The Council has proposed four general seis of consideralions which should govern
the development of community care:

(i) Complementarity: A basic sirategy in the development of community
care should be the support of care given informally in the family and i1he
community. This will require more specific and siandarised eligibility to
services such as home helps, public healih nursing, and medical
appliances; in addition consideration should be given 10 extending the
provision of income mainlenance services in respect of care given in the
home to the handicapped, disabled and 1he elderly.

Eligibility and Incentive Struciures: The consumers and suppliers of
medical care should funciion in an eligibility and incentives framework
which allows, and encourages, the choice of communily based care. To
this end the range of services for which insurance coverage may be
obtained should be exiended to include primary care and communily
care; the eligibility for free general practitioner services could be widened
and combined with a simultaneous conirol on the access to hospital care
and reform of the remuneration system for GPs; the remuneration
systems of medical care suppliers should reward the use of cheaper,
primary care and discourage the inappropriate use of hospital care.

(i)

Models of Service Provision: The planning of communily care now
requires more detailed specificalion of specific services for client groups.
In relation to the elderly, children, physically disabled and menlally
handicapped, there are proto-1ypes of schemes and services which are
practical ways of implementing the concepl of community care.

(idi)

Significan! organisational changes are
required in a number of areas. Basic daia on clients, services and
activities must be collated and used; in particular siudies and analysis
must be undertaken of the specific cosis and benefits of various modes of
care 10 idenlify services which are aclually more economic than
traditional, institutional care. Two key issues affect the organisational
framework — the actual management structure, and 1he iniegration of
GP’s into the wider community care network. In the former case grealer
central direciion is required in relation 10 resource allocation, eligibility
for services and developmeni of services. In the laner, decisions are now
required on the basis of the general thrust of recent reporis.

Additionally, the community care reams in Healih Boards would benefil
by ithe reform of the community welfare service as envisaged by the
Commission on Social Welfare, grealer voluntary/statutory co-
ordination among social/community workers, and grealer community-
based (as distinct from hospilal-based) use of rehabilitation personnel,

(iv)  Organisation and Management:

57. The Council regards these four elements as essential, inier related clements of a
siraiegy for communily care. Adoplion of any one elemeni, or only some
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INTRODUCTION

The terms of reference for this reporl are as follows:

To provide an overview of the Community Care Programme, excluding the GMS
and Drugs Supply and Refund Schemes, by examining the objectives and
expendilure on programmes, the implementation of services on the ground and
gaps in their provision.

To this end, the focus of the siudy is service oriented, rather than organisalional,
though organisational problems are repealedly identified as having negative effects on
service planning and delivery.

Scope of the Study

The Regional Health Boards are subdivided into three programmes - Community Care,
Special Hospital Care and General Hospilal Care (see Figure 1). In this study the range
of communily care services for children, elderly people and handicapped persons are
discussed. These are the three targel groups for whom the Health Boards, under the
Community Care Programme, provide services. The Community Care Programme
does not cover all community based health and social services; specifically it does not
include community based psychiatric services, or some communily based mental
handicap services, which come under the aegis of the Special Hospitals or General
Hospitals programmes depending on the Health Board concerned. Despite this the
range of services provided under the Conununity Care Programme is broad.

The concept of “"Community Care” implied in the Community Care Programme contexi
covers a considerably broader range of services than whal is generally identified as
communily care in the social policy literature. In this literature communily care services
often refer only to personal social services provided in or by the community. The
broader focus has considerable merit in thai it implicity acknowledges thal decisions
relaling o primary health care services, 1o personal social services and 1o cash supporl
services are inler-related.

The limitation of the study 10 those services provided al present is nol meanl 1o suggest
thal the focus of the Community Care Programme is or could ever be comprehensive in
lerms of the provision of communily services. Those services provided under the
Communily Care Programme are only one element of the iotal range of services
necessary if communily care is 10 be effective. "Community Care” in this sense refers
not only 10 community based health and social services but also 10 the provision of
supporl services (o dependent people at a level that will allow them to live a life as near
as possible to that which is perceived 10 be normal for other members of society. This
level of community care is dependent on co-operation not only in the provision of the
wholc range of health services, both residential and community-based, bul is also
dependent on co-operation between health and other services notably housing, income
maintenance and transport.

The interdependence between services is important for each of the 1arget groups who are
the concern of this repor - children, the handicapped and the elderly. However, the
interdependence is even more evident in the case of certain minority groups, notable
travelling people and the homeless. The Repori of the Travelling People Review Body
(1983) poinis out that a greal deal of ill-health among travellers is associated with over-
crowded caravans and insanitary conditions. While community-based health services
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1

COMMUNITY CARE — GENERAL ISSUES

1. INTRODUCTION

*Community Care” is a very widely used but rarely defined concepi; funhermore, the

differing policy implications associated with different definitions are rarely spelt out.

The present framework of community care services in lreland is based on the 1970
Health Act and associated documents. The 1966 White Paper on The Health Services
and their Future Development and three Reports published during the 1960s on
psychiatric services, mental handicap services and services for the elderly provide the
background within which the Act was formulated (1). This discussion will focus on the
original objectives of community care as reflected in the 1970 legislation and these
documents. These objectives and the associated policy implications will be considered
with reference to the contemporary debale on community care in health and social

services lilerature.

This chapler is divided into four sections as follows:
The Development and Scope of Community Care in lreland.

(1))
(II) Community Care — Conceptual Issucs and Assumpiions.
(I1I) The relationship between statulory and voluniary organisalions.

(IV) Resource and Service Issues

2. DEVELOPMENT AND SCOPE OF COMMUNITY CARE IN IRELAND

From an organisational point of view Community Care in lreland includes 1hose
services which are co-ordinated by Programme Managers for Comnmunity Care at
Health Board level and by Director of Communiy Care at 1he local level. In this sense
the present community care struciure dates from 1971 when ihe report of McKinsey and
Company on the management struciure of the hcalith boards was adopied (2). This
report recommended that the work of the boards be divided 1o 1hree programmnies
related to the main groups of services, Community Care Services, General Hospual
Services and Special Hospital Services, rather 1han 10 1arget groups. It was recoguised
that the latier might be beiter for analyiic purposes bui it was considered inefficiem for
managemenl purposes since it would email each senior officer dealing with 1the whole
range of services. The present arrangmem of services means that not all comniunity
services are included under the Community Care Programme, nolably communily
based psychialric services are part of the Special or General Hospitals Programme. ln
addition, many communily based mental handicap services are pari of i1he Special

Hospitals Programme.

The objectives of the Community Care Programme were identified as {ollows:
(i) To enable all members of the community 10 enjoy a high level of personal
v
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framework for the emphasis on community care which has been evideni in official
reports throughout the 1960’s. As already mentioned four reports published during the
1960’s are notable for their dual emphasis on community care and the role of voluniary

badies (4).

Three themes run through these reports and subsequent debates on community care:

(i) community care is better than institutional care;

(ii) community care is probably cheaper;
(iii)  the voluntary sector has a significant contribution to make and should be

fostered.

These three themes are almost invariably evident in discussions of community care not

only in Ireland but elsewhere. This points to the fact that community care as a policy
comprises resource (input) policies, services (output) policies and policies relating to the
role of government (both central and local) and to the role of voluntary bodies (5). A
recognition of this triple nature of community care is important since it is necessary (o
consider whether or not the policy streams are effectively reconciled. It cannot be
assumed that because the resource policy is efficient that the service policy is effective or
adequate. These issues will be considered in Section 1V of this chapter. Issues related to
statutory voluntary relations will be considered in Section ill.

3. COMMUNITY CARE — CONCEPTUAL ISSUES AND ASSUMTPIONS

Discussions of community care are characterized by a diversity of assumptions about
social policy in general and about the needs of particular target groups; such diversity
also relates to the role of government, statutory bodies, voluntary bodies, families and
the wider community. In fact, both elements of the ‘community care’ concept are open

to a wide range of interpretation.

The term ‘community’ is used to imply a variety of meanings. Apart from the

administrative meaning, referring to the community care area structure, four usages are
relevant in the present context:

Q) Community as a setting; In this regard community is ofien used to connote the
positive alternative to residential care.

Community as territory; Community here refers to a geographical entity
defined by natural boundaries; a number of levels of territorial community can
be identified - neighbourhood, parish, country, regional, national. In
discussions on community care the neighbourhood and parish levels are the
two with most relevance. Reference to community in this sense is notable in

discussions on localisation of services.

(ii)

Community of interests; For example, voluntary groups are organised on parish
(e.g. some Sacial Service Councils and Care of the Aged Committees), county
(e.g. County Associations for the Mentally Handicapped), regional or national
levels, (e.g. Ally, Cherish, Irish Wheelchair Association).

(iit)

(iv) Community as Relationships; This refers to newtworks of reciprocal social
relationships which provide mutual aid. Most discussions of community care are
based on the assumption that these networks exist to some degree for most
dependent people. The validity of this assumption will be questioned later in this

report.
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almost exclusively on a formal basis. Effective community care is dependent on the
successful linking of both elements. Much of the following discussions will focus on the
issue of social care, in particular the implications of community sacial care. This is
justified since effective social care is the basis on which community care, in the broad
sense implied by the Irish administrative definition, depends. For example, if
communily based medical and paramedical services, as in day hospitals, are to be
provided at an effective level, then comprehensive domicilary supports are essential.

The provision of medical and paramedical services in the community is very frequently
the focus of attention in official statements relating to community care. This is
understandable given the costs of these services; however, it is associated with a
tendency to consider community care as better because it may be cheaper. This may not
be true if a comprehensive range of support services are provided.

The most basic distinction arising with regard to community care is that made by Bayley
(12) between care in the community and care by the community. The former is a global
term which refers to care outside of institutions. Community care in this sense may
refer to the provision of a comprehensive range of professional and specialist services in
the community, however, it may also be a euphemism for family care without any
support services. In both of these senses the term community is used to refer to a
setting. In contrast, care by the community implies that the community is actively
participating in care - in this sense the term community is used to refer to resources.
Such a notion of a community implies the existence of a network of reciprocal social
relationships, which among other things ensure mutual aid and give those who
experience it a sense of well being (13). 1t cannot be assumed that the commiunity is an
adequate resource. In fact, the existence or not of informal caring networks other than
family networks is a matter of considerable debate. 1f by community care it is meant
that members of the community, untrained and unaided, should have total
responsibility for the provision of care to dependent people, then community care, as a
form of care, may be inadequalte.

According to Bayley, adequate care by the community implies the interweaving of the
informal help and care processes, which he argues are active throughout society,
together with the contribution of the social services (14). The policy implications for
community care when community is considered as a setting are quite different from
those arising when community is considered as a resource. In the latter instance the
relationship between the various levels of care is crucial and the implication for policy is
thai one of its primary aims should be to enhance and develop informal caring
networks.

The distinction between care in the community and care by the community is important
in that it illustrates the necessity of considering the assumptions implicit in discussions
on community care. The most important point that needs (o be stressed in this regard is
that community care policies are based on a number of assumptions that are rarely
made explicit. Two are of particular importance in the present context: The first is that
the family has primary responsibility for the care of its dependents. The implications of
this assumption in terms of support for families, in particular support for women who
are the primary care givers, are rarely reflected in policy formation and implementalion.
This assumption is questionable for another reason - namely that families are not always
available to dependent people; this is not necessarily due to family neglect but rather 10
social factors such as migration of families away from their community of origin.

The second assumption on which community care policies are based is that the
community is actually caring through informal care networks and that these are
spontancous. With regard to the British situation, Abrams argues that community care
in the limited sense of care by informal networks is not a reality in many areas (15). In
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Basic to the promotion of individual welfare is information on the range of needs not
only of dependent people but also of those who are providing informal care, in
particular families. Information on dependent people in terms of services that facilitate
community living is limited (24). Information on informal care, and on the motivation
and expressed needs of those who provide i, is non-existent in lreland. Similarly,
information on the voluntary sector in Ireland is limited. This will be considered in the

next section.

4. VOLUNTARY — STATUTORY RELATIONS

The value of voluntary services has repeatedly been stressed, notably by successive
Ministers for Health and in official reports throughout the 1960’s. More recently the
Final Report of the Task Force on Child Care Services advocated voluntary
involvement in the provision of social support to families and children with difficulties
(25). A number of publications have identified the need for, and advantages of,
voluniary community organisations, particularly in the area of personal social services
(26). These reports emphasise the elements of flexibility and creative potential of
voluntary organisations. It is argued that these clements can facilitate the identification
of new needs, the exercise of a pioneering role with regard to the provision of services
and the development of community self-help.

The same points that are emphasised in these publications are evident in the Wolfenden
Committee Report (1978) on voluniary organisations (27). In that report an important
point is made in relation to the limits of voluntary organisations. It is pointed out that a
clear strength of the voluntary sector is that it can undertake spontaneous, speedy and
autonomous action. However, it is also stressed thai these features mean thal there is
no guarantee that voluniary effort will materialise where need is greatesi, that standards
will be maintained or that the sector as a whole will operate in a co-ordinated manner
(28). These poiential weaknesses may, 1o a considerable extent, be avoided if there is an
agreed framework for the relationship between voluntary and statutory organisations.

Despite the size of the voluntary community organisation sector in Ireland (29), and the
repeated acknowledgements of its role and the emphasis on the need for "co-ordination
and liaison*, no framework has been developed within which the contribution of
voluntary communily organisations can be evaluated; neither have there been studies of
how co-ordination and liaison is to work out in practice. The studies available indicate
considerable variation in practice in different areas and point to the importance of
personal factors (30). This is not surprising given the absense of an agreed framework
for relations between voluntary and statutory sectors.

There has been considerable criticism of the implememation of the Community Care
Programme by spokespersons for voluntary community organisations (31). These
criticisims relate 10 a number of associated issues:

the concept of ‘community’ implied by ‘community’ care as implemented in
the Community Care Programme;

— consultation between slatutory and volumiary services;
— funding of services provided by voluniary organisations;
— the employment of social workers and community workers.

Much of the criticism by the voluntary sector puts the blame almost exclusively on the
statutory side; however, the implications of the fact that co-ordination and liaison may
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5. RESOURCE AND SERVICE ISSUES
The shift in focus from residential to community care since the 1960’s can be associated
with a number of factors:

hH The evidence of the ofien negalive impact of instiwutional living (36).

(2)  The recognition of the civil rights of minority groups as reflected in the UN
declaration on the rights of handicapped people.

3) Official sensitivity (0 the rising costs of institutional care.

The overall impact of these three factors is that the social care element of community
care is frequently conccived in a negative fashion. Indeed, the ideal of community care

..... rests upon the conviction that all human beings have the right to live a life as near
as possible to that which is perceived 10 be normal by the society in question and that
this is unlikely to be achieved in a large institution (37).

However, there is increasingly a recognition that it cannot be assumed that this ideal will
be achieved automatically because someone is resident in the community. While there is
considerable evidence 1o suggest that the majority of dependent people in the
community, even very incapacitated people, are cared for at public costs below those of
residential care, the authors of these studies tend 1o place reservations on this
conclusion (38). For example; Opit in a study of very dependent old people in

Birmingham concluded:

"1t is quite possible to keep many seriously disabled old persons at home, but to do so
without neglect will require a large investment in support sefvices. Even then the
quality of life for some of these patients or their families may be far from compatible
with any civilized/humanitarian standards (39).”

What Opit’s study and similar studies indicate is that community care is not necessarily
better but is potentially better than residential care. If the focus is primarily on the
resource side as opposed to the service side there is a danger that conununity care may
be considered betier because it is cheaper from a public expenditure point of view.

Considering the resource side first, the usual approach is to focus on public
expenditure. This is inadequate because public expenditure is only a partial reflection
of the costs of community care since the input of informal carers is not included. An
opportunity cost approach wouki acknowledge such input. While the measurement of
opportunity costs is difficult, an acknowledgement of the existence of such costs would
at a minimum facilitate the recognition that community care is not just a matter of the
provision of services in the community but is also dependent very often on the activities
of informal carers. There are no published studies on informal carers in Ireland.
However, there is considerable evidence from literature on community care indicating
that the task of caring for a dependent person is arduous and may involve not only
financial costs (direct labour and opportunity costs of earnings forcgone) but also other
costs in terms of physical and emotional health (40). This evidence indicates that
policies must be evaluated not only in terms of how they apply o dependent people but
also in terms of their implications for informal carers.

Focussing on the service side, the measurement of the success of failure of community
care policies is not merely a matter of quantity of services. 1t would be desirable 10
consider services along four dimensions:
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(i) Levels of utilisation;

(1) lmpact on reduction of incqualilics, I.e. between 0cCio economic groups and
across the life cycle.

(1) Impact op risk reduction, j.e. risk of disability and of dependency in terms of
need for long term residential care.

(iv) Efficiency in terms of meeting the objectives laid down for the service.

This type of four-fold evaluation is not possible because of the types and quality of
informatjon available. The McKinsey Report put considerable stress on the importance
of “adequate indicators* for sub-programmes and the need (o have agreemen: on these
indicators between the Department of Health and the health boards. Apart from
quantity indicators (41) there appear to have been no developments in this area. Evep
the quantity indicators are limited and those available have severe limitations.

Consislcncy between health boards is no( 8uaranteed. The quality of some of the
information is Questionable and there are, on average, (wo years delay on availability,

While the developmen of quantity indicators presents problems, the development of
appropriate indicators relating 1o inequalities, risk reduction and cfficiency presen;
considerably greater problems, yet their importance demands that attempts be made o
develop them., For example, there is now considerable evidence available, from

literature on inequalities in health siaqs and services utilisation, thag Occupational

A similar pattern js evident if one considers risk reduction cither in terms of prevention
or carly identification of disabilities or jn terms of prevention of admission (o residential
services. Among the services relevant to risk reduction are preventive services such as

course of their work.,

6. CONCLUDING REMARKS

The definition of ‘Communily Care’ in Ireland is broader than that usually given in the
literature including as it doe , health services, cash welfare services and personal social
services; however, the implications of such a definition have not been sufﬁcicmly
explored. A multiplicity of usages of the 'communily' concept were identified as were

ff T i i :¢ of the voluntary seclor in

espite 1e ed officia to the importance o

Despi pea ] stalements relating rlan "

co nm"un' calre lhell'e ils no agreed framework for relations between hea oards and
1} 1137 R h hb

voluntary bodies relating to liaison and funding.

PI()blclllS associated with a r articular a publlL expendllme focus
esource focus and in P
on LOllllllUlllly care were identified. This focus results in fallufc o deﬂoWledgC the
Cellllal role of informal car ng and in par ticular the opportumty and other costs of this
ype . €a ral uah Yy SO
t of care. | ula" the lllnll d nge of indicators d\/allablc and the quallt of me
Y,

of those available has been questioned.
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2

HEALTH EXPENDITURE AND
EMPLOYMENT TRENDS

1. INTRODUCTION

This chapter is concerned, for the most part, with employment irends within the

Communily Care Programme and service related employment issues.  Before
considering (hese issues some significant poinis relating 1o expenditure are outlined.

2. EXPENDITURE TRENDS

Expenditure on health services has increased consistently since 1970/71. In that year net
non-capital health expenditure was £61 million or 3.7% of gross national product. In
1980 it had reached £70]1 million or 8.2% of GNP and by 1985 i has risen to £1,115
million or 7.3% of GNP. However, nol all clements of healih expendilure have
increased 1o the same extenl. Expendiwure on he Community Care Programme has
increased slightly less than the average.

Since 1976, the Decpartmeni of Healih has made available non-capuial health
expenditure dala on the basis of programmes and services, identifying five programmes:
Community Care;

Psychialric;
Handicap;
General Hospitals;
General Support;

The Community Care Programme is further subdivided 1o three sub-programmes —
Community Protection, Communily Health and Community Welfare. 1f expenditure
on these three sub-programmes is taken as the indicator, the overall share of
expendilure on communily care has remained virually constam since 1976 (Table
A2.1). It has fluctuated from a high of 23.4% of gross non-capital health expendilure
in 1976 10 a low of 20.5%e in 1980; since 1980 the share has increased slightly and s1o0d
al 22.2% in 1985. By contrasl, the General Hospital Programme has also fluciuated but
increased its share from 48% in 1976 10 53.8% in 1980 and was 51.2% in 1985. The
Programme for the Handicapped has increased consistenly from 7.6% of the gross
total in 1976 10 9.9% in 1985. A clearer piciure of expenditure pauerns since 1976 is
given by considering expendilure in consiant prices. As Table A2.3 shows, real health
expenditure grew rapidly in the period up lo 1982; ihercalier sume conltraction in real
expenditure was affected. The divergences between Community Care and other
programmes in this respect should be noted; Community Care increased gradually and
cumulatively while other programmcs have reflected the rewrenchmem of the period
since 1983.

Healih expenditure in current and consiant 1980 prices for each of the sub-programmes
between 1976 and 1985, and percentage changes in expenditure between 1976 and 1985,
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are oullipcd in Tables A2.2 and A2.3 1 i i

Comumunily Care Programme increased beegz.e;‘l';: elln);lweZnOI?;7gx§egdlll;ge T lhe
somewhat less than the increase for Gross Expenditure on " iy
(45%), and considerably less 1han the growth in the G
(52.3%) and 1he Programme for (he Handicapped (84.6%).

'm ; the Community W, -

EJg-g;?cr:;r:;cn:;:.;c::ep:nlzl%"?o‘(l‘ables(;\lz).B and A2.5), while the Commznilyelifrﬂleeci?o!:)
» ture Increased by only (29, (Table A2.3 and

Community Heahh Services expenditure increased by 20% (Tables 22?§ﬁ}£%}lhe

In additi >onsi 1ati
Scn:(ic\.ld»nqunh.c.onsujerablc vanation beiween sub-programmes and between specific
cons;';;r:bl:yl::] subl-t;‘)rogl;‘ammcs is evident. Expenditure on some services increased
ore than the average; within the C i
. y | age; { ommunity Health sub-programme (he
e qung SeIvice grew rapndly and the increase largely ook place in {ghe years l;

Protection programmes grew by only 99 - i i
Programme e 5'2‘3%?’ y 9% (1976-1985) while the General Hospitals

3‘;:12;:?;?: ‘%i :)-lac::ltldf?r II:IC period 198] 10 1983 suggests 1hat the shares of
cular sub-programmes do nog vary fro i
Heahh Boards have discretion in ionj i hese headinae s o @ Tle
‘ : apportioning funds within these h di it s
thar given the high labour content i i effeot ey o Clear
, A : of many services ihere s | ffec imi
discrerion with regard 1o the sadgets whigh oY, Jimited
iscrel ‘ greater part of programme bud i
historicaily determined. This h i i Dasticats o chds Lo be
¢ _ . as been evident since 980 and particul i
| Flerm ; arl
A further discussion of expendilure trends on specific serviceps is given nynsoAi)lgeczdli?(B%

:El?p:;mp::]tgf t::dlc;r lhtf lh&c communily care sub-programme headings does not cover
cxpendity y the Department of Heahh on services | i

i cx . _ | in the commy

E::(;%?;ar'x;l does not mclud.e expendilure on care ip day cemires for nr:llgr'ual‘n

: *hl& pped people or psychnalnce_xlly ili people, the child or aduit communily

psychiatric service or care in day hospitals for elderly or handicapped peopie Alamorg

3. EMPLOYMENT LEVELS AND SERVICE
: -REL
EMPLOYMENT ISSUES ATED

The remainder of this chapier focusses on differences in

different Health Boards, and on service-related employme P orcosional staff posis in

nt issues,
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The categaries of staff considered are:

— Public health nurses;

— Medical officers;

— Social workers and communiy workers;
— Community weifare officers;

— Home helps;

— Rehabilitation personnel;

— Dentists.

(i) Public Health Nurses

Level of Provision

Public health nurses comprise the largest professional group, and also one of the longest
established groups, working as part of the Community Care Programme. In 1985 there
were 1,153 posts available nationally. This figure does not include superintendent
public health nurses — or the additional nurses for specialist duties in the Eastern and

Southern Health Boards.

The Working Party on the Workload of Public Health Nurses, whose report was
published in 1975, (4) estimated on the basis of a comprehensive public health nursing
service (o all population groups that the total requirement was (on the basis of 197}
population figures), for 1,152 nurses or on average | per 2,616 population, (varying
from 1:2,233 in Leitrim 10 1: 3,014 in Dublin City) (5). in 1985 the number of approved
posts had reached the target: however, because of the population increase this number
of posts does not meet the recommended nurse population ratio of i: 2,616 (Table
A2.10). If the ratio of 1:2,616 is applied to the 1986 population then 1352 nurses are
required, 199 more than the current otal.

The level of approved posts varies considerably between Health Boards as the data in
Table A2.10 reveals. Some Health Boards have a higher nurse population ratio than
that recommended in 1975 and in 1985 five Health Boards had not attained the
recommended population: nurse ratio. The difference between the 1975 recommended
level and the present approved level is particularly marked in the Southern Health
Board area (6). There is no evidence to assess whether or not these variations are
attributable to variations in need.

Preventive/Curative Elements

There are two essential elements Lo the public health nursing service — a preventive one
and a curative one. It is reasonable 1o assume that if there is pressure on the service the
preventive element will be the first to suffer. The public health nurse/population levels
recommended in 1975 have not been reviewed in the intervening period. A review was
initiated by the Department of Health in 1986 and is continuing at present. Moreover,
the curative nursing demands may have increased considerably in this period because of
an increased emphasis on early discharge from hospital and 1he increased emphasis on
community care of elderly people. The number of peaple aged 75 and over has
increased over the past 10 years and will continue (o increase at least up to 1990; this
group is likely 10 have relatively high nursing needs.

In addition 10 probable increased demands on the curative side, increased demands on
the preventive side of the nurses’ work are also being made; for example, the Working
Party on the Maternity and Infant Care Service recommended an increased tnvolvement
of public heaith nurses in health education related to Maternity Services (7). On the
basis of the preventive/curative distinction, the Working Party on General Nursing (8)
recommended that in addition to increasing the number of public health nurses and thus
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improving nurse/population ratjos, the emplo 's wi i

‘ L | : , yment of SRN’s without

::leutl)is qua(l;li.]cauon, specifically for a home nursing service, should be ct)lrl’:igcl:‘fedtlcoall\l:
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In summary,
area 1o area;
the service is
demands

the present level of the public health nursin i i ’
s 1 g service vari
when considered with rcfcrcncc to the 1975 nurst:/):oopouizilﬁz:lﬂ::’::k{l"‘urltlsn
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recommendations of increased involvement of public health nurses in various services,
the adequacy of the present recommended nurse/population ratios should be reviewed.
Such a review need not necessarily lead to the conclusion thal more public health nurses
are needed; it should consider issues such as the involvement of SRN’s in curative
nursing, the participation of nursing assistants in the service, and the availability of
clerical assistance to public health nurses. The focus should be on flexibility and the
most efficient use of limited and expensive professional resources.

(il) Medical Officers

Though the medical officer post has long been established in the Irish health system (11)
the development of this aspect of the communily care team has been relatively slow.
This slowness was in parl associaled with controversy relaling to the Direcior of
Community Care position. This controversey centred on whether or not the position
was essentially a managerial and co-ordinating post and open 1o all disciplines, or
whether a medical qualification was essential. The lalter position was adopted by the
Department of Health. Following the final report of the Working Party on Public
Health Medical Service (Walshe Report) issued in March 1976 (12), combined Direcior
of Communily Care Medical Officer of Health (DCC MOH) positions were advertised
(13).

In addition 10 the difficulties related 1o the Direcior of Community Care position there
were no specialised training facilities in communily medicine in Ireland up 10 1976 when
the Faculty of Community Medicine was established. Directors of Community
Care/Medical Officers of Health were nol appointed in some areas unatil 1978; in
addition, up 10 recently there was considerable mobility of DCCMOH’s between areas
and, even more so, of area medical officers. In fact, the area medical officer position
was filled in many areas on a lemporary basis due Lo the absence of approprialely
qualified personnel. Furthermore, in some communily care areas the complement of
area medical officers was below the approved level for considerable periods. Al this
stage the majorily of area medical officers have training in public health; by May 1983
there were 107 pasts filled and by 1987 the 1otal was in excess of 150. (Table A2.11).

The Walshe Report identified the three aspecis of health with which medical officers
would be involved: child health services; care of the handicapped and care of the aged.
A wide range of functions were identified (14).

1t was recommended that the functions of the community care team should be carried
out on a geographical basis. To achieve this it was recommended Lhal area medical
officers should have responsibility for local areas with papulations of 20 to 25,000.

While it was recommended that 2 Senior Area Medical Officers 1o each communily care
area be appointed, the present position is thal there is one approved post in each area.

Senior area medical officers are responsible for planning, organisation and review of
community medical services. Most of the work relales 1o Child Health Services i.c.
school medical services and development clinics, both of which are diagnostic and
advisory services.

The employment position of public health medical personnel in 1987 is that there are 32
posts of Director of Community Care Medical Officer of Health, and 175 area medical
officer posts, including seniors. The area medical officer/populalion ratio varies
considerably from aproximately 1 1o 15,000 population in the South Easlern and
Weslern Health Boards 10 1 10 25,000 population in the North-Eastern Health Board
(Table A2.11). In recent years the ratio of personnel to population has improved
considerably and the variation from region 10 region has diminished.
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about half are filled by Dublin Corporation housing wellare officers and the rest are
filled by social workers with travelling people in individual local authorities. Social
work by the voluntary sector covers a wide range of agencies, from those involved
cxclusively in professional social work services, 1o those involved exclusively in services

by volunteers (Appendix 3).

Voluntary social work activity could have a considerable impact on services within a
particular community care area. However, there are no structures which ensure co-
operation between voluntary and statutory services. In a study of services in a Dublin
arca in 1975, there were indications of both a lack of co-ordination between agencies
and a duplication of services (18). It is believed that duplication of services is no longer
widespread. This is partly because of increased awareness of the possibility on the part
of social workers, but mostly because of the intense pressure on social work services. In
addition greater specialisation by voluntary bodics, other than social service councils,
limits the probability of duplication of services.

Social Caseworkers

Most Health Board social workers are employed as caseworkers, i.e. their focus is on
the social and emotional problems of individuals and families. ln addition, they may
adopt a group work approach, i.e. work with a group who share a common problem
and some elements of their work may involve a community work orientation. With
regard 1o the work of Health Board social caseworkers four broad elements can be

identified:

(a) Tasks related 10 Health Boards’ statutory vesponsibilities relating to children;

(b) Preventive work — this covers social work with families, single mothers,
psychiatrically ill people and their families, handicapped people, and the elderly;

(c) Information and guidance on services;

(d) Advisory role 10 volunlary organisations.

Most social workers work on a geographical basis, though in a minority of areas a social
worker may specialise in adoption and fostering. There is no information available at a
national level on social work activities, on the length of waiting lists, if any, or on the
adequacy of services in different areas. There is evidence that the Health Boards’ social
work service is under considerable pressure in some areas and that as a consequence
most social work time is taken up with the statutory responsibilities in relation to
children. The Health Boards’ submissions 1o the National Manpower Planning
commitice on the employment of social workers indicate that their services al present
show a bias towards dealing with children at risk or in care and with unmarried mothers,
due 10 slawutory obligations, with other target groups being dealt with only on an ad hoc
basis. This pattern is likely to be particularly marked in those areas with low social

worker/population ratios.

Training and Experience
Apart from the number of social workers in an area an additional factor which is of

central importance is the level of training and experience of those employed. The Task
Force on Child Care Services Report expressed concern that:

"... the concentration of the best social work skills in the more specialised
services has ofien resulted in a dearth of such skills al the crucial point of initia}
referral 1o an agency (19).¢

This is probably linked 1o the present social work structure and in particular the level of
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The Department of Health does not distinguish between social workers and community
workers. In some Health Boards (South East, Midlands and North East) no community
workers have been appointed. Insome other areas, some community worker posts have
been converted to social work posts (Mid-Western and Eastern Health Boards).

The employment of community-workers has not been controversial in all areas. It has
worked well in some Health Board arcas; for example, in the North Western and
Southern Health Board areas where the focus is on community development. Even
within the Eastern Health Board, where much of the controversy about these posts
arose, the arrangements worked well in some community care areas. In the Western
Health Board, in contrast to other areas, community workers are involved in laison
work with voluntary organisations and service development.

An additional source of conflict relating to the employment of community workers has
been the criticism by representatives of some voluntary community organisations who
have argued that the community development role is more appropriate to voluntary
organisations (23). The circular from the Departnient of Health to the Health Boards
on the employment of community workers outlined three options for employment: (i)
Direct employment by Health Boards; (ii) Secondment 1o voluntary bodies and (iii)
Grants to volunitary bodies for employment. The National Federation of Social Service
Councils advised the Department of Health that options (i) and (iii) were preferable.
However, these types of arrangements were adopted only in a minority of areas.

The employment of community workers should be reviewed in the light of the
experience (o date, with particular reference 1o those areas where the service has cither

. not been a success, or has not been taken up at all.

Social Care Workers/Community Workers

Most Health Boards have plans (0 increase their number of social workers but to what
extent is not known, nor is it known what mix of case workers/community workers is
proposed (23). Given the expcrience Lo dale it is probable that the increase in most arcas
is likely 10 be exclusively in the social work complement. This highlights one of the
dilemmas relating 10 community work. The combination of financial stringency and
Health Boards® statutory responsibilitics may result in a tendency 1o substitute social
case workers for community workers. This approach is likely to be counterproductive
(24). The emphasis on voluntary participation in services and the aspiration towards a
community focus evident in lrish policy documents, and most recently affirmed in the
Task Force Report on Child Care Services, (25) suggests thal a strong community
development orientation is appropriate in the lrish situation. The small amount of trish
literature relevant to this issue is strongly supportive of a two-pronged approach that
would be responsive, not only to immediate need, but would focus also on the
identification of resources 10 meet needs. Some of these resources are available within
local communities (26).

(lv) Commuaily Welfare Officers

The present Community Welfare Service is based on the 1975 Supplementary Welfare
Act which came into force on July st 1977 and replaced the Home Assistance Scheme.
There are two elements in the service:

(a) The relief of distress through the provision of financial support and other
supporls in kind.

(b) Determination of eligibility for means-tested Health Board services notably
DPMA and Medical Cards.
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Some of lhclprobleqls that characterise the social work service i Some community care
areas are evident with regard 1o the Community Welfare Service, and usually in the

Same community care areas; these are poor office accommodation, the absence of
clerical suppor and a peripheral role in the community care structure,

Tt_lc Report of the Commission op Social Welfare recommended a signifi i

this scheme. In its analysis the Commission pointed out that the n?lmlgbl;n;fa?;c‘i:g;?l%: :;
Supplemcmary‘Wclfarc had grown rapidly from 28,000 1o 54,000 over the 1977-1985
period, that this Was 10 a considerable exieng due to high unemployment and a high
lncu‘!cncc of deprivation among the families of the unemployed, and that a significafn
poruon of the work of CWQs arose from delays and inadequacies in the system of

rcfonnqd and decen.lraliscd scheme of Social Assistance, and that the new scheme
shou!d incorporate in a uniform manner the functions of supplementing incomes
meeling exceptional needs, and acting as a referral system (28). '

(¥) Home Help Service

Sccupn 61 of the 1970 Health Act empowers but does not require Health Boards 1o
provide a [u?mc hclp service (29). No income 8roup is precluded nor is any income
group sp?cnfmg as eligible for the service. Some guidelines in regard to the service were
outlined in a circular from the Department of Healih to Health Boards in 1972. Noting
that the Act permits a charge 1o be made, it is stated that the service should be provided
free of_char_gp 10 those with full and limited eligibility for health services. In other cases
the desqabnluy of making a charge would be considered by the officer recommendj

the service, taking into account ability to pay. The imporiance of local assmmcm":)gf

need by public health hurses, community welfare officer: i
, s, doctors,
voluntary workers, was stressed. 1ors, social workers,

expenditure in reat lerms has been constani. Despite the 1981 decrease in real
expenditure the number of home helps employed (Table A2.16) and the number of
beneficiaries, has increased consistently since the mid-seventies, though ihere have been
marked fluctuations in some Health Boards. The number of beneficiaries in 1981, the
latest year for which data are available was over ten thousand (Table A2.17). Eighty
three per cent of these (8,514) were aged 65 and over.

The information available on the home help service does not allow an adequate
representative appraisal of the service. Expenditure on the service is mostly a wages
element. While there are no nationally agreed rates of pay for full-time home helps,
most home helps are part-time and their hourly rates vary considerably and are mostly
low — in some areas less than £1 an hour. Furthermore, in some areas there are
variations between the rates paid 10 home helps organised by voluntary groups and
those organised directly by Health Boards — even within the community care
area. Information on the number of hours worked by part-time home helps is not
available. Basic information which should be coliected relates 10 the number of visits
per week and the number of hours per visit to each beneficiary. Without this
information it is not legitimate 10 conclude that an increase in the number of home helps
or the number of beneficiaries, as in 1981, reflects an increase in the level of service.

Recenily published research on the home help service, based on data collected in the
Eastern Health Board area in 1983, shows a number of difficultjes in the operation of
the service (30). Firstly, eligibility was established on a “case-by-case basis”, and the
organisers used "intuition in the selection of recipients.” Secondly, analysis of the
number of home helps and amounts of expenditure in the different community care
areas indicated "large variations in resource distribution.” Thirdly, the Health Board
did not give sufficient training and suppor to the personnel, and "evaluation of the

Finally, the researcher suggested that the very low rates of remuneration deterred many
qualified persons from working as home bhelps, and that it might be desirable to
introduce higher payment rates to home helps performing particularly onerous tasks.

Arrangements for the provision of home help services vary not only between Healih
Boards but within Health Boards, and even within Parlicular community care areas. In
the 1972 circular already mentioned, it was emphasised that Health Boards should
utilise voluntary agencies and social service councils 10 the optimum extent in the
provision of home help services, and that only where it has been established tha
voluntary groups cannot provide the service should home helps be directly employed by
Health Boards.

Increasingly Health Boards are employing or grant-aiding the employment of home help
supervisors and full-time home helps, though the vast majority, according 10 the most
recen! data available, are still part-time (Table A2.16). In the Western Health Board
area there is a commitment to develop a “professional” home-help service and (as can be

This variety of administrative arrangements for the provision of the home help service
reflects the fact that it is very much a discretionary service. It is discretionary in 1wo
senses; firstly, there are no clearly specified criteria of eligibility and; secondly, it is in
large pan provided by voluntary groups whose funding is subject 1o the discretion of the
Health Boards. This second point is part of a much broader issue related 10

53



statul ory/volunAlary relations which is outside the scope of the present discussion. With
regard 1o the first point the key issue is the relationship beiween a paid home help
service and mformal help by neighbours. It has been argued in the National Social
Service Council’s report on the home help service that: *the essential basis of the Home

Help Service is a good neighbour response 1o need and the paid Home Help service
should be seen as supplementary 1o this” (30).

As has been poinlgq out, lhc_ information available on the home help service is
nadequate. In addl}non, there is only limited information available on the extent and
nature Qf help by nclghbqurs and unpaid volunteers (31). The planning of an effective

alom;. There is considcraplc reluctance 1o provide a service to people living with

policy as penalisalion of families while they care for their dependents and rewardin

mem when 1hey cease 1o care. The former is reflected in failure 10 suppori familiei
caring for 'dcpcndcnl people, while the latter is reflected in the payment of the entire
cost of residential care once family caring systems have broken down.
Thc.mtorm‘al'ion available allows only a very limited description of 1he home help
service gnd_ls nadequale 10 guage whether or not all those in need of home help service
are geting it, \fvhclhcr or noi the level of service provided is adequate, and whether there
are variations in eligibility criteria from one area to the next. There Lf: no national policy
on cllgibilily. The nature of the service is such that a flexible approach at local level is
cssep}nal, however general guidelines covering eligibility should be made available. In
addition a policy on availability of services 10 "non-eligible” applicants on the payment
of a contribution should be developed. '

(vi) Rehabilitation Personnel

Occupa{nonal therapists, speech therapists and physiotherapists all have essential roles
to play in an effective rehabilitation service. If this service is 10 be community-based
ghcsc specialists must be available on a community basis. Rehabilitation personnel are
in short supply.and this is particularly true at the community care level. The
employment posilion within Health Boards is outlined in Tables A2.18, A2.19 and
A2.V2O. A breakdown of those empioyed exclusively in communily care leams is not
available. 'Whilc overall the numbers of approved posts has incrcaséd, this has not
happened in all Healih Boards, and in some areas the number of posts filled has

dccrcasqd, Considcrablc variation in the therapist/population ratio in different Health
Boards is evident in 1987.

Speech Therapists

Speech therapists are mnvolved in the provision of service across all three Health Board
programmes. The number of posts per 100,000 population varies considerably between
Health Boards, from 7 in the North Western region 10 | in the Mid Wesiern, North
Eastern and Southern regions. While referrals may be made 10 therapists emplc')yed by
voluntary bodies in those areas where the level of Health Board provision is very low, it
Is improbable that the major differences in levels of provision evident from Table AZ.'IB
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could be made up in this way. Evaluation of the level of service in different areas is not
possible at present due 1o the fact that there is no information available at a national
level on referral rates, priority groups or waiting lists. However, information from
specialists in the field indicates that waiting periods of up 10 4 years are nol uncommon
for specific non-priority calegories.

fhcrc are no national guidelines on the employment of speech therapists. Information
on the incidence of communication disorders is limited as there has been no national
survey of incidence. Two studies which focussed on primary school children indicate
that 3% of that population have disorders of communication (33). The Department of
Education does not employ speech therapists, with the result that these children are
dependent on the Health Boards for services. Looking at the overall picture and given
the absence of Irish data, reliance must be placed on recommendations from other
countries Lo arrive al estimales of appropriate levels of provision of speech therapists.
The British Department of Education and Science recommended a minimum of 6
speech therapists per 100,000 population and 1his suggests that 212 therapists would be
needed in Ireland in 1986 (34). Currently the 1otal complement of therapists in the
Health Boards is 106.

In terms of basic facilities and equipment it is evident that employment by Health
Boards in some arcas compares unfavourably with employment by voluntary bodies.
Many healih clinics are not adequately constructed in terms of control of noise levels
and many are devoid of the basic equipment, j.c. tests, tape recorders and treatment
aids. The careers structure for speech therapists has up to now been confined 1o basic
grade therapists. A new community care-based struclure is now being introduced in
some Health Board areas, whereby community-based therapisis would also provide
services 1o other programmes. This structure does not conform with thal proposed by
the Irish Association of Speech Therapists, which recommended a structure based on
each programme under the direction of a Director of Speech Therapy in each Health
Board. The Association argues that such a siructure is essential if effective planning
and organisation is to take place (35).

Occupational Therapisis:

The actual number of occupational therapists, and their number relative 1o population,
has increased in recent years — the total number employed rose 1o 127 1n 1987 from 97
in 1981. (Table A.19). There is variation between Health Boards in the employment of
occupational therapists: the provision varies from 18 per 100,000 in the North West 10 2
per 100,000 in four other Health Board regions. In the North Western region where
provision is relatively high, there is a community focus in the service as a whole.
Occupational therapists from day and district hospitals provide some domiciliary
services; in addition, the Regional Rheumalology and Regional Orihopaedic service
provide a limited domiciliary service directly, or arrange for such a service through local
centres.

A domiciliary occupational therapy service is an important aspect of community
services for people with handicaps, not only for assessmeni of housing modificalions
and assessments for wheelchairs, but also to advise on other aids to independence and
advise on activities of daily living for children and adulis with disabilities. The lrish
Wheeichair Association has been providing a service in these arcas 1o its members for
many years and its services are used by Health Boards for home adaptation and aids
assessment. With one occupational therapist per Health Board this service Is limited.
Some Health Boards are now initiating a communily occupalional therapy service.

Physiotherapists
The trends in relation 10 physiotherapists are similar (o those affecting occupational
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therapists: an improvement in provision in recent years and a significant variation
between Health Boards i the level of provision (Table A2.20). Comparisons between
regions may not be meaningful in the present context since the vag majority of
physiotherapists are employed in hospitals. Community physiotherapy services are
extremely limited and non-existent in most areas. Services to people in the community
are available mostly ar hospital out-patien: departments and day hospitals. Though
information is not available at national level the indications are that the level of
Provision is inadequate, Also, access is being adversely affected by cut-backs in
lranspor}. Even if these oul-patient services were adequate they would nop be

distress because of travelling, and those whose relatives need advice on home
Management. A domicilary service can have considerable advantages not only to the
recipients but also in facilitating participation of experienced physiotherapists who
would not be able 1o work regular clinic hours, This is importan because of the limited
number of physiotherapists in full-time employment at present and also because
experienced therapists are essential for a domiciliary service.

There have been no siudies in Ireland of the appropriateness of differeni approaches to
provision of physioiherapy. Evidence from Britain (37) indicates that three levels of
provision are essential; hospital, community and domiciliary. The criteria that
d;lermine the choice of patients 1o be treated in community and domiciliary services are
clinical, social apd geographical factors, The determinants may change during the
course of an illness or disability. Consequently close co-operation between the three
levels of service is esseniial. Indications of appropriate levels of physiotherapy are
difficult 10 gel (38). One siudy is useful with regard io domiciliary service 39). ltis
esiimated that in a districy Population or 220,000 (he service could be run with | senior
and 3 whole-iime equivalent Physiotherapists, This assumes monitoring of all referrals,
and treaiing on a domiciliary basis only those patients who are not able 10 travel withou
distress, either physical or mental, and where carers require advice. On the above basis,
64 iherapists {including seniors) would be required 1o provide the domiciliary elemen of
a phy;ionherapy service in Ireland. |1 s not possible on the basis of present information

the number, and extension of duration, of hospital stays because of the absence of a
community based physiotherapy service,

(vii) Dental Service

ynde;-;naffed (40). Inarepon published in 1979, the Working Party on Dental Services
identified the sources of the public denta] services’ inability 1o fulfil its role as due 10:

(a) the absence of g sustained preventive approach;
(b) shortage of dentists.

In 1984, ihere were 329 practicing dentists in the Health Boards (Table A2.21). This
fepresents a significant improvement on the figure for 1981. The ratio of 1 dentist :
16,090 population in 198) declined 10 1 : 10,751 in 1984, In this area of Community
Care also there are regional variations in provision relative 1o population. The figures
i Table A2.2] show thar the Midland, Western and Mid Western Health Boards are

above the national average provision, while the South East js markedly below the

average.

tage of dentists in the public dental service is associaleq not only with an
I::aﬁ:l;::el(s):‘;)rsfrguclure within Health Boards, pul also with a national shortage of
dentists. Ireland has a relatively low ratio of dentists to pOpvulalvlon: among the EEC (9)
countries lreland’s ratio of 27 demiists per 100,000 population is the second lowest. In
coinparison the rates for France, Germany and Denmark were 51, 52, and 88 per
100,000 populaiion respectively.

Data on the volume of ireatments are reponed il_l the Appendi{c (Table A2.22). )
Nationally over three quarters of the treaimenis are in rgspgcl_of chnldrqn; the ra.l|0. of
Lreatments is 281 per 1,000 population — although there is significant regional variation
in this figure (41).

In 1979, a choice of dentist scheme for eligible adults was inlro@uced. E_Iigible adults
are medical card holders and their dependents. About 60% of'pnvale deniists agree_d to
participate, but participation varied from area (o area and n some areas no private
dentists opted into the scheme — often these areas coincide with those where the put?llc
service is most limited. There have been long admvnmslra.uvc delays in eslabhs_hmg
individual eligibility for this service. In most areas this service appears to be restricted
to elderly people.

It has already been pointed out that dentists do notake part in the communily care
team structure. The Irish Dental Association has pr0pos§d the e;lqblnsh!nenl of a
separate dental programme. Within this programme a Chnef Ad_mm‘nslr.allve Dental
Officer would have overall responsibility for community and institutional dental
services. This type of structure runs counter 1o the present administrative structure
within Health Boards.

In summary, the public dental service coniinues to be sevcrely Ii‘mileq if.mcas'urcd in
terms of the percentage of the eligible populaiion treaied. This Situation is unlikely 10
change until the administrative difficulties associated with the service have been
resolved.

4. SUMMARY AND CONCLUSIONS

Since 1976 total non-capital expendiuire on ihe Community Care Pirogra{nme has
increased less than overall non-capital health expendiiure. In pariicular, it has increased
less than expenditure on the General Hospital Programmc and the Pljogramme for the
Handicapped. While expenditure on particular communiiy care services has increased
considerably more than the average, in all instances these services siaried from an
extremely low expenditure base.

Expenditure comparisons between Healih Boards are noi possib'lc. Focuss@ng on
employment levels in terms of particular services, there are considerable variations
between Health Boards in the levels of employmeni of community care personnel.

While there is widespread acknowledgemeni thai there are shquagcs of pquncular
personnel, notably rehabilitation personnel in all areas z_md social workers in sorpc
areas, there are no national guidelines on what the appropriate level of lhe§e services, as
reflected in personnel/population ratios, should be. As a resu!l people in objectively
similar circumstances may gel a service in some arcas and not in 01hers.. Even where
guidelines with regard to professional/population ratios are available, as in the case of
public health nurses, there are indications that they may now be outdated. There are no
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c«r):sumer studies relating 1o communily care services; as a consequence the adequacy of
present services from the point of view of the consumer is not known, Many of the

difficulties identified in this cha isati i

( d ' pter relate 10 organisational issues. Until

resolved service delivery is unlikely 10 develop in the way required 1o (hgse -
adequate service. provide an
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CHAPTER 2
Footnotes and References

There is no price index available for health expenditure, however current
expenditure on health can be translated into expenditure at constant prices by
using the price index for public authorities” current expenditure developed by the
Department of Finance. 1tis recognised that there are limitations associated with
the use of this measure. The main limitation of this method is that current health
services expenditure is comprised of a larger wages element (66%) than is current
public expenditure (50%). However, it is clearly preferable to the Consumer
Price Index. The only other alternative is the Eurostat Price Index for Medical
Care and Health Expenses. Eurostat, National Accounts ESA, 1983, p169. While
the use of this index might be desirable it is available only up 10 1980.

The decline was 1.9% in 1982 and less than 0.2% 1983.

An outline of the expendilure changes in services with each of the 3 sub
programmes is given in Appendix 2.

Survey of Workload of Public Health Nurses: Report of a Working Party,
Dublin, Stationery Office, 1975.

In June 1978 there were 1,091 Public Health nurse posts approved by the
Department of Health. Only 1,010 of these posts were filled.

The number of public health nurses in training decreased markedly beiween 1982
and 1983 from 65 to 27. The 65 who entered training in 1982 completed their
course in September 1983. It is improbable that the employment of this group has
led 10 any significant change in the employment position outline in (Table A2.7
(ii)). At least some of the 65 are likely (0 have replaced retiring nurses; in addition
34 posts were filled by tlemporary nurses in February 1983 and a further 10 posts
were vacant. Furthermore 11 of the scnior public health nurse posts were vacant.

Health Care for Mothers and Infanis: a Review of the Maternily and Infant Care
Scheme, Depariment of Health, 1982,

Department of Health: Report of Working Party on General Nursing, Dublin,
Stationery Office, 1980.

This service is staffed by a part-time nurse from Monday to Friday and by the

duty public health nurse at week-ends. Most calls come between 9.00 and
11.00p.m. and the average number of calls per night is 4.

A limited number of nursing attendants were introduced in the Eastern Health
Board in 1982; the scheme metl with opposition from the nurses’ professional
organisation and has been discontinued in most areas.

It was first established by the 1925 Local Government Act.

Depariment of Health, Public Health Medical Services: Report of Working
Party, (The Walshe Report), March 1976

Despite this, controversy relating (o the Director of Community Care position
continues.
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(14) The functions relae 1o the following areas:

— Infectious Diseases (including T.B )

— Food Hygiene

— Hegllh Education

— Epidemiology of Non-Infectious diseases

—  General Practitioner, Maiernity and
T soneral y Infant Welfare

— Child Health Services

— Care of the Handicapped

— General Medical Services

— Cgre of the Aged

— Liaison with hospital services
— Welfare Services

— Environmental Health Services

’
lllbucoll anagement COllSullaulS COI’”/’”U"“}’ Cale Re view

' 1982; Deparimen of Health, £ isati
Community Bgsed Services, Proposals for Implemen'lau':rllwe Oganisation 7

(16) g ?ic;(::dcegrl:osr;xc{\llh;c;nq SocCial Service Council 10 Westmealh/Longford Team;
‘ 1al service Council, which provides social work i i .
Clare area, on an agency basis for the Mid-Western Healih Bg:ards.ewlces i the

(17) Work on appropriate case

-load size is bein i i i
arca i poDPre g carried oul in one community care

(18) National Manpower Planning committee for Personal Social Se

Report on Empioymen; af Social Woarkers, April 1981, rices, Interim

(19)  Task Force on Child

Jask Care Services Final Repori, Dublin, Slalionery Office, 1980

(20) :l‘nzg(;ila';n there is appr_oximalcly one local authority field social worker for every
l, 0 o flhe population. This raijo excludes managemen staff. National
nstitute for Social Work (1982}, Social Workers — Their Role and Tasks (Th
Barclay Report), London, Bedford Square press. ¢

(21) See Chapter 3 on Social Work Services for Children .

(22) Kennedy, S, Who Should Care? i 7
Dublin o ! Press o are? The developmen: of Kilkenny Social Services:

(23) Nationaj Manpower Planning Commitiee, op. cit.

(24) Kennedy, s, Address to the Socjal Services Council Co
Curry,J. The Irish Social Services, Dublin, IPA, 1980,
need ll"or case workers was acknowledged but it was al
complemenied by group and communjg . i

; y workers: community workers who wj
represent the interests of the local community, who will provide a vehicl:f:r:vi:g

community o assess its loca) needs and enable it 1o participale in the planning

provision and delivery of services 10 meet these needs”. Without such a dual

focus, it was argued that social wo
, rkers i
scapegoais for social problems, may become the dumping grounds and

nference (1976), quoted in
P.223. In this address, the
rgued that they should be
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(25) Task Force on Child Care Services, 1980 op. cit, pp.142-152.

(26) Lavan, A, Social Need and Community Social Services, Dublin, Tallaght Welfare
Society 1981; Mollan, C, Families and Children, Dublin, CARE, 1983.

(27) Unlike other social assistance services, recipients do not need (o come within
particular categories such as unemployed, but certain categories are excluded:
students, people living in institutions, those engaged in a strike, (bul not their
dependants) and people who are employed longer than 15 days.

(28) Report of the Commission on Social Welfare, Government Publications,
Stationery Office, Dublin, 1986, Chapter 19.

(29) A Health Board may make arrangements (o assist in the maintenance at home of:
— asick or infirm person or a dependent of such a person,

— a woman availing herself of a service under Section 62 or receiving
similar care, or a dependant of such a woman.

— a person who, but for the provision of a service for him under this
Section, would require (0 be maintained otherwise than at home, either
(as the Chief Executive Officer of the Board may determine in each case)
without charge or at such charge as he considers appropriale.

(30) National Social Service Council, Report on Home Help Service, 1978, Dublin,
p.12.

(31) Whelan, B J and Vaughan R N, The Economic and Social Circumstances of the
Elderly in Ireland, ESRI Paper 110, Dublin, 1982; Power B, Old and Alone in
Ireland, Dublin, St Vincent de Paul Society, 1980.

(32) Moroney, R M, The Family and The State, London, Longman 1976.

(33) Collins, Sr Geraldine, “Survey of Communication Disorders in the School
Population of Clare, lreland”, Unpublished, 1978; Supple, Sr Marie de
Montford, "Survey of Speech Defective Children in the Primary School
Population of Ireland comparison of same with distribution of Speech Disorders
seen in the Childrens’ Hospital, Temple St, Dublin Ireland.” Journal of
Australian College of Speech Therapisis, 1963,

(34) Department of Education and Science, Speech Therapy Service (Quirk Report),
London, HMSQ, 1972.

(35) Irish Association of Speech Therapists, Speech Therapy in the Service of the
Community, a Policy Document, 1979.

(36) There are 2 Schools of Physiotherapy in Dublin, each of which has 30 entrants
per year. The training period has now been increased from a 3 year diploma
course 10 a 4 year degree course. Because of this transition there were no
graduates in 1985,

(37) Partridge, C.J.and Worren, M.D. Physiotherapy in the Comnunity, Health
Services Research Unit, Canterbury, Kent, University of Kent; Glossof, S and
Smith, D.S. Domiciliary Ph ysiotherapy: A Research Project 1976-1978; A Report
to the Department of Health and Social Security from Brent and Harrow Area
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(38)

(39)

(40)

(41)

(42)

(43)

(44)

(43)

Health Authority, London; 1979.

Pariridge and Worren, op. cit.

Despite studying 14 community based schemes and affirming the need for such

sefvices, Partridge and Worren were not abl q i il
: L € 10 come up with gui
S€rvice provision. p guidelines on

Glossof and Smith, op. cit,

Depariment of Health, Statistical Informaiion R i
Table H3. page 7o elevant o Hea{th Services, 1985,
Glossof and Smith, op. cir.

Dental Services Report Department of Health — Irish Dental iau
! ) Associalion —
Health Boards, Joint Working Party, Dublin, 1979: Nai ; i
, \ ) ) ; National Heall
Report for 1976, Dublin, Stationery Office, 1976. ealth Council

National Health Council, op. cit.

Depariment of Health Staristical Information Rele {
Dublin Siationery Office, 1982, Table H4. vant 10 the Health Services.
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3

SERVICES FOR CHILDREN

1. INTRODUCTION

The services provided for children as part of the Community Care Programme fall into
two broad categories: Child Health Services and Personal Social Services. The principal
services in each category will be considered in this chapter. Child Health Services are
preventive and diagnostic in orieniation and are provided primarily by public health
nurses and area medical officers. Inaddition to Pre-school and School Health Services,
the role of the public health nursing service for children will be considered under this
heading as will the role of psychologisis in the School Health Services. Personal Social
Services refer 10 those social support services 10 individuals and families other than
health, education, housing and income maintenance. These services are provided by
social workers, child care workers, home helps and include Domiciliary and Day-Care
Services, Adoption, Fostering and Residential Care.

2. CHILD HEALTH SERVICES
Child health services can be considered under two headings viz; Pre-School Services and
School Services. Under Section 66 of the 1970 Health Act a Health Board is obliged 10

make available without charge a health examination and treatment service:

(a) at clinics, health centres and other prescribed places for children under the age
of 6 years;

(b) for pupils atltending national schools.
Treatment services include denial, opthalmic, aural, specialist services and hospital out-
patient services. Qul-patient services are available withoul charge, 1o children
irrespective of parental income in respect of:

(1) specified diseases of a permanent or long standing nature;

(2) defecis noticed at child health clinics and school medical inspections (Section 56,

1970 Health Act).

(i) Pre-Schoel Services

Health examinations are provided for pre-school children through developmenial
paediatric clinics and child welfare clinics.

Development Clinics

Health Boards are obliged 1o provide developmenial clinics ouly in centres of
population of 5,000 or more. This service provides for developmental examinations at
6-10 months, 12-18 months and 2 years. 67% of eligible children (i.e. born in centres
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where the developmenial clinics are held} had a first examination in 1984. The figure
for 1982 was 75% (Table A3. 1). There is no information available on eligible children
who do not attend child development clinics, specifically on whether or not particular
population sub-groups are not taking up the service.

The 1984 figure for attendance ai child development clinics represents 51% of all births,
and the 1982 and 1983 figures are S0% and 56% respectively of all births, and the 1980
figure 44% of all births. These figures for the early years of the nineteen eighties
indicate a general improvement over (ime in the coverage of developmenial
examinations. However, the percentage of eligible children examined varies markedly
beiween Health Boards and from year 1o year (Table A3.1).

In recent times approximately a quarter of the children who are examined at the
examinations require further allention, (Table A.3.2). The action taken is either
feferral 10 a specialist, referral 10 a general practitioner, or retention under observation
(Appendix Table A3.3). The latter course of action is taken in the majorily of cases.

In the 1967 report on the Child Health Services it was recommended that: " In rural
areas and in towns without clinics, the scheduled medical examination for pre-school
children should be undertaken by general practitioners under agreements with the
health authorities® (1). This recommendation has not been acted on. The present
procedure in arcas outside the range of developmenial clinics is thal children are
screened by public health nurses as part of their home visiting programme and referred
to child welfare clinics, where these exist, or 1o family doctors. No information is
available on the number of children identified by public health nurses as in need of
further attention, or on the percentage who 1ake up referrals 10 family doctors. Given
thal there are costs involved for those families who are not medical card holders it is
probable thai uptake of referrals 1o family doctors may be influenced by economic
factors, particularly in the case of families in marginal economic circumstances.

Since approximaltely 50% of children do not have access 1o child development clinics it
is worth considering whether or not the level of service they are gelling is appropriate.
If the level of service is appropriate, then it must be asked whether or not the
developmental clinic is an essential service. No evalualion of this service on a national
basis has 1o date been carried oul. A report on the service by Eastern Health Board
Directors of Community Care concluded 1hat *no generally accepted list of risk factors
has as yet been established which would confine examinations o a selected group of
children, while at the same (ime ensuring detection a1 an acceplable level of defects
among the child population generally” (2).

Child Welfare Clinics

In addition 1o developmental clinics, child welfare clinics are held extensively in some
areas, primarily urban areas (Table A3.4). Practice relating 10 the holding of ihese
clinics varies considerably around the country as does the frequency of clinics. In many
communily care areas no communily welfare clinics are held: Kerry, Mayo,
Roscommon, Laois/Offaly, Clare, Cavan/Monaghan, Tipperary South Riding,
Kildare, and in the Leitrim part of the Sligo/Leitrim communily care area. These clinics
pre-date the child developmenial clinics. The 1953 Health Act mandated the holding df
these clinics in towns of 3,000 population and over; they were intended 1o be primarily
diagnostic and advisory. It was envisaged that they would be reduced in number or
phased out with the advent of child development clinics. This has not happened 10 any
significanl extent. In 1984, 38,482 children were seen al community welfare ciinics,
65% of whom were from the Eastern Health Board area.
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There is no breakdown available of the number of Lype of defects idenlitied al these
clinics or the percentage of children identified as in nged of furlher allention. A‘sludy
of the operation of child welfare clinics in one AD‘ubh’n community care area nndnqaled
that only a minority of mothers used the plmncs n lhc1r~ dlagno§l!c and adynsory
capacity; 71% of the children were attending becaps; of a specific complaxm_ or
condition (3). Excluding children atiending at the clinics at the request of lh‘e_clmnc
doctor or nurse, 50% of all children were atlending because of a mcdu.:al'conlmon or
suspected medical condition. Only 5.5% rcquired referral o a specialist (4). The
Eastern Health Board working party on Chitd Health Servxggs concluded lhgl the
advisory and health education functions performed at these clnmcs‘ dp not require lhg
prescnce of a doclor, that these clinics should be replgcgq by (a) f,hnld Health Clnmcs
operated by public health nurses and (b) Referral Cl}mcs staffed by area medical
officers. These changes have now been effected in the Easiern Hcallh Board area a_nd
the new arrangements should be evaluated with regard 1o their appropriatencss for
application in other Health Board areas.

In some areas there are neither development clinics nor c!u'ld v‘velfare c_limcs. In this
regard it is notable that in a review of the Malernity _and ‘lnlgnl Care Services conducted
in 1980 by the Department of Health and the Medico-Social Rcseargh Board, 23% of
infants had not been examined by a doctor betore 10 10 12 weeks after dlschal_‘ge from
hospual; the percentage was 33% in the case of calegory | mothers (i.c. medical card
holders), who used the scheme. The operation of the scheme allows the general
practitioner 1o limit his/her involvement 10 lookipg afler 1the mOlhcl" andﬂlo opl oul of
providing services for the infant. The Working Party responsible for lhg study
recommended that a full developmental examination al 6 weeks should be an inlegral
part of the scheme and that carrying oul the examination or ensuring lhal‘ wis carngd
oul should be the responsibility of the general practitioner. chause of the gructal
importance of the early detection of defects it is csspnual lhe_xl !hns yecommcndauon bg
implemented. The 1980 study found a marked regional variation in lhe. percentage of
infants not examined, from 51% in the North Western area 10 lO"lcf in l_he Eastern
Health Board area, which suggests that accessibility of hospitals and clinics is probably
of major significance.

Variation in availability and accessiblity suggesls a significant ques}ion about services: if
services such as developmental and child welfare clinics are considered 1o be essential
services in some areas, il must be established whether or not they are esscr)lxal in all
areas. It is not justifiable that children are deprived of an essential service snmply
because of geographical location. Thus, it is necessary that the present range of services
by evaluated and compared in terms of needs (which may vary considerably by area),
objectives, availability, accessibility and oulcome,

(ii) School Health Services
The aim of these services is 10 offer:

(a) a comprehensive medical inspection 10 all children between their sixth and
seventh birthdays;

(b) routine annual screening by the district nurse for vision, posture and cleanliness,
audiomelric testing of special groups;

(c) selecied medical examination of nine year old children;

(d) examination in any year of a child referred by the parent, teacher, or district
nurse, or a child due for re-examination (5).
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It was envisaged that the doctor would visit each school at leas! on

nurse would visu more frequently; bul this level of visiting ha:enZKegéein?ezaLahe
Dunng the years 1980—1984 aboul 40% of all schools were visited and 24% of lh.e
nal!onal school populalion were examined (Table A3.6). The percentage of the
national school population examined in 1984 varied from 18% in the Midland Health
Board‘asea 10 30% in the South Easiern Health Board area (Appendix Table A3.6)
Forniyfive percent of the examinations were of new entrants — 54,766 (Appendix T;ibic
A3.7). This represenis approximalely three quarters of new enlr'anls in 1984.

In 1984, 35% of new entranis required further aitention; the corresponding figure for
1979 s 40%1 The percentage in need of further atiention varied considerably by Healih
Boa(d area in 1984 (Appendix Table A3.8). The action taken can entail referral to
specialists,referral to family doctors and/or retention under observation (Table A3.9)

Thc rcfe;ral 10 specialist calegory includes referral to a psychologist or speech therapist
in addition 10 medical specialisis; however, the breakdown of the category is ?\ol
available. The larges: calegories of defects identified at school medical inspections are
v15uql, aural, speech, mental handicap/‘slow learning’ and head infestation. It is not
possible 10 ascqnain whether these defects could have been detected a1 an earli'cr age and
whc{hgr detection ai school age is too late. There are problems about the adcquic of
the m}ormauion collecied on the school medical services. 1t has been suggestedyb
experienced professionals involved in the service that there may be variations in praclicf:
aboug calego;nsalions for returns in different areas. A significani limitation with the
dala 1s the failure to identify whether or not figures relate to prevalence or incidence of
dlsorc_iqrs, whether or not the disorders have already been discovered by general
practiioners or child developmen! or welfare clinics, or whether the disorders are
originally discovered a1 school medical inspections.

A study of the school medical service covering a broad range of community care areas is
now being planned by the Research Commiitee of the Faculty of Community Medicine
(6). _Thc results of this study should facilitate an appraisal of the efficiency and
effec1|v§ness of the service. Such an appraisal should be linked (o a similar appraisal of
The Child Developmental Clinic Service. The need for a school medical service as
operated ai present, which absorbs a high proportion of the time of area medical
0“1_(26[5, must be consificred with reference to the operation of the child developmental
(cjl}n_lcs. There are ‘vanalions in the practices relating to child health services between
'lﬁercnl community care areas. Within the limitation imposed by the statutory
lrz:]mework for the services, some Directors of Community Care put more emphasis on
S‘l:' ool medical inspections, while olh_ers emphasise the extension of child development
clinics. These variations could provide useful bases for comparisons of effectivene

and efficiency of various arrangements. *

In conclusion there € )
» isa need fora review of all child health services in terms of "ecds
.
ObJCCllVCS, means and oulcome,

,{hf Rolle of Psycfh?llogists in School Health Services

ey element of the school medical services at pres i

psychological assessment of children identified as?lavfr?gl llsalr?\?nagrﬁrflfgigmfigswr?&ﬁ lfl?;
schoc_)l system. 1t has repeatedly been pointed out that a school psychological service on k
the lines enyl_saged by the Commission of Inquiry on Mental Handicap (1965), i.e. a
teamn comprising a school medical officer, school psychologist and a social work'er. I;as
n':)l been sei up. (7) Howe_ver, He{illh Boards are increasingly employing psycholog'isls
though the numbers are still very limited. Diagnostic Assessment and Advisory Service;
under the auspices of voluntary bodies providing services for mentally handicapped
people and Child Guidance Clinics are widely used for psychological ass&ssmenlsppin
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some Health Board areas these services are used only where menial handicap is
suspected and following assessment by a Healih Board psychologist. In other areas
where Health Board psychologists are limited in number or non-exisient, Diagnosiic
Assessment and Advisory Services, Child Guidance Clinics, or sessional psychologists,
are used for first line assessments. Stalistics are nol available on the number of referrals
tp psychologists in differeni areas, on the number of referrals made through the school
medical service and al other times by teacher, general praciitioners, and parents.

I1 is not clear thal the present service which has evolved in the absence of a school
psychological service is adequale or appropriate.  The Departmient of Education
employs psychologists as guidance counsellors ai the post-primary level. There are no
indications that it proposes 10 provide a psychological service tor primary schools. The
present Healith Board provision should be evaluated. In the study of 1he school medical
inspection already referred (o, the iake-up of referrals 10 Child Guidance
Clinics/Psychologists was only 56%, which was lower than the take-up of referral 1o
any other service (8). 11 is probable that if an educationally orienied psychological
service were integraled into the school system 10 a greater exteil 1ake-up would be
greater. The present situation is conducive 1o referral for psychological assessment
when the need may be for advice on classroom management. Apar from the expenses
involved in the frequent use of sessional assessmienis, the presenl arrangements militate
agains! an overall assessment of 1he needs of particular arcas, schools or population
sub-groups.

(iii) The Role of the Public Health Nurses in Child Health Services (9)

The Survey of Workload of Public Health Nurses (1975) found thai while children

comprised 4.7% of district nurses’ patients in 1972, they accounted for 25% of nurses’

home visiting time. Most of the nurses’ work with regard 10 children is preventive:
*The primary aims of home visiting by Public Health Nurses are the promiotion of
positive health in each child, the early discovery of defects or other physical,
mental, social and emotional problems and the prevention of avoidable physical,
mental, social and environmenial deprivation” (10}.

In complying with these aims a wide range of activities are underiaken by public health
nurses:

— A nursing service for infanis up 10 6 weeks,

— Home visiting of handicapped children;

—  With regard (o children aged 6 weeks 10 2 years — home visits and atendance
at developmental and child health clinic;

— Developmental paediatric work with children aged 2 10 S years;

— School health work with children aged 5 to 15 years.

In the current Department of Health guidelines 10 public health nurses on home visiling
of children it is recommended that each child should be visited al leasl 6 1imes during the
first year of life, and, more frequently in the case of children who appear 1o be
vulnerable (11).

Further visits are recommended a1 18 months, 2 years and 3 10 4 years. The successful
operation of this visiting scheme is dependent on early notification 10 the nurse of
infants born in her area. A study of the Maternity and Infant Care Scheme, carried oul
by the Department of Health and Medico Social Research Board in 1980, showed that
45% of babies were not visited in the first week after discharge from hospital: the
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percentage varied from | 1% in (he Midland Health Board area 10 62% in the Southern
Healih Board area (12). This vqrialion is probably due 10 differences in notification
procedures and also ay be associated with public health nurse/population ratios — the

Southern Health Board has the highest Population to public health nurse ratio in the
country.

The domiciliary devek)p.mem work of the public health nurse is Pariicularly important
in lhose_ rural areas which are outside the range of developmental and child welfare
clinics; in these areas the public health nurse is the key person in the community care

seryicije, in the detection of developmental delays and handicap during the pre-schoo}
period.

A considerable part of nurses’ time i devoted t

_ r 0 school medical services. This involves
screening for hearing and visual defects and at

tendance at school medica| inspections.

The pub_lic health nurse is the potential source of a considerable amount of basic
information necessary for planning and evaluating maternal and child health services

At the present time this information is not recorded in any centralised system. Recer{(
developments in the North Western Health Board are of interes in this regard. In that
area a Community Care Information System has been developed, which facilitates the

reco‘rdujng and utilisation of basic but essential information routinely recorded by
professional workers.

servif:e from the point of view of the consumer. The curatjve nursing demands on the
public heallh nursing service are increasing due 1o earlier discharges from hospitals (13)
Wha(: if any, negative impact this having on primarily preventive elements of lhé
nurse’s work, such as her work with children, is not known at present,

}n summary, considerable variation in the availability of child health services has been
ldenuﬁed'and a review of these services recommended. The absence of a school
.psyctgolog(cal service has been noted and some associated problems have been
!demlﬁ.ed. The public health nursing services for children have been outlined and the
Increasing curative nursing demand on the service noted in terms of the possible
pressure on the primarily preventive child health services.

3. PERSONAL SOCIAL SERVICES FOR CHILDREN AND FAMILIES

Y . .
The term "Personal Social Services” refers to those social services which essentially

entail a personalv rela(iopship between client and service provider. The sub divisions of
the personal socigl SErvices are:

(i) Social Work Services:

{i1) Services supplemeniary 10 family care:
(a) Domiciliary services, i.e. ‘
— Child care workers with families
— Home help services
— Home managemen; advisers

(b) Day-Care, i.e. .
— Day-Nurseries/child minding/playgoups
— Day-Fostering

(¢) Community Projects

(iii) Aliernatives to family care:
— Adoption
— Fostering
— Residential Care

A major review of personal social services for children was undertaken by the Tas.
Force on Child Care Services which was set up in October 1974 following a Governmer
decision allocating to the Minister for Health the main responsibilily in relation 1o chil
care. Aninterim report was issued in September 1975 and the final report in Septembe
1980 (14).

No major action relating to the recommendations in the final report has been taken at
Health Board level 10 date. The Task Force recommendations have majo
administrative implications for Health Boards. The implemeniation of thes
recommendations would extend considerably the role of Healih Boards through thej
designation as Child Care Authorities (C.C.A.). 1t is envisaged that the work of th
C.C.A. will be assigned to the Community Care Programme. However, the repor
emphasises that child care services, with family support services, should constitute ;
separate body of services distinguishable from health services (15). The primar
emphasis of the report is on considering the child within the context of his/her famil:
and local community and an extensive range of recommendations embodying such ar
emphasis is made. In the following sections those services for children which are part o
the present responsibility of health boards through the Community Care Programmx
will be considered with reference to the recommendations of the Task Force. A review
of these recommendations indicates that there are serious shortfalls in the present rangg
and level of services. The focus on the Task Force recommendations is adopted becausc
the Task Force Report is the only comprehensive official discussion document or,
children and it is believed 10 be the framework for official proposals for the
development of services. An additional official report on adoption has also been
published and used as the basis of adoption legislation — the Report of the Adoption
Review Committee (16).

Personal social services to children provided under 1he Community Care Programme
can be categorised broadly as either supplementary or alternative 10 family care.

Services supplementary to family care may be directed towards all children, for
example, community pre-school playgroups. Alternatively they may be resiricted 1o
those who present identifiable special needs or who are assumed 10 be at special risk of
family breakdown — the key fact abous services of ihis second type is that they are
directed towards children who continue 10 live in their own homes,

Aliernative care refers 1o help for children away from the family home which should
aim:

"

- at avoiding 1the worst consequences of child actually having 10 spend lony
periods in substitute care ... It would include preventing his remaining in care
unnecessarily or in forms of care which were not appropriate 1o his needs” (17).

Services under each of these headings will be considered in turn. Since the social work
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service is involved at both levels, issues related (o it will be considered first.

(i) Social Work Services for Children (18)

OneA of the key_ e}gmenls in the implementation of the Health Boards’ personal social
service responsibilities for. children is the social work service, Furthermore, the major
part of Health Board social workers' functions relate to children, in particular to the

Health Bqards' slatutory responsibilities for children. These responsibilities relate to
the following areas:

— Adoption enquiries, assessment and placement (19)

— Lopg and short-term fostering enquiries, assessment and placement (20).

— Children at nurse - supervision of children so placed (21).

— Admissi_on Lo care of children whose parents are not jn a position to care for
lhem. either temporarily or permanently and follow-up work with child and
family (22).

— Fit Pergon Orders which entail supervision of child placements and follow-up
work with parents (23).

Apart frorp work associated with these statutory responsibilities Health Board social
work services relating 10 children can be broadly categorised as (a) advisory and
casework services and (b) development of community resources for children. Advisory
fmd casework services can cover a broad range of activities — assessment of needs
mdlyldual counselling of child and/or family members and organising approprialé
services.  This may involve allempts to mobilise community resources in the
developmens of support services such as community play groups or day-fostering,

(i) Supplementary Services

Supplemeniary services (o families include Domiciliary Services,

R : Day Care Servi d
Community Projects. Each of these will be considered in turn. Y rices an

Domiciliary Services

Services which help families to care for children in their own homes are limited in

availability; such services could involve child care workers and /or home helps and/or
home management advisers.

As regards child care workers in the family home, the Task Force Report identifies

certain silualfons in _which the assistance of a specially trained worker could be
mslrumeqtal In enabling some deprived children o continue living at home e.g. in
parental illness, because of severe f: ily problems or where family care is being re-

established after residential placement. Thi ice i :
. ist of service is
Present (24). yYpe is almost non-existent at

Therg gr; Six 1raining courses for.child care workers (25). Most of the emphasis in these
courses is on working with family sized groups in residential settings. The training

needs of child care workers with families have not been identified ei
tified
of Healih or Health Board level to date. Hied cither at Department

]rl rclalﬁon 10 the home help service, the Department of Healt
issued n 1972 identified the priorities for service as families where children would
_olherwnsc have‘lo pe placed in residential care, and elderly people; the present position
is lh_a_l the service is oriented almost exclusively towards old people (26). In 1976, 612
families benefited from the services, including approximately 2,000 children. In '1981
the most recent year for which data are available all the non-aged recipients amounted

h guidelines on the service
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to just over 1,700. This figure includes not only families, but also handicapped people.
The present service is deficient in two respects. 1t does not exist in all areas and where it
does exist it is inadequate; furthermore, the skills needed to work with families
experiencing severe difficulties have not been developed in most areas.

A home help service was identified by the Task Force on Child Care Services as one of
the most effective ways of helping children in their own homes. The role of the home
help within the context of child care services was seen as the provision of help at various
levels to families who experience special difficulties. This can vary from temporary
breakdown of normal arrangements due to illness of the mother to longer term
problems resulting from limited capacity on the part of parents to care adequately. The
service proposed was seen as being different and distinct from the present home help
service. The new service would be part of the overall child and family services and
would require specially trained home helps. The kind of iraining was not specified. To
date action to develop this type of service has been limited. In a few community care
areas "home-makers” have been recruited. These services are at present dependent on
individual initiatives. This is an undesirable situation — if the service is considered
essential, it should be available to people with similar need irrespective of location.

In the case of home management advisers, a small number are employed by Healih
Boards to provide a domiciliary and community orienied advisory service to families as
part of the community care team. Outside of the Western Health Board where there is
one adviser in each community care area, the service is very limited and non existent in
most areas.

Day Care Services

Day care covers a wide range of services: Child-minding, day-fostering, creches, day
nurseries, nursery schools, playgroups. Comprehensive information on the present
level of services is not available. The Department of Health collects information on the
number of children attending “day centres” financially aided by Health Boards — for
the most part day nurseries but also some creches and community pre-school
playgroups (27). The Irish Pre-School Play-groups Association collects informaiion on
the services provided by its members.

At a general level a distinction can be made between day care services provided on a
commercial basis (the vast majority of child-minding at present) and those provided by
voluntary groups; a further distinction can be made between those voluntary groups
who are and are not aided by Health Boards. The involvement of Health Boards in the
provision of day care services is generally indirect and limited in scope.

Under Section 65 of the 1953 Health Act Healih Boards may contribule 1owards the
running costs of day services operated by voluinary agencies. In recent years the Health
Boards’ support has increased. Thus, in 1980 the number of assisted centres was 87 and
in 1984 it was 234. These cenires caier for 6,100 children ous of a total of 20,000
children attending all day care cenires throughout the Country (27). In practice the
types of services aided are creches, day-nurseries, a limited number of community pre-
school playgroups, and the specialised pre-schools run by Barnados and the 1.S.P.C.C.

The level of provision of ihese services varies enormously from one area 1o another; in
most areas, however, the number of places is increasing (28). The provision of day care
services presents considerable problems in rural areas because of transpori problems
(29). Consequently, even in Health Boards with relatively high overall provision ihe
distribution is uneven. A further contribution to the uneven development is the fact
that provision is exclusively by voluntary bodies with the financial aid of Health Boards,
thus in most areas there is no overall plan for the development of services, rather their
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Apar} from lt_le distribution and character of services, two additional factors need 10 be
cons:ndered with regard (o the adequacy of services: firstly, the time periods over which

operates a system of voluntary registration for its members.

The Working Party ReporlA on Child Care Facilities for Working Parenis (1983) has
made general recommendations calling for the extension of day care facilities:

"The overall_aim of official policy should be the provision, as soon as possible, of a
comprehensive day care service in each Health Board Region to cater for the needs
th

off wor(l;i;)g parents and others whe have difficulty having their children looked
after” .

services should be provided through, or under the aegis of
Programme.

Neither the Task Force nor the Working Party on Child Care Facilities for Working
Parents spccnfied guidelines relating o the leve| of day-care provision, The Task Force
fecommendations are based on the principle that the cost of day care should be borne
by I users as far as they can afford 10 do sa. The extent to which the C.C.A. should
provide services should be related o the needs of parents and children in each area’

"lak(i{]g iplo consideration factors such as the overal| environment, the number of
families in need of support of thjs Nature, and the extent (o which it js considered
lha‘l the particular service will prove 1o be effective in preventing stress situations
which would endanger the welfare of the children or place them at risk” (33).
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With regard 1o playgroups it is specified by the Task Force that the CCA should not be
involved in provision but that the efforts of voluntary groups could be supported and

ts should be made available Lo organisations such as the Pre-School Play
Group Association towards the remuneration of area organisers. Further, it was
recommended that for playgroups and private child minding services there should be a
system of voluntary registration with the CCA.

At present the IPPA is funded through the Eastern Health Board for a national
organiser and by the Southern Health Board for a regional adviser. In 1982 there were

are organised and financed Co-operatively by parents and other members of (he
community. A minority of community playgroups are aided by Health Boards.

Because of the self-help nature of these playgroups their success is dependent on
community resources, notably such resources as premises and equipment. Thus, the
provision of pre-schools by the community may be most difficult in areas of greatest
need and in particular for those with greatest needs within these neighbourhoods (35).

Where voluntary groups identify a need for day care services provision, the funding of

such services presents considerable difficulties. Some of the services provided at present

facilities proposed by community groups.

Itis recognised that the provision of effective day care services may be expensive, but an
evaluation of this expense must take into account the purpose of day care and the cos(
of alternatives. Whether or not a particular day care service forms part of a range of

night time, or weekend supplementary care may make the difference between ability o
cope and the need for residentjal care for children. In this regard the whole range of

As regards day-fostering, this service differs from ordinary fostering in that the children
involved do not reside in the foster homes. The arrangement is comparable 10 a
specialised kind of child-minding arrangement for children with special needs for whom
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1:::: Hgalth ABoard has underiaken responsibility. The Health Board is accountable for
; ¢ suilability of the arrangement and responsible for the standards of care. The day
oster parents are selecied and trained to provide care.for children from families where

there are specific proble jective i initi
P uni;t’fx problems or crisis. The objective is to prevent initial breakdown of the

Day fostering operates in 1wo communit 3 in | 1

[ f . ) y care areas, both in Dublin. A report
compiled on the service, in one of the areas, indicates that it has been remarkgbly
successful In preventing family breakdown (37). Of 65 children fostered over an 18
month period ithree quarters were described as at risk of family breakdown. i was

concluded thai half of the children would have b i i i i
Foscting was nar ayoiiane | een placed in residential care if day

The Task Force on Child Care Services identified Day Fostering as a necessary option in
the range of sypplcmemary care services. It was staled that the need for this type of
care wpuld arise only in a minority of cases. This may be a conservative view of ihe
po‘lenglal of this 1ype ovf service. In urban high density comimunities the potential of day
'f]oslcnng may bc considerable. (High population density is importani since the foster
lome must be w1{h1_n easy access of the natural home). Day fostering is appropriate in
siluations where It Is necessary to care for children at risk, and yet desirable to avoid
tolal separation from family of origin. It may also be appropriate in the even! of
sickness or hospitalisation of full-time carers and in providing relief to parents of
mentally or physicaily handicapped children.

Community Projects

The concept of community in the sen i i

se of neighbourhood is central to 1
advocaled by the Task Force which siressed that: he approach
"services for ghildren and lI}qir families should, where possible, repsond to the
needs of defined ) cpmm_umtu:;, that the communities concerned should be
encouraged 1o participate in the identification of needs and in the operation of the

services, and that the maximum involvement of chi ' ili
, th children’s families sho
encouraged and facilitated” (38). uld be

The Task Force recommended that thea

k e ppropriate structure shol " cally-bas
system which aims 10 provide as far as v 1o cally-based

t possible a comprehensive servic i ”
(39). 'll was enylsaged that such a system shoulr()i create a mecfil:: ag%cl)v::dar:ﬁd
potqnually a pooling of resources between the CCA and the community. Two of the
sr,:l:r_vtﬁ;s advocated by the Task Force have an explicit neighbourhood orientation, viz
chg ourhood Youth Pro_)ccls and Neighbourhood Resource Centres. In its Interim
eport (1975) the establishment of three Neighbourhood Youth Projects was
recommendgd. _At present there are four of these projects in operation, one each in
Co‘rk‘ and Limerick and 1wo in Dublin (40). The services provided are ain"ned primaril
al children from 1016 years who need supervised are of a non-residential nalure bu)ll
are not reached by traditional youth club activilies. Apart from the core rou' of
young people these projects have a lower level of involvement with a wider fringge grrz)up

ild —_
of ch ren tn 'aC[ unis Cxplkl[ly recommended lJlal [hcy should not focus Solely on

In uts Final Repori the Task Fore
Resource Centres which would b
meel logether with CCA work
families in the area:

¢ recommended the establishment of Neighbourhood
e !oca! points al which people in the community could
ers 10 identify the need for services for children and

“Its functions would be to mobilise community resources on behalf of children and
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their families and, by combining the resources of the community, voluntary
organisations and the CCA to maximise their impact on the well-being of children
and families in the area” (41).

The exact form of the centre would depend on the size of the area, local needs and
£xisting services — in some instances il is envisaged the CCA services would operate
from it. In order to avoid stigma the Reporl suggests that the centres might provide
some facilities or services needed by the community as a whole, for example, meeting
rooms. One project similar to the recommended Neighbourhood Resource Centre has
been established by a Health Board. This project — The Family Resource Centre — is
in Cork City and its project emerged oul of the activities ot a Neighbourhood Youth
Projecit which had been established in the same community in the wake of the Interim
Report of the Task Force. There are operating at present a limited number of other
centres, similar 10 the proposed resource centre, under the aegis of voluntary
organisations, for example, the four ISPCC Family Centres and Barnardo’s iwo
Neighbourhood Resource Centres.  While none of these centres fils exactly the
prototype outlined in the Task Force Final Report, in that Health Board employees
have little direct involvement, all ot the centres have one of the distinguishing
characteristics emphasised in that Reporl, viz, community involvement. In some of the
cenires there is a high level of co-operation between professionals and volunteers. All
of these centres were established to provide suppor tor families with a particular focus
on those with multiple needs. Consislent with the community orientation, each of the
centres lailors i1s approach 10 local circumsiances, consequently cach centre differs
from the others in the services provided. The range of services include family
counselling, day care, toy libraries, pre-teen and youth groups, mothers’ groups and
community information services.

These centres are aided by Healih Boards, but most of 1he funds come from the
voluntary organisations involved. Just under 50% of 1he cost of the ISPCC centres is
met by Healih Boards. The Barnardos Centres are not directly funded, bul the
organisation is grant-aided centrally for its services. If the costs of these services are
evaluated purely on the basis of the core group of children involved and in relation 10
conventional social casework services the cosis appear high. However, the relevani
crileria are outcomes of involvement, not in the short ternt but in the long term and in
particular the prevention of fuwure difficulties. This poinls 10 the importance of
ongoing evaluation of services. The ISPCC Family Centres are being evaluated and
results to date (since 1979) are encouraging (42).

The development of communily projects is nol an easy task. lssues that need 10 be
teased out before such development takes place on a wide scale include the following
three:

— How is local community involvement 10 be realised?

— How is the relalionship between s1aff, the employing body and the community
10 be structured?

— On what basis are priority arcas 10 be identified?

The experience to daie in the limited number of projects and cenires provides essential
information for this review.

In summary, supplementary services 10 families are limited in availability at present.

Ideally each community care area should have a comprehensive range of such services
— this is not the case in any area and some services are particularly limited.
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(i) Alternative Care Services

The present range of alternatives to famijly ¢ i i
¢ S amily care for children are ado Lion, fostering an,
fesidential care. Each of these will be considered in turq. piion. gand

are now being offered for adoption. |n other countries such
! " ! . a decrease has beep
associated with a broademng of the range of children being adopied so that children

with physical, sensorial and mental hand; chi i i
now by adoney iaps and children with other special needs are

thirty-four per ceny were placed in long term foster care, 16% in shory- in
private foster care and 47% in residentia] care. Privau': fosler-c:rgri[s l:(;rl:i‘_;a;g 'a::::og:
e:gclusnve!){ to the Eastern Health Board area. This category includes children placed
with families prior 10 adoption and other children “at nurse’ op a more long-term basig
In» 1983 the bercentage of children fostered by the Health Board was highest in lh;?
Midiand region (74%) and lowest in the Eastern Health Board region (26%) (43).

Overall, the percentage of children in f

{ L placed in foster care appears to have beep
mc;reasmg. The final column of Table A3.]2 shows that nationally the percentages of
children in short-term and long term qu[er care respectively are 16.4% and 33.7%,.

g‘hese ﬁgurps hav;: increased gradually in receng years and indicate that oq a national
asis {here 1S a shift towardg ncreased use of foster care (Data for successive years are

refer to repeated episodes for some children.

The gradually increasing use of fostering is also reflected in the figures relating to
children actually in care in 1980, 1981, and 1984 (Table A3.13). In 1980 there were
2,456 children in care, of whom 45% were fostered through the Health Boards and 8%
were privately fostered. By 1984, the number in care had increased to 2,552, of whom
50% were fostered through the Health Boards and 3% were privately fostered.

Fostering

When fostering is arranged and paid for by Health Boards, it is referred 10 as
“boarding-out”; when it is arranged by private individuals or voluntary organisations it
is identified as placing children "at nurse”. The former is legally governed by Sections
55 and 56 of the 1953 Health Act. The regulations relating to boarding out by Health
Boards are set out in the Boarding out of Chiidren Regulations, 1983 (44). The
document states that a Health Board shall not send a child (o residential school "unless

In Ireland, to date, foster care has been considered an option almost exclusively for
younger child(en (i.€. up to about the age of 6). _The risk of breakc!own in foster care

“the impression in the Department of Health is that breakdown is infrequent,
There is, however, no reason to believe that the situation would continue if a wider
range of children were placed in foster care under our existing foster care system”
“47).

The Task Force recommended that fostering should be one of the options for every
child irrespective of age, health and behaviour. In this respect it notes the success of the
Special Family Project in Kent. This project was set up in 1975 as a demoanstration and

research project designed to test the assumption that adolescents with severe problems

successfully and beneficially. Fostering of older children has been initiated in some
community care areas in the recent past. Experience from these areas should provide
valuable guidelines towards more extensive development in this area.

The Task Force Report identified four factors which have impeded the development of
foster-care:

— The absence of integration in child care services

— Social attitudes 1o foster-care

— The complexity of foster care and the diversity of responsibilities which
different types of foster-care entail

— Insufficient resources for foster-care services within child care agencies and
insufficient commitment to the principle of family placement.

The absence of integration in child care services, particularly up to the carly '70's,
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The Fostering Resource Group is a team of five i i

) { social workers who act in a resource
capacity to area lcam? in the Eastern Health Board area. The fourth point js of
particular Importance; it 1s essential that acceptance of the principle of family placement

for those so placed (50). Information on i is i
. . each of th
appraisal of the present leve] of services. 3¢ Polls ls imporiant for an

ﬁf_zsidenubl Care Services
istorically, legal responsibility for residential care for child ivi
C ren has been d d
lb)t;lween the Depanme.nl of Heallh, which approves certain childrens’ homclswzfle
SChparllsmem of Education which had responsibility for reformatories and indu.;lrial
00ls, and the Department of Justice which has responsibility for probation hostels.

Almost all residential services for children are provided by volun i
ﬁnansed (t.lr‘ough pubh.c funds. Upto January 1984 the two n¥am mle?gicmf:n?:c(:
l\;:rc certified mduslr{al schools” which were administratively under the aegis of the
Jcpartment of Efiucalnon, and homes approved by the Department of Health, The
l;?lg'med industrial schools* chan}ged considerably in their operation lhrougho.u( the
or s following the recommendation of the Report on the Reformatory and Industrial
" ools System (Kcnnedy Report, .l ?69) (§l). The Report recommended a family group
Mme approach instead of the traditional institutional approach. Considerable progress
was made in this regard, both through modification of existing homes and the
construction oAf new homes. |[n addition, the number of children in these homes
gﬁiclzieraes:d hf()zl;sg%r:glly (frohmﬁ,% u;8269 si:ahools (which had 3,750 places) in 1969 10 755
I s (whic places) in 1982. By that year th jori
:)hlaces n these schools were occupied by children referred iy Hca)l,lh Boaerclrfsul Jcl):ll);ng
ere were 20 homcs approved by the Department of Health catering for 465 children
compared to 658 in 1969. The considerable decrease in numbers in both types of home;
probably reflects _lhe availability of community supports — social work and
supplementary services and the greater use of adoption and fostering in the later period

With the exception of the special residential school at Clonmel which should continue to
be run under the aegis of the Department of Education, i1he Task Force Report
recommended that all residential sery wes for chikdren should be the responsibility of the
Dcparlmcm of Health and the CCA in each region. In August 1982, the Government
took a decision (o act on this fecommendation. The implications of this change were
cxploredv b)( a joint Department of Health/Department of Education working party
Responsnbnlny for these services was transferred 10 the Department of Health with effec{
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from January | 1984, Residential services are now opcrating on a budget system; the
budgets are negotiated with local Health Boards on the basis of national guidelines.

If the other recommendations of the Task Force are to be implemented considerable
changes in the present structure and range of services will be necessary. The
reconunendations entail a range of residential services within, or within easy access of,
each community care area:

— Community residential centre, which would caier for the ordinary needs of the
area through the provision of short and medium serm care for children of ail
ages from the area, and should have not more than 24 places. It was envisaged
that given adequale resources in terms of staff, support services and financing
many of the existing residential homes would be prepared to provide this
service by revising their existing role. In addition to being a residential
resource these centres would be community oriented and might provide day
care services, including after school care for children in the neighbourhood,
and facilities for youth groups;

— Small residential units for five or six children were recommended for children
with serious personal problems who require intensive personalised care
including seriously delinquent children;

— Long-term residential care would be provided in centres operating on the lines
of existing group homes which developed subsequent to the Kennedy Report.
These centres would cater for children who would spend not less than 12
months in residential care and who can be catered for in an informal setting in
a mixed group of all ages up to 17 or 18 years,

— Special residential facilities for children who are severely deprived emotionally
and socially and who may also be educationally retarded are provided at
present under the aegis of the Department of Education at St. Joseph's Special
School, Clonmel, Scoil Ard Mhuire, Lusk and St. Lawrence’s and St.
Michael’s, Finglas. The Task Force Recommended that the latter two centres
should come under the aegis of the CCA.

Finally, the Task Force recommended that the CCA should be responsible for ensuring
the adequacy of the range of residential facilities in its area and the appropriateness and
quality of the services provided in them. A comparison of the above recommendations
with the present level of provision indicates serious shortfalls n provision with regard to
the first two. The revision of existing roles referred to in the first recommendation is
not a simple matter. The needs of children coming into care have already changed. If
other recommendations of the Task Force are implemented this trend will continue.
With increased support for parents on a domiciliary and day care basis and a
commitment to use fostering as a first option for all children, (52) those children
needing residential care are likely 10 have very special needs, consequently staff training
and support are going to be increasingly important. In addition, the present residentjal
homes are not evenly distributed throughout the country, thus if residential centres are
to be available within easy access of each community care area within the foreseeable
future planning needs to start immediately. The urgency of the need for progress in the
provision of the range of services is highlighted by the fact that there are still a minority
of children for whom there are no residential places available at present.

With regard to small residential units, a pilot project has been launched in the centre
city area of Dublin under the auspices of the St. Vincent de Paul Society and with the
support of the Eastern Health Board. This project has been evaluated over a three year
trial period and it has indicated the potential »f small scale residential units to meet very
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specific nccd; ina non-family context withou( resorting 1o traditional residential care
(5}). ln_ addition 1o the special needs of the children concerned, the community
orientation of the pProposed new residential services will mean thag the costs of

In summary, there has been a shift in the nature of alternative care since the early 1970s.
A marked decrease in numbers in residential care js evident, Fostering has been
increasing, especially since 1980. The changing needs of children coming into
residential care were noted as were the implications of this for residential services. This
change is associated with a marked shortage of appropriate residential services.

4. SUMMARY AND CONCLUDING REMARKS

pre-school health services considerable variatjon between areas in
ccessibility was noted. Similarly, considerabie variation in the scope of
the medical service and problems relating 1o the statistics collected were noted, Despite
questioning of the effectiveness of this service, research on it js limited. It was
concluded that there s 4 need for a review of all child health services, in terms of
objectives, needs, means and oulcome,

With regard 10
availability and a

Personal social services for children and families were considered under the headings of;
social work SCIVICES; services supplementary o family care (domiciliary services, day
care services and community projects) and alternatives (o family care (adoption
fostering and residential services). The development of services is uneven and no
communily care area has a comprehensive range of services for children. In general
services tend 1o be established in a piecemeal fashion in response solely to immediate
need without taking a preventive orientation or considering the range of services needed
in an area. A number of reasons for the present difficulties can be identified:

comprehensive, published discussion document af an official level on personal
social services for children;

— Coupled with the above, the unsatisfactory level of information relating 1o
personal social service needs and the limitation of resources even where needs
have been identified have both militated against development of a
comprehensive range of services;

— The nature of relations between voluntary and Stalutory agencies;

from area 10 area. Many voluntary bodies since the mid-'70s have adopted a
preventive community approach 1o their work — this often involves intensive
work with a core group of children and lesser involvement with a wider group.

This type of approach is relatively expensive if costs are considered in the short
term. There is a marked tendency 10 use such a short term focus in
considering the costs of proposed projects — thjs may be understandable
given a situation of limited resources for statutory authorities and the absence
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of comprehensive plans for services in individual community care areas;

The Report of the Task Force on Child Care Services provides the frgmework within
which personal social services for children are likely (o devclop._ lp considering progress
since the publication of the report two elements need to be distinguished: on .lhe one
hand, the philosophy underlying the report and, on the other, the administrative
Structure proposed. At this stage it appears that there is broad agreement on the
philosophy, viz. that the child must be viewed within the context of. his/her famdy.and
comununity and that children’s services must be seen as part ofA famvnly welfare services.
With regard 1o the administrative structure no such agreement is ev,dem. Thc_t chus of
this report is on services, however, and it is clearly evnden! that u_ladfequacxes in ll}e
present development of services are in many instang% associated wuh.l'nadequaaes in

A substantial Supplementary Report published with the Final Report of the Task Eorce
on Child Care Services argues that the objectives of the Report cannot be achieved
within the present administrative Structure. In this supplementary report a fourth

for Other Welfare functions. It appears that to date there hgs been no wid&spregd
discussion of this proposal. It is argued by some people within the health and social
services that it is premature to abandon the existing structure — that the reasons for the
present underdevelopment of services relate (o failure to implement the structure
proposed in the McKinsey Report. As already mentioned, the l?eparlmem of Health
commissioned a management consultants report on the Community Care Progrgmmc_.
This Report was submitted 1o the Community Care Reyicw Steering Committee in
March 1982. It is clear that until the present administrative issues have been resolved
the development of services will be impeded.
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(vi) at 12 months.

Health Care for Mothers and Infanis, A review of the Maternity and I
Scheme, Department of Health, 1987, ernity and Infant Care

Department of Health Working Party on General Nursi i
Stationery Office, 1980, p.s7. ’ ursing Report, Dublin,

Task Force on Child Care Services Interim Report, Dublin, Stationery Office,

:gg‘s) Task Force on Child Care Services Final Report, Dublin, Stationery Office,

Op cit; p.9l.

Report of the Review Commitice on Adoption, Department of Health, 1984,
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Parker, R. A. (ed.) 1980, Caring for Separated Children, London, National
Childrens Bureau, The Macmillan Press, p.45.

General issues related (o Social Work Services are discussed in Chapter 2.
(Legal basis: Adoption Acis 1952, 1964, 1974, 1976).

(Legal basis: Health Act 1953, Boarding out Regulations 1983).

(Legal basis: Children Act 1908, as amended by Children Acts 1934 and 1957).

(Legal basis: Health Act 1953 (Sections 55 and 56) and Boarding Qut of Children
Regulations 1983).

(Legal basis: Children Act 1908 — voluntary commilnient made (0 court).

In more detail these situations are as follows:

(i) where they cannot be cared for at home because their mother is ill or
absent for other reasons and their father is either in full-time
employment or absent;

(ii) where the parents, because of severe or perhaps, multiple problems are
unable to give the children the care they need and where the provision of
specially skilled, intensive help in the home for a limited period of time,
would be the best means of ensuring their welfare;

(iii) where having spent some time in residential care as a result of severe
problems, they are ready to return home but they and the family ueed
continuing intensive help for a time to enable them to maintain the
progress already made.

The six centres are Cathal Brugha St., the Regional Technical Colleges in
Waterford, Sligo, Athlone, Galway and Cork. Each of these centres takes 15-20
students on a three year course which has a major in-service component. Entrants
are required to have at least one year's experience in working with children in an
approved child care centre, not necessarily a residential home; an approved centre
could be a centre for handicapped children or a closed unit for young offenders.

The Home Help Service is discussed in chapter 2 (expenditure), chapter 4 (Service
for Older People).

A day nursery is a centre for the care on a day basis of children below compulsory
school age, whereas a creche is a centre for the care of infants; it is notable that
some centres designated as creches provide care for children up (o the ageofdors.

In 1982 there were over 20 places per one thousand 0-4 year olds in the Western,
Southern and Mid-Western Health Board areas, 12 per 1,000 in the South Eastern
area, 11 per 1,000 in the Eastern and Midland areas and less than § per 1,000 in
the North Western and North Eastern Health Board areas. These figures refer
only to those services aided by Health Boards.

Transport problems need not necessarily be an unsurmountable barrier. In this
regard, it is notable that the idea of the mobile library and bank are widely
accepted as appropriate means of delivering services in rural areas.

See chapter 2, regarding community worker posts.

Task Force Report Op. cit., p.134-135.
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(50
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Working Party on Child Care Facilities for Working Parents, Report 1o the
Minister for Labour, Dublin, Stationery Office, 1983, p.5.

Task Force Report, Op. cit., p.138.
Source: Irish Pre-School Play Groups Association.

Finch, J., ““Can skills be Shared? Pre-School Play Groups in ‘Disadvantaged’
Arcas’’, Community Developmeni Journal, Vol 18, No. 3, 1983, p.251-256.

Parker, R. A, Op cit.

Magee M., Day-Fostering — A Pilo: Scheme in a Densely Populated Dublin
Housing Scheme — Unpublished Report, EHB Social Work Team in Finglas
area.

Task Force Report, Op. cit., p.142.

ibid, p.143.

The projects in Cork and Limerick operate under the control of local
managemenl committees involving community interests, as well as others
involved in providing services in the area, for example, teachers, clergy, social
workers, school attendance officers, youth workers, health board officials. The
projects in Dublin are under the control of the Health Board.

ibid, p.145.

Nic Giolla Choille, T., The Wexford Family Centre Report,Dublin, ISPCC, 1983.
The number of children coming into care in the Eastern Health Board area is
almost eight times higher than the number coming into care in the Midland
Region.

Boarding Out of Children Regulations, S.1. No. 67 of 1983, Dublin, Stationery
Office.

Op. cit. p.|.

The same legal ban on refusal relates to residential care. In practice a health board
may refuse and force the parents to get a court order.

Task Force Report, Op. cit., p.167.

ibid, p.163.

ibid, p.171.

Some of this information is available for some Health Boards at present.

Report on the Reformatory and Industrial School System. (Kennedy Repor'l).
Dublin, Stationery Office, 1969.

Boarding Out of Children Regulations, 1983.

Gilligan, R., Children in Care in Their Own Community, Dublin, St. Vincent de
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Paul Society, 1983. It is notable that the objectives of this unit are _consh_jerqbly
broader in scope than are those of conventional services; notably, its objectives
include:
— Involvement of the families of the children concerned in the work of the
project; ) )
— The promotion of more positive attitudes among the local community
towards the problems of at-risk children and their families;
— Action research.
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4

) SERVICES FOR ELDERLY PEOPLE

1. INTRODUCTION

Community care for people aged 65 and over covers a wide range of services and brings
into sharp focus the importance of the interweaving of the informal, voluntary and
statutory sectors if an effective range of services is to be provided. Much of the
discussion in relation to community care during the 1960s related (0 services for elderly
people. The most explicit and wide ranging document in this regard is the 1968 report on
The Care of the Aged (1). The present range of services stems from the recommenda-
tions of that report. Before considering these services some key social and demographic
characteristics of the clderly will be outlined.

2. DEMOGRAPHIC AND SOCIAL FACTORS

The percentage of the population aged 65 and over fell from 11.1% in 1971 t0 10.7% in
1981. This percentage is low by intemational standards and is expected to continue
falling at least up to 1991. This decreasing percentage is related to the marked increase
in the younger population; the number of persons aged 65 and over actually increased
from 329,719 in 1971 10 368,864 in 1981 — an increase of 11.9%. Population
projections based on the 198} census indicate that the number of persons aged 75 and
over is likely to increase much faster than the population as a whole up to 1991 (2).

The population aged 65 and over is not homogeneous in terms of income, housing
conditions, disability, or need for health and welfare services. A useful distinction is
between those aged 65-74, frequently referred to as the ‘young old’ and those 75 and
over. The former comprise 6.9% of the population and the latter 3.8% (Table Ad.1);
the latter group are more likely (o have high levels of disability and need for health and
welfare services. Reflecting the longer life expectancy of women, fifty-seven per cent of
those aged 65 and over, and sixty per cent of those 75 and over, are women. Forty-eight
per cent of the women 65 and over are widowed, compared to 17% of the men. The
corresponding figures for those 75 and over are 60% and 27%.

There are marked variations in the percentage of the population aged 65 and over
between different health board areas, the percentages range from 14.5% in the North
Western Health Board area and 14.3% in the Western Health Board area 1o 8.5% in the
Eastern Health Board area (Table A4.2) Leitrim is the county with the highest
percentage of people aged 65 and over at 17.6%; in contrast the figure for Kildare is 7%
and that for Dublin County is 4.8% . As Table Ad.2 shows, six community care areas
have relatively high percentages of their populations aged 65 and over: Sligo/Leitrim;
Donegal, Mayo, Roscommon, Kerry and Area | in the Eastern Health Board area (i.e.
Dun Laoghaire and environs).

Almost one-fifth (18.4%) of the population aged 65 and over live alone; this ranges

from about a quarter (23.6%) in Dun Laoghaire Borough to 13.3% in Galway. All of
the County Boroughs have above average percentages of elderly people living alone. In
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addition, each of the following counties has 20% or almos; 20% of its elderly popula-
tion living alone: Monaghan, Cavan, Leitrim, Louth, Waterford and Wicklow (Table
A4.3). An ESR] study conducied in 1977 on the economic and social circumstances of
the elderly indicates that (he elderly who live alone are no more healthy than the rest of
the elderly — gver 0% reported a long term illness 3). Furthermore, single person
households tend 10 have fewer amenijes and durable goods than do other households
(4). Over 139, of those living alone reported that they would have no one 1o help with a
series of household tasks. Thirty-five per cent of single persons in rural areas would
have nobody 10 look after them in the event of heavy influenza and would have 10 go
into hospital: the corresponding figure for those in urban areas is 24% (5). About two-
thirds of all respondents had some children living, but this falls 10 abou half in the case
of elderly people who live alone. urban areas 56% of Tespondents had aq leag; one
child living within ten miles of home, the corresponding figure for rural areas was 489,

It was concluded that “In 8cneral, the children of fural parengs appear 10 be more
scattered than those of urban dwellers®’ (6).

centres, district hospitals and other general hospitals, abou 92% of the elderly
population are living in the community (7). There are no comprehensive studies of the
disability levels of elderly people either jp Tesidential facilities or living in the
community. However, there is considerable evidence 10 support the conclusion that
over a quarter of those in long-stay units have been admiied because of social reasons.
Table A4.5 shows that 21 .9% of patients in all long-siay geriairic units were admitted

for social feasons; the percentage for Health Board Voluntary Homes, however, is
65.2% (8).

In a swdy published in 1975 on admissions 10 County Homes in three Western counties
it was found tha; 39% of male patients and 20% of female patients scored high on
Measures of self care and could feasonably be regarded as suitable for care ip the
community; 41% of residents were living alone prior 10 admission (9). In a more recent
study of one geriairic hospital (formerly a county home) it was found that 379 of the
palients were fully capable of managing their own self care needs, and that 35% of the

no substantial difference evident beiween those who live alone and the rest of the elderly
Populaiion (11). Almost 60% of the 65-69 year olds and 67% of those aged 80 and over
Teporied a long standing illness (mostly problems associated with the circulatory system
and the muscular skeletal systems). A study by a medical doctor in a Dublin parish
indicates that there js a significant amouni of undetected treatable illness among some
elderly people living in the community (12).
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» while the percentage of the populiation rcprcscmcd‘ by cldcrly people is
(ljr:zcsrl;asmﬁ:ythcir numbe?‘i:s increasing and this is expected Lo continue, particularly ghc
number aged 75 and over, at least up to 1991. The vast majority of elderly persons live
in the community and the vast majority of these live wut! fqmtly mcmbe(s: However, a
significant minority of the elderly population are living in isolated conditions.

Furthermore, the latter group are over represented among the residents of long-stay
hospitals and homes, and at least a quarter of the residents of ihese long-stay are
admitted because of social reasons.

3. RANGE OF SERVICES

C ati lating 1o a very wide
The report on The Care of the Aged made rcuommcndauon§ re \
range of community services which were dependent for provision on Health Boards,

(i) Domiciliary Services \
The three principal domiciliary services are the public health nursing service, the home
help service and meals-on-wheels service.

Public Health Nursing Service (13) N ) o )
The Report on the Care of the Aged identified the provision ofa domnclhag nursing
service as a vital part of the services for the aged. Thc_z public pcallh nursing service
provides both a preventive health service and a domiciliary nursing service (14).

On the basis of the above information and the conclusion of the Working Party on
General Nursing, that in some areas the caseloads of the public health nurses are 100
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great (20), the indications are that the 1975 Working Party guidelines should be
reviewed. A key fo«;us of such a review should be on identifying the level of public
health nursing service and support services needed if institutionalisation is (o be

two issues should be considered :
(a) Prevention of admission and;
(b} Liaison between hospitals and community services (o facilitate discharge once
acute admission or short-term admission has taken place.

referred to, emphasises the key role of the public health nurse if community care is (o
become a reality:
“The importance of the district nurse as a provider of services for the elderly and as
a link with the voluntary or statutory services cannot be over emphasised. The
extent to which a policy of maintaining the elderly in their homes in the communiiy
for as long as possible can be pursued, is dependent on the extent to which the
public health nursing service can respond to the demands made on i1’ (21).

Liaispn _bclwcc;} hospital and community services is important for all people who are
h05p1§al|sed, Itis parlicula_xrly important for people aged 65 and over since their average

community; but these reports are not always sought prior to considering and planning
discharges. In the South Easl.em Health Board area full-time liaison nurses are attached

fhurse and area medical officer. The role of the nurse is central 10 the team. She
€xamines the home conditions of the elderly person (o ascertain what community
services are needed either to avoid the need for hospitalisation or to facilitate discharge
from hqspuaj. During hospitalisation the nurse participates in the hospital discussion on
the patient’s progress (24). This team concept has worked very well and is being
developed in some community care areas in the Western Health Board.

considered in association with questions relating 10 the range of services needed 1o
provide an effective community service o elderly peopie.

Home Help Service (¥3))

In 1981, the most recent year for which data are available, there were over 1en thousand
beneficiaries of the home help service; 83% (8,514) were aged 65 and over; this
represents 2.8% of the population aged 65 and over. There is considerable variation
between Health Boards in the percentages in receipt of home help services {Table A4.6).
In the North Western Health Board area 4.2% of the populaiion aged 65 and over,
compared to 1.5% in the North Eastern and 1.7% in the Southern Health Board areas,
were in receipt of home help services in 1981. Information on the home help service is
inadequate. Information is not available on waiting lists, on number of visits per week,
on number of hours per visit to each beneficiary. In addition, there is only limited
information available on the extent and nature of help 10 elderly people by neighbours
and unpaid volunteers. .

The ESRI study, conducted in 1977, indicated that while 1he majority of elderly people
living alone get help from relatives and neighbours in illness and with a variety of tasks,
a significant minority have nobody o help (26). In addiiion, 1his study found 1hat only
just over 1% of urban elderly people living alone, and jusi over 5% of rural elderly
people living alone, were geting a home help service. These figures are consistent with
the St. Vincent de Pauj Society Study, which indicates thai only 5% of the elderly living
alone were in receipt of a home help service. It appears, therefore, that a signficant
minority of elderly people living alone get help neither from neighbours, from relatives
nor from the formal home help service despite being in need of assistance. The planning
of an effective service is not possiblke without adequate information on both formal and
informal helping.

welfare home or geriatric hospital services (Table A4.7). In this regard it is notable that
both the Care of the Aged report and the 1966 Whige Paper on the health services
recognised the need for support 10 families.

Meais on Wheels Service

This service is provided akmost exclusively by voluntary groups, grani-aided by healih
boards through Section 65 payments (28). The number of beneficiaries of such services
is not known: it is accepted 1hai the vasi majority of recipients of these services are 65
and over.

In the St. Vincent de Paul survey it was estimated that only 5% of the elderly living
alone were getting a meals service. In 1985 £1.5 million was spent on meals on wheels
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services by healih boards: this figure may not retlect (o1a) public expendilure as some of
the grants (o (he voluntary agencies may also be apportioned (o meals-on-wheels.

Information op the nutritiona] slatus of elderly people in Ireland js also limited. Daia
available from studies by the National Prices Commiission indicates thag the nutritiong)
slatus of some elderly people gives cayse for serious concern. A study conducied during
May 1975 on a sample of old people drawn from residents of 3 low-income. central city
area.of Dublin indicates that (he diets of 739 of the sample were deficient in one or
more essentjal components (Table A4.8). Six per cent of the sample were deficient jn
energy gnd. all nuln’gnls; while thjs bercentage is smal) j; is of "*considerable public

The possible alternatives (o meals on wheels for meeting the needs of elderly people with
dietary deﬁcicncy are:

(@) lunch clubs or day cenire meals — generally appropriate only in urban area;
(b) use of home helps 10 cook meals;

©) Payment of neighbours 10 provide meals —— this is particuiar]y appropriate in

(d) an income supplement 10 thoge elderly People whose diei is deficient because of
y.

evaluation is noy possible with the information available a1 present. As a firg step

lowards evalyaiion it is essentia] that basic descriptive information be collecied on the

present service, for €xample, quantity apg quality of service, and the social, health, and .
economic characieristics of recipients,

(i1) Day Services

The Care of the

Aged Repori identified a need for a range of day services: Day
Hospitals, Day Centres, Clubs.
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Day hospitals

The objective of day hospitals is (o provide on a day basis some services usually
available only on an in-patient basis. [ addition (0 medijca] care, services such ag
physiolherapy, chiropody and occupational therapy are usually provided. Day hospitals
are administered a5 part of the Hospitals Programme. However,

cenlires are likely aiso 10 be in receipt of, or in need of, Community Care services, for

one of the hospitals concerned. In 198] the COsts per visit 1o one of the Dublin unis was
i 1 In terms of 2
comprehensive community based service these day hospital costs reflect only ope
element of services which mus; be backed up by Communily Care services. Taking these
into account, for example public healih nursing and home help the cost of a community
based range of services, including allendance of 2 days per week aj a day hospital, is
likely 10 be less than in-patient weekly hospital costs.

The National Council for the Aged has recommended tha; day hospitals be regarded as
an essential element in the Pprovision of a comprehensive service for the elderly. 11 was
Proposed that locations for these units, 10 serve defiend catchmen Populations, should
include genera| hospitals (both Health Board and voluntary), geriairic hospials, and
district hospitals (33). These recommendations illusirage the importance of liaison and
Co-Operation across Health Board programme boundaries jf an effective range of
services for elderly people is 10 be provided. A present the level of liaison and co-
operation between services in differeng programmes is very limited in some areas.

Day centres
The essential difference between a day centre and a day hospital is the fact that in the
former no medical care or investigation js carried out. The Care of the Aged Commitiee

seen as the relief of relatives, "'particularly those who have (o 80 oul 1o work, of the
ibi i (34). While it was
recommended that Healih Boards should arrange for the provision of day cenires in
populous areas, no recommendations were made regarding the appropriate level of
provision and no national guidelines have been developed since. The Eastern Health

The aims of day services may vary from broadly socia) aims (0 the relief of caring
relatives and/or rehabilitation, Rehabilitation js Patticularly imporian; a present
because of the limited availability of rehabilitation personnel on a community basis.
Day services, Particularly day hospitals and 10 a lesser exteng day centres, serve an
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A number of faciors can be identified 10 explain the low level of development or
absence of day care services in many areas;

— There are considerable problems associated with the provision of day centres

in sparsely populated rural areas — these relate (o transport costs and the

In addition, volunitary organisations often experience difficulties in employing
professional personnel because of the discretionary nature of their funding
(39).

— An important influence in some areas is the absence of pressure from
voluntary groups and/or the low priority of day centres as a service from the
health board’s point of view.

— The present division of responsibility for services by programme rather than

Hospital Programme, Special Hospital Programme, Community Care
Programme and Voluntary Organisations. A comprehensive range of services
is dependent on the co-ordinated action stemming from all these sources. A

care services, but the whole range of services for elderly people both residential
and community. Such a specification of aims and roles is absent in most areas
at present.

(ili) Accommodation

Much of the focus of service provision since the Care of the Aged Report has been on
residential services, in particular the improvement of long stay hospitals and the
development of welfare homes. This is understandable, given the pressure for
admission 10 these centres. However, as has been pointed out, only a small minority of

services is inextricably linked with the provision of community services. It is inadequate
10 consider any one element of service in isolation.

Living arrangements for elderly people can be conceived as a continuum from ordinary
housing through to special housing, sheltered housing, welfare homes and long-stay
hospitals. Such a fange encompasses activity by private individuals, voluntary
organisations, local authorities and health boards. The only element of Iivin_g
arrangements that comes within the Health Board’s Community Care Programme is
welfare homes and this is the case al present in only four Health Boards: Eastern, North
Eastern, Midland and North-Western. In the Western and South Eastern Health Boards
welfare homes are administered as part of the Special Hospitals programme; in the
Southern region they are administered as part of the General Hospital programme; in
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the Mid-Western region they are administered as part of the Hospital Programme — jn
that arca one programme manager has responsibility for all hospitals.

Welfare homes
Welfare homes were Proposed by the care of the Aged Committee as substitutes for
rdinary homes for those elderly people who were not in need of intensive nursing care
{which would be provided in long-siay geriatric hospitals) but could not be maintained
in their own homes even with the aid of home helps or in sheltered housing. The term
sheltered housing is applied to:
**. ... housing accommodation which gives each person a separate and
independent dwelling or flatlet with some common facilities such as dining and

In theory, the essential difference between sheliered housing and welfare home facilities
relates to the individual’s ability 10 look after his/her needs. The sheliered housing
resident should be able to do this with only minimal supervision provided by a warden,
while a welfare home residen; is frail or infirm and though not in need of extended
nursing care is in need of assistance with daily living activities. In praciice, the
distinction between these types of facility is not as clear cut as the above commenis

Welfare homes were envisaged as community facilities that would be Operated as homes
rather lha_n as hospitals; Chief Medical Officers (now Directors of Community
Care/Medlc_al Qfﬁcers of Health) would have overall responsibility for determining

fUrlhermore,.[he hospital locations are not structurally suited 10 the *home type’ welfare
accommodation envisaged by the Care of the Aged Commiuee.

There is considerable questioning about the appropriateness of welfare home provision

Or many of those admitted 10 date. In some homes exiended nursing care needs are
&reater thap was griginauy envisaged; this may be explained partly by the fact thag many
Of the people inuially admitied (o welfare homes were admitied from long stay geriatric

re; - > S

CO‘:;O?JS Tather than because of any disabilities (42). Statistics on long-siay geriatric units

residp ed by the Department of Health Planning Unit indicate that over one-sixth of the
DS in geriatric units were admitted because of social reasons. it would seem that
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this group would appropriately be accommodated in welfare homes, where ar present
65% of the residents are admitted because of social reasons, or in sheliered housing.

Despite the reservations about the present operation of some welfare homes it is
generally accepied thar there is need for a facility intermediate 10 sheltered housing on
the one hand and extended nursing care on the other. In some areas extensive welfare
home developments are envisaged (e.g. the larget for development by the Eastern
Health Board is 30 welfare homes, of which 4 have been provided); in these areas i is
believed that with adherence 10 the original criteria for admission and a non-

welfare accommodation is provided in single and double bed-sitters, equipped with
cooking, dining and bathroom facilitjes. Residents are encouraged to furnish these units
with their own furniture and personal belongings. In the South Eastern Health Board a
development at Clonmel has provided welfare accommodation in the form of self-
contained flatiets with communal facilities. 11 js envisaged that those in need of
extended nursing care will move 1o long-stay units. Thus, three distinct types of welfare
provision are being provided at the present time. This range of provision affords an
apportunity to evaluate outcomes on a comparative basis. In order to evaluate the
effectiveness of differeny kinds of accommodation cach must be evaluated in relation 10
other types of provision; thus, not only must different types of welfare home provision
be evaluated relative 1o one another, but also relative 1o sheltered housing.

Sheliered and special housing

Sheltered and special housing are the responsibility of housing authorities but can
involve Health Boards in a number of ways: Firstly, community care personnel often
identify a need for sheltered housing for individual elderly people. Secondly, if priority
rating is requested by a local authority housing applicant the Director of Community
Care/Medical Officer of Health, or Chief Medical Officer in Dublin, will be required to
Make an assessment of need and health inspectors make assessments of conditions.
Thirdly, in some areas, Health Boards make a contribution towards the running costs of
sheliered housing schemes 10 voluntary bodies, or co-operation with local authorities
through the provision of sites for sheliered homes (43).

Information on the number of sheliered housing units provided by local authorities and
voluntary bodies is limj

tmited. The Care of the Aged Report recommended that housing
authorities should reserve specifically for elderly persons a percentage of all dwellings
provided and thai initially 10% should be the aim. Since 1970, this 1arget has been met
in most years (Table A4.11). In addition, voluniary bodies, grant-aided by local
authorities, were responsible for the provision of 842 special houses from 1970 10 1981.
A survey by the Housing Centre indicates that in 1983 there were approximately 1,300
housing units for the elderly available for ren under the auspices of voluntary bodies
(44). Some of these special housing schemes, both local authority and voluntary, are
sheliered housing schemes. Outside the Dublin area, where Dublin Corporation .
Provides about 1,500 sheltered housing units in 32 warden schemes, the number of
sheltered units provided by local authorities is quite limited 45).

The statistics available do not aliow a comprehensive evaluation of the effectiveness of
housing provision for elderly people. The Deparument of the Environment does not

publish information on the size of watting bists in different areas nor on the socif'il and
demographic characteristics of those on waiting lists. Consequently, it is not pos;x_blc to
identify the number of elderly people who are on wait ing lists for houses. In addmoq to
this information, the number of elderly applicants who do not get on the housing
waiting lists is relevant from the point of assessing the housing conditions of the elderly.

Housing Conditions o

There is considerable evidence that at least a minority of elderly people are living in
deplorable housing conditions. With regard to the Dublin area only, the Alone
organisation estimates that 1,000 old people are living in markedly‘sub—smndard
conditions (46). The full extent of housing problems among the elderly is not known.

flush toilet and 16% had only an outside flush toilet. Nine per cent of respondents had
no electricity; these tended 1o be single males froin unskilled labouring and farming
backgrounds living in old detached houses in rural areas (48).

In April 1982, the Government established a special Task Force representative of the
Depariments of Health and the Environment, local aull_lorilics and voluntary

scheme are provision of waiter and sanitary facilities, necessary repairs 10 make the
home habitable for the life time of the occupant, refurbishing, necessary cleaning and
redecoration, fireplace installation and food storage facilities. The scheme is
administered by Health Boards in co-operation with local authorities and voluntary
bodies. The 1982 allocdtion was £1 million allocated between Health Boards as follows:
50% on the basis of the percentage of the population aged 65 and over, and 50% on the
basis of the number of houses without sanitary services. In 1983 similar amounts of

money were allocated. The scheme is continuing on a year-to-year basis and £1 million
was allocated in 1984.

Information on the schemes 1o date is that it has worked exceptionally well in most
Health Board areas. The key element in this success appears to be the flexibility and
commitment to speed in decision-making that characterises the scheme. A further
important factor is that unlike other schemes, notably the Essential Repairs Scheme and

long-term basis. In addition, this report suggested that the essential Repairs Grans
Scheme be extended 10 include a special scheme, with 100% grant aid — for structural
repairs of houses of the elderly (49).

Boarding Out )

There has been some experimentation with the boarding out of elderly people with
families. ko some areas the service evolved as a response 10 the accommeodation needs of
relatively independent people in geriatric hospitals, whereas in other areas it emerged as
a relatively informal arrangement between neighbours and is regarded by the Health
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A dpscriplion and evaluation of Boarding Out schemes h
National Council fqr lhc Aged (50). This slgudy indicates lha?:sirlxj?;%ttc/os?gli:ﬁgl t(;)é 112:
people were plgced In eight such schemes, under the care of 63 persons; five of the eight
xhcms were in Connaught and U]slcr; the schemes developed in an ad hoc fashigm
orgamsauoqal arrangements regarding payment, staffing, selection of clients and olhc;
malters varied greatly among the schemes. The National Counci] for the Aged
‘rjecommcnded that the schcmcs_ should be developed and thar guidelines should be
rawn up and lmplemenlefi; guidelines, it was recommended by the Council should
cover proccdu{cs for ggkcuon, deployment and training of carers and the mal'ching of
clients and caring families. Notably, the study indicates that the costs to Health Boards
of the schemes compare very favourably with the costs of alternative schemes: the
Paymcms Lo carers in the boarding out schemes were in the range £6-£30 weekiy in
mr;llrlzslazr \;eil:)lz c-gi;s o(l;(t £268,' £159, £86 and £50 for District Long-Stay Hospitals
Nusing Framer" cipect)ilvelyfmm Places, Health Board Welfare Homes, and Private

In summa , the i . . h
ang i vrg's possible range of accommodation services for elderly people is broad

are being admitted inappropriately to lon i

! ‘ : g-stay hospitals. Suppor( for th
Suggestion resides in the fact that at a minimum up Lo 20%s of ad?nP:sions to lo‘:] ':lll:r
units are made because of social reasons (50). gty

(iv} Assessment Services

1981 population would be 1,660; the actual ision i i i

qj ) W > 1,660; Provision in 1984 is 391, Given that 759,
;hc onginal provision was intended as rehabilitation beds it is evident tha( rchabililal“i(;)nf
services for elderly people are severly limited.

Given the low level of development of gerigri i
8enatric assessment units, the d 1
the South Eastern Health Board of aq Admission, nt, T?égl?ll:en::n:u?g

Rehabilitation Unit, attached 1o the geriatric hospital in Cashel, is of considerable
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interest. This service is closely linked to the Community Care Geriatric Assessment
team. The team consists of an area medical officer and a full-time public health nurse; it
is envisaged that an occupational therapist and physiotherapists will be included when
these staff become available. The home help service is seen as an integral part of the
service offered. The orientation of this Admissions, Assessment, Rehabilitation unit is
towards rehabilitation and return to the community, The expectation is that people will
be discharged, and re-admission at short notice is guaranteed if it is essential. Everyone
admitted to the hospital goes through the unit. The role of the public health nurse from
the Geriatric Assessment Team is central 1o this project — she acts as liaison person
between hospital and community and mobilises necessary domiciliary resources for the
person being discharged. This approach to assessment and rehabilitation appears o be
markedly successful. It is estimated that between 75% and 80% of elderly people
admitted are discharged home. The key factors characteristic of this service are its
orientation to the community as the base from which services are planned and flexibility
between programmes and services. Lack of flexibility characterises many residential
services for elderly people. In most areas once an elderly person is admitted 10 a long-
stay hospital or other long-stay residential facility there is little likelihood of discharge.

4. CONCLUDING REMARKS

The present range of services for elderly people has been outlined under four headings:
Donmiciliary, Day Care, Accommodation and Assessment Services. The central role of
the public health nurse in domiciliary care was outlined. It is not possible to establish
the adequacy of this or most other services due to the absénce of appropriate indicators.
Some indications that the service may be under considerable pressure, due 10 increased
curative nursing demands, were noted. The other major domiciliary service is the home
help service; this is available only to a minority of elderly people and then primarily to
elderly people living alone. The absence of appropriate information does not allow an
evaluation of the service. Similarly, information on the meals-on-wheels service is too
limited to allow for evaluation.

Significant short-falls in day services were ientified both in day-hospials (no part of
Community Care Programme) and day-care centres; the shortage of these services are
significant, particularly since they afford the only access to rehabilitation personnel on a
community basis for elderly people in many areas.

The number of Welfare Home places available is considerably below the level
recommended in the Care of the Aged Report. In addition, sheltered housing places
(provided by voluntary bodies and local authorities) are limited. The inadequacy of
these levels of accommodation is reflected in pressure on long-stay hospital accom-
modation, the supply of which is well over doubie the recommended level.

Geriatric Assessment unit places (responsibility of Hospital Programme) are grossly
under-supplied and non-existent in some Health Board areas. A significant
development in the South Eastern Health Board is 1he development of an Admission
Assessment and Rehabilitation Service attached 1o a geratric hospital. This service is
operated in close association with a commupity-based Geriatric Assessment Team.

A key theme which emerged in this overview of services is the division of responsibility
for services, not only between voluntary bodies and Health Boards, but also beiween
Health Boards and local authorities, and within Health Boards between different
programmes. This means that the range of services is dependent on isolated action from
diverse sources. The present development of services reflects a failure 1o co-ordinate the
action of the various sources. At present a Working Party on the elderly convened by
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SERVICES FOR THE HANDICAPPED

1. INTRODUCTION

In NESC Report No. 50, Mujor Issues in Planning Services ?
Handicapped .Persc.ms the position relating to sfrvices forf ﬁ;ﬁﬁ;«pﬁ: ndf hlzswa”)t/"
1980 was ogllmcd In considerable detail. In this present chapter the secggng Ofaslheoll
fepon relating to community care and the relevant recommendations are reviewed j
lerms of changes in .lhe ntervening period. In 1984 a Green Paper on services fi g
dlsab!gd people, entitled Towards a Full Life was issued. That paper cover: :l:
duability groups and the whole range of services. Those of its conclusions that h
televance to the community care services under review are outlined. ave

Section 2 of this chapier deals with general organisatio,
the dcvclppmem of services since 1980. In Seciion 3
four service areas s reviewed:

nal and funding issues relating 10
» the present position relating to

0] Domiciliary Care

(M) Day Care

) Suppor Services

(v) Rehabilitation Services

These areay were identified in 1980 as b

SUIMUNity care for the handicap €ing in need of particular attention, in terms of

3 INF
I'ORMATION. ORGANISATION AND FUNDING

Ihe cenirg] oy, identified i
on phy““"z g:tllcrsnerlldsf)m;flled n the NESC report was the absence of basic information
td disability and nee:jlf y hangilcappcd People in each community care and Health
NN on pe estany: hOr services. In 1983, the NRB was assigned responsibility for
"hhk‘ally and sengg’ lls ment of and monitoring of a record system relating to
Yuem by, 0 inilial(a y handicapped people. A review of progress indicates that the
Sicay Ty, reen B ed in most areas and substantial Progress has been made in some
Prosigey with the naccp:r on Disabled Persons states thai the Health Boards will be
et of an Cfficiemss'arty resqurccs Lo ensure the development and continuing
ur)‘racyldcm from the fa::r: lohr:lu::‘m" System, Thc advantages of such a system are
cor wmmuz"_; ianus in 198] [hue mental t.landl.cap record sysiem has facilitated the
Vices,




and at Dcparlmepl Health level a section relating (o mental handicap services. Such
structures have still not been developed with regard to physical and sensorial handicap.

A 1hjrd differentiating _faclor between the services for mentally handicapped people and
services for other handicapped groups was the higher level of statutory financial support

| : of support related to residential services, it is also
evident in the case of community services. With regard (o these services it is notable
that ghe types of organisations involved differ as between those involved with mental
handl{:ap'and those with physical handicap. In ihe case of mental handicap, service

personal social services, rather than the provision of facilities; finally they are for the
most part funded by Health Boards through Section 65 grants (1). The lauer
arrangement allows for considerable variation in the level of funding throughout the

country. This results in organisations being funded for the provision of services in some
Healih Board areas and not in others.

3. SERVICES

Fourvservice areas relating specifically 10 an enabling structure for community living for
handicapped people were identified in 1980 as in need of particular allention:

(i)

(i)
i)
(iv)

Domiciliary Care
Day Care

Support Services, including social work services.
Rehabilitation Services

In terms of Health Board activity, there has been very little change in any of these areas.

Hou!ever, some initiatives, mostly by voluntary organisations, are of interest,
Pariicularly with regard 1o domiciliary care.

() Domiciliary Care

A ﬂeij}e form of domiciliary care is an essential element of a comprehensive
community care service. The main domiciliary services available to0 handicapped
persons requiring a§sis}ancc OF Support are home nursing and the home help services.
The home help service is geared at present almost exclusively towards elderly people (2).

However the Green Paper makes a commitment to,
the steady extension of the home help and meals on’ wheels services as key
elemepls In our community care provisions. Health Boards and voluntary
organisations involved will be encouraged to pay special attention 10 the needs

of disab!ed people living at home and, as soon as resources permit, additional
funds will be made available for that purpose (3).

With regard to the public health nursing service the Green Paper states that the
Covernment will consider lhe need 10 improve the public health nurse/population ratio
In order 1o enable the service to play a more active part in the domiciliary care of the

public health nurses, the employment of SRN's in a supportive role and the extension of
coverage o a 24 hour basis. While an increase in the public health nursing service will
undoubtedly be beneficial for some disabled people the service is not geared towards
providing the constant care and assistance often at “"unusual hours* which a severely
handicapped person may need. A twilight nursing service, available in one community
care area in Dublin is clearly an essential element of a comprehensive service and could
prove adequate for some dependen: peopie. However, the type of help needed by a
handicapped person will often not be curative nursing, but nursing aid. Thus, a
category of support different from the public health nursing service and the home help
service is necessary for many severely dependent handicapped people. There is evidence
that care attendants can provide such a service on a very effective basis. The evidence
available indicates that such a service is beneficial not only for handicapped persons but
also for the carers of handicapped people (4).

Pilot Care Attendant Scheme

Early in 1983, the Irish Wheekhair Association introduced a 6 month pilot Home Care
Attendant Scheme in the north Dublin area (5). The aim of the service was to give
caring relatives relief at the time they identify as essential. This service was made
available to severely physically disabled people and their families. The essence of the
scheme which is similar in concept o the Crossroads Scheme in Britain (6), is that it is;

available at unsocial hours, at short notice if necessary, and that it can be
relied on 10 provide a well trained and competent service to severely disabled
persons and their families. It complements the service of the Public Health
Nurse and the Home Help Service. The Care Attendants act as a substitute for
the relative to enable them to do whatever they want 1o do or need to do .

Forty-one families availed of the scheme, 26 on a regular basis (Table AS5.l)and |5 on
an occasional or emergency intervention basis (Table A5.2). Many of those getting the
service were also in receipt of other community care services: |1 were in receipt of the
home help service and 13 were visited by public health nurses on a regular basis. Five
availed of both the home help and the public health nursing service. These figures
indicate that the levels of disability of those availing of the scheme was high. Family
reaction to the scheme was uniformly favourable (8).

The scheme was funded almost totally by the Irish Wheelchair Association. The service
was co-ordinated by a social worker (9). The care attendants were recruited from a
variety of backgrounds and participated in a one month AnCO training course.
Attendants were paid £2 per hour plus travelling expenses (10). The costing of the
service for the 6 month period in 1983 is outlined in Table A5.3. The major costs of the
service relate to the initiation, organisation and admunistration of the scheme. These
costs could be offset to a greater extent than happened in the Pilot Scheme by increasing
the amount of service hours available. As operated, the cost of the scheme works out at
just over £10 per week per recipient (or about £11.50 per week in 1985 if a public
expenditure deflator is applied). It is clear from the response 10 this limited service that
there is a need for this type of service from families looking after severely physically
handicapped persons. This is not surprising, given the findings of an earlier study by
the IWA, which indicated that almost 20% of the members are severely disabled, i.e.,
require help with dressing, toileting and feeding, a futher 23% require help with
dressing and toileting (11).

This kind of service cannot be funded on an extensive basis by voluntary organisations,

consequently a response from slatutory authorities is essential. There is considerable
evidence 10 indicate that Statutory authorities are less likely to support caring families
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scheme cannot be introduced. However, in evaluating the costs of this type of scheme
the costs of alternatives mug; be taken into account — costs such as Opportunity costs 1o
carers, polh present costs and those associated with development of disabilities, and the
alternative cosis of long-term residential care for the disabled person. '

special residentjal centres for about o years. This service was o

¢ S . perated mostly for
children and mostly during the summer. More recently, a small number of special
sh(or(-s(?y lfzer_urgs h‘ave been opened. Howcver,shorl-stay accommodation s sjj]
extremely limited. |n view of this, an initiative taken by social w k i
_llgl{dlcap services in the Dublin i i crcst (1), e
iliated the Bregk Away scheme

fostering arrangement.

(a) They indicate that there are community resources that can be tapped if an
imaginative approach is adopted;

(b) They are inexpensive — the weekly cost of this service is £50, plus the
professional support costs. The 1983 weekly costs in special residential centres
were on average £196;

(¢) They offer flexibility — these projects were initiated for summer placement but
have also been used 10 a limited extent for shori-term crisis care throughout the
year. liis possible that this aspecl could be developed.

(ii) Day Care Services

Serious shortfalls in day care services were identified in NESC Report No. 50 (20). In
that report it was recommended that the need for such services should be assessed in
each community care area. In addition, it was recommended that means of providing
services be investigated within the conlext of using existing fesources, e.g. community
workshops, training cenires, special residential centres and available paramedical
personnel, where possible.

There has been very little development by Health Boards in this area — the absence of
comprehensive information on physically handicapped people in each community care
area has militated against assessment of their needs for services up to the presenti.

Services continue 10 be particularly limited for older mentally handicapped children (l.e.
over 10 years), mentally handicapped adults, physically handicapped adults and
sensorially handicapped adulis outside the Dublin area. Day care services for all of
these groups are provided almost exclusively by voluntary bodies. Thus, given the

Day Care Services Jor Mentally Handicapped People

Some indication of the need for day care for mentally handicapped children and young
adulis is evident from the fact that in 1981, of the 607 severely handicapped persons in
the 0-19 age group, 56% were not aliending day centres; the corresponding figure for
the 100 profoundiy handicapped people in the same age group was 61%. Since the vast

Day care facilities for mentally handicapped adults, ie., “Occupational Centres” are
even less developed than services for children (21). While there has been a considerable

former group and 9% of the latter group were not altending day centres. Many of
these people are likely 10 have severe physical handicaps ang/or severe behavipural

of these adults are, or will be, in need of long term resideniial care, they are the group
for whom such facilities are most limited. This is not meant 10 suggest that the overall
level of provision of residential places is limited. It was demonstrated in the 1980
Department of Healih Working Party Report on Services for the Menually
Handicapped that there are, on the basis of need related 10 degree of handicap, an
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adgqual; numt?er of re§ldenlial places. Despite this there is pressure for admission 1o
reslfienllal services. This paradoxical situation has developed because of inappropriate
pl.auemems in .lhe past — that is admissions 1o tesidential centres of people who could
yvuh aPpropriate support services, continye 1o live in the i hesc
Inappropriate pl_acemenls are likely to have arisen because of i
community services both day and domiciliary support.

A study conc!ucled by the Medico-Social Research Board in 1979 (22) on adul
en@lly handicapped people in the Dublin area indicates that, even where servicea; e

n:.jlallllve‘ljy well devel‘cj)pcd and easily accessible, the majorit y ed

adults do not attend day services or are not productively occupi i

condu{c{ed in 2 commgnily care areas in Dublin (23). Wt)llile f‘iltgﬁ;ce?l?‘éfsllﬁg);l::;

rp;zzt}l&:fxi‘:\fge:za\::;::]gr mpo:xr:n em;:jk;ymem only 41% were attending day services,

¢ put torward for not attendin ice:

old‘, would prefer 10 be at home, did not consider the segreizzr;;CSAnTa&igzgs?:l:n?i;ﬁo

‘T in lerms of !qvgl of care ar}d extent of work; 4% of fespondents were unaware lha);

an service facilities were av‘a:lablc. Projecting on the basis of this survey 10 the entire
astern Heal}h Board arca, it was estimated that there were | 450 persons not attendj

any day service or involved in occupational activity. ' endine

Services were found 1o be insufficiently developed, not on
care and shgllercd Opportunities, but also for those mentally handicapped people with
rela}lvely high ability (23). It was concluded that some undefined dirlzlcenzior:v"f
projected cmplgymcnl or some special supports 10 obtain open employment should tc:c

ly for those in need of day

Day Care Facilities for Ph ysically Handicapped Adults

Ouls;dc of the qulin area, there are very few centres provided specifically lor
physically or sensopal'ly handicapped people and even in Dublin the number of centres
and places is very limited (Table AS.4). In some areas, physically handicapped people
auen_d day centres for the elderly and mixed day care units attached 10 welfare homes
hospiials and} community nursing unis, though availability of these are also limited
There are major problems about the provision of day care services in rural areas bemusé
of small numbers and geographical dispersion. However, it may be feasible 10 use both

either in terms of haqdicap or location. This is done to a limited extent in the case of
elderly people from different areas at present. Specifically, with regard 10 handicapped
peopie, th_e Respurce Centre developed in Galway City by the Western Health Board in
co~0pcrauop with the Galway Social Service Council provides one option that could be
considered in other areas. This centre provides a service for about SO people, most of
whom attend on a weekly basis as part of homogenous groups (26). '

1t 1s not possible 10 make an assessment of the need for, or adequacy of, present

Provision of day care facilities until information becomes available on si
visi ] 1 physically and
scnsor}ally hapdlcappcd people in each communily care area. However, if the

(ili) Support Services, Including Social Work Services

1t has already been pointed oul.lhat there has to date been no comprehensive review of
the adequacy of the present social work service; also the present Health Board service is
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involved, for the most part, in the provision of a service 1o families and children, i.e. in
fulfilling the Health Boards’ statutory responsibility 1o children. There is no national
policy on generic versus specialised social work services. Many voluntary organisations
in the fields of mental handicap, sensory handicap and physical handicap employ social
workers to provide a community based service. The funding arrangements for these
services vary depending on the type of handicap served and Health Board location
(Tables AS.5 and A5.6). The different requirements of people with different degrees of
handicap was discussed in the NESC report and it was recommended that:

The development of a framework for a comprehensive social work service for
handicapped persons with provision for the various levels of specialisation needs to
be cxamined jointly by the relevant statutory and voluntary agencies.

Such an examination has not taken place in most Heaith Board areas 1o date,
consequently, whether a social work service is available 10 a handicapped person still
depends on:

(@) the type of disability and extent 10 which a voluntary organisation catering for
that group provides a social work service;

(b) geographical location of the person and the availability of a social work
service from statutory and voluntary sources in the area.

Social work and support services are relatively well developed for some groups of
handicapped people, viz mentally handicapped children within the caichment areas of
Diagnostic Assessment and Advisory Services (27) and blind people. Apart from
services for these groups, availability of services tends to be limited in many areas and
non-existent in some.

Social work services for mentally handicapped adults, particularly those not attending a
day service are not well developed. The majority of this group, especially those aged 30
and over, are likely never to have been in contact with an advisory service; an indication
of this is the fact that 77% of the 1338 moderately mentally handicapped people and
72% of the 296 severe and profoundly handicapped people living in the community in
1981 had never had a psychological evaluation (28).

There are considerable problems relating 10 social work services for physically
handicapped people. The provision of services by voluntary organisations varies
considerably between Health Board areas. A major problem associated with voluntary
provision in the absence of uniform funding arrangements for such provision. In most
areas, Health Boards claim that they are providing a service: however, the adequacy of
this service is questioned by voluntary organisations.

The position relating 10 some groups with special needs is particularly bad. For
example, social work services for deaf people are available only in the Eastern Health
Board area, where the National Association for the Deaf employs two social workers
who are subvented by the EHB. In other parts of the country, there are virtually no
social work services for profoundly deaf people (29) since generic social workers do not
have the communication skills. 1t is acknowledged that the numbers invoived are small:
however, at least one social worker with the necessary skills should be available in each

Health Board area.

In the Green Paper a commitment is made that the Minister for Health will “as soon as
resources permit” provide for an increased level of resources for the development of



is made 10 review arrangements for counselling services for the parents of handicapped
children. Boih of these commitments are important first steps: however, they are
limited because (he fesource implications have not been specified.

Oflten the support needs of handicapped people many not be for a specialied social work
or counselling service but for practical advice and assistance in obiaining benefits and
services.  Information provision relating 10 health and social services In general s
limited and tha relating specifically 10 handicap is almos; non-existent. Thus, the

Resource Centre in Sligo has been opened and others in Inajor towns throughout the
Tegion are planned. These centres are oriented specitically towards the provision of
nformation and advice on aids and appliances. Experience it these centres should be
reviewed with a view (o developing appropriate information Packages for health centres
and other healih facilities.

(iv) Rehabilitation Persoanel

Occupational therapists, speech therapists and physiotherapists are a|l essential
clements of an adequate rehabilitation service, however, these specialists continue to be
in shor( supply 30).  There is considerable variation in provision between Health
Boards. In some health boards there are marked differences between the number of
POSIs approved and the nuinber of posts Filled, but more significantly, there js a vast
difference in the level of service aspired 10, as reflected in posts approved per 100,000
Population, in differeng arcas. This paltern means that people in objectively similar
POsILIONs in terms of necd have access 10 vastly different levels of service.

Aids and Appliances: |, is ditficult 10 assess the €xact position due 10 absence of
information, Variations between arcas relating 10 assessment and supply continue 1o
exist. Considerable delays are experienced in some areas. Problems ofien relate 1o the
VOlunlary/slalulory mix — in many areas the rehabilitation personnel are employed by
voluniary agencies while the supply of aids is the responsibility of health boards who
may not issue any guidelines about what is and is not available. |n addition, delays in
assessmenl are linked 1o shortages of rehabilitation personnel.

4. CONCLUDING REMARKS

Apart from the development of fesource centres by two Health Boards, there has been
lintle significant changes in their provision of community services for the handicapped
since 1980. However, some interesting initiatives refating 1o domiciliary care have been
undertaken on a limited scale; these are, a Care Attendant Scheme for physically
handicapped people and a short-term alternative family care scheme for menually
handicapped children. Both schemes have been evaluated and the indications are that
as support to families they have considerable potential,

The 1984 Green Paper on Services for Disabled People acknowledges that services are
nadequaiety developed in a number of areas. 1t makes a number of commitmenis
towards the development of services which, if follwed through in terms of resource
allocation, would improve the situation of some handicapped people 1o a considerable

extent. However, in terms of the issues discussed in this chapter the only development
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to which a commitment of resources is made is (0 the establishment of an information
system. Apart from this all commitments are made subject to the availabil_liy of
resources. Given the present economic situation it can be argued that a comnulmem
subject to the availability of resources is understandable. Such an argument is,
however, cffectively an acceptance of a continuation of the present situation which is
acknowledged as unsatisfactory in the Green Paper.

A realistic official commitment to the development of services must be accompanied by

an estimate of the cost implications. In addition an outline of lhc? vari0u§ options
relating to funding sources should be specified. In a situation of static or falling levels
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The primary care givers of all known mentally handicapped people aged 15-64 in
one of the areas and a | in 2 sample in the other area, were interviewed.

Those with high ability were those who ‘“had generally lnle difficulty in
communicating with others, were able to look after their personal needs, were
relatively independent, could make stmple meals for themselves, help with most
jobs around the house, able 1o tell time, select money, write own name and
address, read street signs and follow simple directions” (ibid. p.13).

ibid. p.15.

The centre is directed by an occupational therapist and the staff includes a nurse,
a driver and volunteers; in addition, a community physiotherapist is based there.

The couniry is divided into caichment areas associaled with Diagnostic
Assessment and Advisory Services (Table AS5.5). Support services are good in
urban areas and in those rural areas within easy access of clinics.

Medico-Social Research Board, Menial Handicap Section, Information from
1981 Census of Mentally Handicapped People.

Occasionally these 2 social workers may provide an emergency service oultside of
the EHB. i

See Chapter 2, Seciion 2 (vi).
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SUMMARY, CON CLUSIONS AND
RECOMMENDATIONS

1. INTRODUCTION

The present framework of community care services stems from the 1970 Health Act and
associaled documents, The Community Care Programme covers a broad range of
services including as it does three sub-programmes, Community Protection,
Community Health Services and Community Welfare.

Community protection includes prevention of infectious diseases, child health e€xamina-
tions, immunisalion, health education and other preventive services.

Community Health Services covers general praclitioner services, drug supply and
refund schemes, home nursing services, dental, ophthalmic and aural services.

Community Welfare covers personal social services and cash welfare payments. The
former includes the work of social workers, child care workers and home helps.

2. SUMMARY

In this section key issues which were identified in the preceding chapters will be
summarised under the following headings:

Expenditure

Employment

Discretionary Services

Servcies for Children

Services for the Elderly

Services for the Handicapped

Conclusions and fecommendations are given in sections three and four respectively.

(i) Expenditure

services are part of the Community Welfare sub-programme (e.g. the Home Help
Service) and of the Community Health Service sub-programme (e.g. Home Nursing
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In 1983 expenditure on the Community Care Programme decreased in real terms by
6%.vThls degrcase was due almost exclusively to a 12.6% decrease in the General
Medlca'l Service and Drugs Schemes, mostly the drugs subsidy scheme on which
expenditure decreased by almost 50%. Since then, total expenditure on Community

Care ha}s increased, although the 1985 figure s still marginally less in real terms than the
figure for 1982.

(ii) Employment

Empl_oymenl of a}ll prqfess_ional groups involved in the Community Care Programme
has increased since its mce_plion. Despite this some services are still grossly
underdeveloped. This s especially true of speech-therapy, occupational therapy and

physiotherapy. The latter service is almost non-existent within the Community Care
Programme.

In a comparison of em
two facts are notable:

(@) There is mgr!(ed variation in the level of approved posts between Health

ployment levels of all professional groups between Health Boards

scryice as rqﬂecled Vil'.l professional/population ratios, and the lack of
nationally uniform eligibility criteria for certain services;

(b) Some Health Boards

consistently have large numbers of
unfilled. # approved posts

(i) Discretionary Services

Some servjces provided as part of the Community Care Programme are discretionary.
The most imporiant of these services is the Home Help Service. This is discretionary in
two senses. Firstly, there are no legally specified criteria for eligibility and secondly, it is
in large part provided by voluntary community organisations whose funding is subject
to the discretion of Health Boards. While expenditure on the home help service
Increased more than expenditure on any other service between 1976 and 1982, it started
from a very low base and the increase occurred exclusively up to 1980. Expenditure in
1985 is equivalent in real lerms (o only 84% of the 1980 level.

(iv) Services for Children

health services is marked as is evidenced by the fact that approximately 509 of children
do not have access (o developmental clinjcs. Similarly, there are marked variations
bclwceq areas in the scope of the School Medical Service and the statistics available are
liniited in quantity and quality.

Personal Social Services for children and families include:
{a) Social Work Services,
(b) Services Supplementary to Family Care (domiciliary services, day care services
and community projects)

(c) Alternatives to Family Care {adoption, fostering and residential services).
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The development of these services is uneven and no community care area has a compre-
hensive range of services. This is associated with a pattern of piecemeal development in
response to immediate need, rather than a planned developmient based on the range of
services needed in individual areas.

(v) Services for EMerly People

The Care of the Aged Report (1968) provided the framework within which the present
structure of services for elderly people has developed. A review of services under four
headings — Domiciliary, Day-Care Accommodation and Assessment Services —
indicates that rigid divisions between Health Board programmes are not realistic and
militate against the development of a comprehensive range of services. Day hospitals
and geriatric assessment units, both of which are part of the General Hospiial
Programme, are essential elements of an effective range of services. Both services are
grossly under-supplied in all areas and are non-existent in some. Welfare homes are part
of the Community Care Programme in (wo areas and part of the General Hospital
Programme in two others. The number of places available in these homes is at about
one fifth the level recommended in the Care of the Aged Report. The inadequate level
of provision coupled with limited availability of sheltered housing is reflected in
pressure on long-stay accommodation despite the availability of double the
recommended level of provision. This pressure is also due to inadequately developed
assessment services and severely limited availability of rehabilitation personnel at the
community level.

The major domiciliary services for elderly people are the public health nursing service
and the home help service. It is not possible to establish the adequacy of either of these
services due o the absence of the necessary statistics. There are some indications that
the public health nursing service may be under considerable pressure due 1o increased
curative nursing demands. The home help service is available 10 2.8% of the population
aged 65 and over, though there are marked variations between and within Health Board
areas. The service is available almost exclusively to elderly people living alone.

Two key themes which emerge from a review of services for elderly people are:

(a) the provision of responsibility for service provision and;
(b) the failure 1o adopt a preventive orientation.

The division of responsibility arises not only between Health Board programmes but
between Health Boards and voluntary bodies, and between Health Boards and local
authorities. The present inadequate development of services reflects a failure to co-
ordinate the action of these various sources. The failure to adopt a preventive
orientation results in a focus on service development to meet needs once dependency has
developed, rather than a focus on factors associated with the creation of dependency.

(vi) Services for Handicapped People

Community Services for handicapped people were reviewed with reference 1o the
recommendations of the 1980 NESC Report, Plunning Services for Mentally and
Physically Handicapped People and the 1984 Green Paper on services for the Disabled
People. It was illustrated that there have been few significant changes in Health Board
services since 1980. Progress continues 10 be better with regard to services for mentally
handicapped people relative to services for physically and sensorially handicapped
people. This is reflected in:

(a) the quality of information available at Health Board level;
(b) the existence of structures both at Health Board and Department of Health
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levcls. whereby atiempis are made 10 co-ordinate and plan services; and
(¢} the hlghqr level of statutory financial Support 10 voluntary bodies providing
services for menially handicapped people.

while the Green Paper makes commitments 1o the development of a wide range of

services, these commiimenis are not accompanied by commiimenis of additional
resources, or plans 10 re-allocale resources.

3. CONCLUSIONS

Three sets 9!‘ issues emerge from the review of the Community Care Programme
undertaken in this report:

f. Th_cre.is a remarkable level of agreement that communily care is a desirable
objective. This has been affirmed in policy documents and statements by politicians
from the 1960s 10 the present. However, there is a marked contrast between the
agreement on community care as a goal and:

(@) the commitment 1o specify the implications of this goal in 1erms of the
parucular services necessary 1o make it a reality;

(b) the commitment of resources 10 support the development of this range of
services.

2. The present level of
for evaluation and p

3. T:nI: del:clopmem of services is hampered by organisational problems at a number
Ol levels.

inl‘o;malion On community care services is grossly inadequate
lanning.

Each of these issues will be discussed in this section.

(i) Commitment to Community Care

Thq failure 10 identify the service and resource implications of community care as a
policy goal @s associated with a focus on the provision of formal services in the
coOmmunity, i.e. on the developmeni of a limited range of services provided by paid
workers. In particular, i js associated with a lesser development of services thal are
supportive of families than of those services which provide aliernatives 1o family care.
Thls pattern is based on the assumption that informal caring networks of friends and
pelghbqurs are the norm. It ignores the evidence that most social care in the communily
1s provided solely by families. It arises from a public expenditure focus on community
care as opposed 10 an opportunity cost focus. Community care is considered betler
Partly because it is believed 10 be a *cheaper’ option than services provided on a
fesidential basis. Such an interpretation ignores opporiunily cosis 10 carers and the

rarely 1ake these imer~rclalionships into account. As a consequence, factors associated
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resources, but also the absence, for many services, of national guidelines on desirable
levels of service and national statutory rules of cligibility for services. This results in
significant variation berween Health Boards in the aspired level of service provision as
reflected by approved siaff complements, number of planned places in day centres,
geriatric assessment and rehabilitation centres and welfare ltomes. This means that
people in objectively similar conditions have access 10 services in some parts of the
country, but not in others. The ttational guidelines that are available are in some
instances associated with an unequal distribution of services. A notable example is pre-
school health services, Health Boards being obliged 10 provide developmental clinics
only in those centres with a populatioit of 5.000 or more. Furthermore, the level of
adherence 10 national guidelines varies markedly between areas as is evidenced by the
public health nurse/population ratios.

A major reason for tlie underdevelopment of services is the fact that the three policy
streams — the resource and service policies and those relating 1o statutory/voluntary
relations tend 10 be treated n isolation in discussions of community care policy. A
commitment (o service improvement is rarely accompanied by gn analysis of the
resource unplications for other heaith services. In a situation of static or decreasing
overall health resources such an analysis is essential since there ure significant barriers 1o
shifts in resources. If one considers the General Hospital Programme, which takes over
50% of gross non-capital health expenditure per annum, such barriers are clearly
evident. Even without expansion of these services there is, because of rapid
improvements in medical technology, an inbuili pressure 10 increase resources. In
addition, there is public and political pressure for maintenance of an array of hospilals
which, according 1o expert opinion, is disproportionate 1o need. It is notable that the
same public pressure that is mobilised for the preservation of sinall hospitals has never
been evident with regard 1o community care services. A further factor that may militate

1o this perception of community care. Until a community care perspective informs all
health services irrespective of programme designation, this situation will continue.

(ii) Information

Significant problems were encountered in compiling this report becaue of the absence of
information on many aspects of services and limitations associated with the information
that is availabie. 1t was suggested in Chapier 1 that four elements are important in
considering services, viz. levels of utilisation, impact on inequalities, risk reduction

With regard 10 inequalities across the life cycle, some information is available on 1ake-
up of services by age but information on socio-economic factors is almost non-existent.

The absence of information on take-up of services by socio-economic group and also by
district-electoral division imposes severe limitations, both on epidemiological rescarch
and on decision-making on the deployment of resources within community care areas.
In particular, it results in a failure 10 idemtify areas of marked disadvaniage and factors
associated with the creation of dependency and the resulting need for community care
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services. This in turn militases againsi a preveniive approach 10 community care, |1 is
acknowledged thai socio-economic indicaltors are difficull 1o collect on a consistent
basis, however districi elecioral divisions can be used as the unit for socio-economic
indicators, particularly in urban areas. This informaiion could be supplemented by

studies in a limited number of representative areas using more sharply focussed
indicators.

A signficani developmeni with regard to information colleciion on community care
services is the Community Care Information Sysiem (CCIS) developed in the North
Western Health Board. This system provides “‘client” information 10 professional
workers through a ceniralised *‘client record’’ accessible 10 authorised siaff, service
information 10 professional and adminisiraiive staff, and management information. 1
is notable 1hai the information necessary for the development of this system is already
routinely collected by health and social service professionals and administrators in all
areas.

(1) Organisational Issues

While the focus of ihis repori has been on services, organisational issues emerged
fepeatedly as the basis for failure 10 develop an effective range of services,

These organisational problems arise a1 four levels:
(@) Within the comimunity care programme;
(b) Between Heallh Board programmes;
(¢) Beiween Healih Boards and local authoriiies;
(d) Beiween Healih Boards and voluniary bodies.

There ha.vc been, 10 daie, considerable difficulties associaled wiih the funciioning of
tommunuty care teams and in particular the role of non-medical and non-nursing
personnel within these 1cams. The value of a multi-disciplinary approach 10 the delivery
of services has been repcatedly emphasised in healih and social services literature since
the l9éQs and is central 10 the McKinsey Repor proposals. However, 1he resolution of
the lensions inherent in the operation of a team whose members come from differemi
protessional backgrounds and work on the basis of different orieniations 10 health and
social services has received liule auention in Ireland.

There are prqblems al l_he present time about 1he relationship 10 1he community care
team of den!|§ls anq, In some areas, of community welfare officers. While social
workers paruclpal‘e.m leams, those in some areas are highly critical of the present

services. Similarly, the Irish Association of Speech Therapisis has proposed a siructure
based on each programme bui under the conirol of a Direcior of Speech Therapy.

Managers, one responsible for Child Care Authority funciions and one responsible for
Welfare Services. It is not suggested thai this approach would be considered appropriate
by all social workers or communily welfare officers though 1his approach has been
advocated by members of both groups particularly within the Eastern Health Board.

In conirasi 10 these approaches it is argued by some personnel within the healih services,
and within the community care services in particular, thai the reasons for the presem
difficuliies arise from a failure 10 implement the struciure proposed by the McKinsey
Repori. In this regard it is relevam to consider why multi-disciplinary 1eams are
advocated and in particular why such a siruciure was advocated for the Community
Care Programme. In theory, the purpose of collaboration beiween professional groups
is 10 ensure a coniprehensive service and 10 make access 10 appropriate services easier
for individual applicanis. The McKinsey Repon siates that the ralionale lor a mulii-
disciplinary organisation of services al local fevel is a “‘cliecni-cenired’” approach as
opposed 10 a fragmenied approach. A1 this stage it is clear thai this has not been
achieved — healih and welfare services have in most areas not been “forged inio a
single powerful force at local level’. While co-operation between prolessionals al the
day-1o-day level is good in many areas, the less-than-effective fuuictioning of the team is
a serious problem, since it direcily militates against evalualion and planning of services
for pariicular 1arget groups. Ai present the developmen of discrete services in response
10 needs is the dominant approach in most areas.

Inexiricably linked with 1he internal leam issues are problems related 10 the process of
planning and budgetary conirol. In some Healih Board areas, planning 1akes place
with, at best limited, and ai worst, no input from professional involved in the delivery
of services. The present hierarchical siructure is not conducive 10 such input. This has
negative consequences, particularly on personal social services and rehabiliation
services, which are relaively recenuly developed services and which siaried from low
expenditure bases.

From a service poini of view, il is suggested that 1wo changes are essential if 1he present
structure is 10 achieve 1he forging 10gether of health and welfare services originally
envisaged:

(a) A sironger targel group focus and;

(b) Inpu at the planning and budgetary conirol level by senior members of
professional groups ideniified as having primary responsibility for major
service areas.

With regard 10 the firs: poini, if the needs of panicular iarge: groups are 10 be the
central concern of planning the focus musi shifi from a concern with professional
boundaries 10 whai each professional group has 10 contribute. This would necessitale
the recognition of areas of primary responsibility varying according 10 the input of
differemt professional groups. This is an essential firs: siep in achieving effeciive

essential thai economies are not disiributed solely on ihe basis of leas: resistance from
service beneficiaries, e.g. in discretionary services.

The problems identified in the previous paragraphs relate 10 the failure of the
community care struciure 10 achieve is potential. Organisational problems beiween
programmes poin! 10 a more fundamental issue - whether or not the programme
arrangement is the mos! appropriate siruciure for the achievemeni of a comprehensive
range of services for all 1arge: groups. The problems associated with the present
arrangements are mosi clearly illustrated in the case of services for elderly people. In



some Health Board areas ali three programmes are involved in service provision. Apart
from shortages of essentiaj services, Lhere is a 8r0ss mismaich between needs and
available services with the result that many elderly people are inappropriately admited
Oon a permanent basis into long stay hospitals. This practice is reinforced by the fact
that in most areas services are characterised by marked inflexibility between residential
and community facilities.

The McKinsey Report acknowledged that the division of services by target groups might
b? the best arrangement for analytic purposes, but argued that this wouid be Jess

associated with the programme arrangement in many areas and tha( some mechanism is
necessary (0 overcome that division of responsibility.  In its recent consuitative
Document the Department of Health proposed that (here should be a “much more
active planning function at Community Care area jevel”. In addition the Departmen
suggested "that local heaith service management should move from a programme (o a
geographic basis”. Two other options might be considered: Overali responsibility for
planning the whole range of services, both residential and community, could be
assigned (0 one programme. Aiternatively there should be an official at the Health
Board pianning and budgetary control level who would co-ordinate the planning and
development of services for eiderly people (for example) across programmes. If the
brogramime option is accepied and if a communily orientation is accepted, then the
Community Care Programme is (he logical choice for this responsibility. To be
effective such a change would have (0 include a commitment of resources, and some
control over those resources, by the Community Care Programme.

Collaboration between Health Boards and local authorities is just as essential for some
&roups as is collaboration between health board programmes. In particular this is true
for eiderly people and handicapped people with special housing needs. The level of
collaboration varies at present. The inadequate ievel of sheltered housing, (special
housing with support services) which results in admission 1o long-stay centres for people
with housing needs, is reflected in the fact that 20% of those admitted (o long-stay
geriatric units are admitted because of social reasons. The success of the recent
initiative relating o housing repairs, involving both Healih Boards and iocal
authorities, illustrates the effectiveness of collaboration and in particular the
importance of a commitment of funding from centrai sources for a specific purpose.

Problems between voluntary and slatutory organisations relate 1o the absence of an

agreed framework for the involvement of the voluntary sector either in consultation or
planning, and in particular (o the discretionary nature of their funding. The absence of

4. RECOMMENDATIONS

On the basis of the foregoing conclusions action is recommended al three levels:
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Department of Health,
Heaith Board and
Community Care Team

The purpose of these fecommendations is 1o emphasise the need for specification within
each admisistrative area of (he implications of the widely accepted commitment (o
community care. J{ js recognised that felxibility is essential so that the unigue
characteristics of particular community care areas can be taken into account. However,
while identification of the needs of the three major larget-groups (children, eiderly and
handicapped people) and a plan for services within cach communily care area is
necessary, such plans must be formulated within broad guidlines agreed at Heaith
Board and Department of Heaith levels.

objectively similar circumstances, in terms of need for services, will have differentiai
access Lo services purely because of geographical location. A further reason why
agreement at Heaith Board and Department of Health levels is essential is that there is
little leeway for shifts of resources within the Comununity Care Programme.
Consequently a commitment (o Community Care must be accompanied by an
identification of the necessary resource shifts bet ween prograinmes.

Thirteen recommendations are outiined under six headings as follows:

General

Personnel

Services for Chiidren

Services for Elderly People
Services for Handicapped People
Statutory-voluntary relations

(i) General

A Community Care Information System, similar to that developed in the North
Western Heaith Board, should be established in all areas.

(ii) Personael
Professional/population ratios should be established. To this end:

(a) The public health nurse/population ratios shouid be reviewed in the light of
changing demands on the service. The issues of 24-hour nursing service, a
twilight (6-11 p.m.) service, and a nursing attendant service should be included
in this review. Attention should be given (o the possible impact of increased
curative nursing demands on the preventive side of the service.

(b) Guidelines on the employment of social workers and community workers should
be established — an exercise similar (0 the survey on the Workload of Public
Health Nurses should be carried out in association with experts in the social
work field.
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(¢} Guidelines for the employment of rehabilitaljion personnel in community care
should be established and the implications for training identified.

(iii) Services for Childreq

The Depariment of Health in agreement with Health Boards should establish guidelines
with regard 10 services for children. The guidelines should be based on the perspeclive
that 1f services are essential their availability should be guaranteed irrespeclive of
geographical location.

In each communily care area, pre school and school healih services should be reviewed
by community care teams in terms of needs, objectives, aliernative means of meeling
objectives, and outcomes.

A plan for the development of personal social services for children and families within
each community care area should be developed. In formulating such a plan the whole
range of services which have been identified in this report and in the Final Report of the
Task Force and Child Care Services should be considered in 1erms of needs, objectives,
and aliernative means of meeling objectives.

The present arrangements for psychological assessment of school children shouid be
reviewed in terms of 1ake up and appropriateness to meeling need for referral in the first
place. Staiistical information on the service in terms of referral rates from particular

- areas, schools and population sub-groups shouid be collecied with a view 10 assessment
of needs.

(iv) Services for the Elderly

The Department of Healih in agreement with Health Boards should establish guidelines
on appropraite levels of service provision for elderly people. The guidelines should

identify responsibility for the whole range of services irrespective of programme
boundaries.

A review of the range of services for elderly people in each communily care area should
be undertaken by the Dirccior of Community care in association with other Healih
Board programme represenialives and those of voluniary organisations. Particular
allention should be paid 10 the needs of isolated rural elderly people. A comprehensive

plan for each area, identifying responsibilities and with clear time specifications, should
be formulated.

A communily based Geriatric Assessmen) Team should be established in -4-h
communily care area. A key part of the service of this leam should be liaison be. o,
hospital and communily and mobilisation of necessary domiciliary supports. The
members of the 1eams should include an area medical officer, full-time public health
nurse, physiotherapist, occupational therapist. The team should have access 10 speech
Lherapy services and home help services.

Assessment and Rehabilitation Unit in association with a long-stay hospital should be
reviewed for relevance 10 other areas. This is particularly important given the severe
shoriage of geriatric assessment units,

(v) Services for the Handicapped

The range of communily services available for handicapped people of all disability
groups within each communily care area should be examined by the Community Care
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Team in association with voluniary bodies with a view 10 identifying shon!‘alls, and
planning for provision of the enabling structure necessary 1o make community care a
realistic alternative to residential care. Among the key areas that should be covered are
the following:

~ Domiciliary Services, including twilight nursing and care attendant schemes.
~ Workshop and Day Care Services

~  Support Services

~ Rehabilitation Services

Plans should specify responsibility — either by stalutory authorities or voluplary
organisations — for provision of particular ¢lements of the agreed range of services.

(vi) Statutory/Voluntary Relations

A review of voluntary-statutory relations should be underiaken by the Deparlrpen_l of
Health in association with Health Boards and rcprescn.lalivcs of volum_ary organisations
in the provision of communily care services. This review should consider issues related
to co-ordination with siatutory services, funding by statutory authorities and
accountability for the quaniity and quality of services provided.

127



&%,

7))
=
g
<
e

128

129




‘YiesH jo 1uswireda( :201nog

(1ua.LInd) uoynuy

0°SPTIF O°SSTIF S'OLOIF L'866F 08587 OTELF S'LESTF O06ZYF 9'SSEF 906737 ssururesgoud [y
2101 [2UdEB>-UOU SSO10)

001 001 001 001 001 001 001 001 001 001 % [B10]L
6’y (1XY 6'v 4 oS 84 LS 19 89 S'L 1o0ddns [erauan)
IS £Is I'1s 80§ pes 8°tS L'6p L6y L8y (114 {endsoy [e1ausn
6’6 86 §°6 I'é6 L'L I's v'8 9'8 $'8 9L desipueyy
811 0Tl £l 0TI £l 871 PIl 0°¢l "€l Sel JNEIYdAsq
T 0T 91T [ X4 1'cT §0T 6'1T 9T |44 PeT {2101 gns - sunwessord
ared Alununuon)

9L 8'L vL L 1] 9 L9 0L 8L 8¢ Aej[dM Ayununuo))
0el LT el (4] pel £l 6Tl Pel I'el §'SlI $3D1AL3S
qiesy Qumuuory

91 S 91 91 81 81 T rard 1 1’z uond3101d LNuUnwiuo)
§861 ¥861 €861 7861 1861 0861 6L61 8L61 LL6I 9L61 sswnuesdold-qng

S861-9L61 sswwnidosrg-qng
£q unnpusdxy eIy B de)-uoN S5010) JO WwyS INuInIg

I'TV 3jqeL

131

130



"WIEH Jo 1wauntedaq 1aomog

o'sy LIVl 6'9TL  9'89L  TWEL 160 0CTEL  $°559 6719  6g9 SIS [?101 udes-uou ssoin
$9 9t 9t 9°9¢ vse §5E 8'vE 9'LE £'LE 9'8¢ L'8¢ 1Joddns [eiausn
1 3r4Y E6LE  8'TLE  POIY €66 88 866 O'SYE  9bOE  0'pLg 1'6¥¢ Iendsoy reiauan
9'v8 I'eL 6°0L 8'TL Ly (243 L'6§ 0§ o€ 8Ly 9°6¢ despuey
T'6¢ £(8 698 9'88 788 v'i8 $°€6 vyl v6L 8€EL L'79 JNeIYILsy
L9t 891 1I'091  T091 101 7gsH TOoST  cerl  9'8El L6l vzt FAVD ALINNIWINOD
6°08 L9¢ v'9¢ 6'€S 6°TS (234 8'9t "¢t 6Ty 8ty o'og SBjam Anunwiwoy)
Loz T'L6 9'T6 §'P6 I'sor  1¢6 v°06 8'b8 £78 8'€L €08 ) $301A13s
yireay D.E:EEoU
1’6 6°11 It 811 'zt 6°CTI oel 9vi vEl 1zt 6'01 uonssioid Anunwwon
$8-9L61 ,
Bury) 4 ¢g6] v861 £861 7861 1861 0861 661 8L61 LL6] 9L61 swuresfoud-qng
Jmupuadxg reldes-uop paiewnsgy
S861-9L61 38usy) a8wuadiag pus
‘SaNId 0961 1uBISUOT) g $861-9L61 aurmeaBosg-qng 4q SINAIS pvIY uo unypuadyy Pasumsy
€IV Aqe

"YIBIH Jo wawiieds( :301n0g

E'6911 00601 O€EI0I 086 LTT8 O010L 0'S0S 000 §'8ZE 9vLT [2101 [ended-uou 13N

L's§L §°59 §'LS L'os £se o'1e §'TE 06T I'Le 091 awosur

. . . . . . . . 965 9°06 sswweidold v

0'SvTI  §°SSII §°0L01  L'866 0'8§8 0TEL  S'LES 0°6TP ¢ (210} [endes-uou ssoity

609 §LS 1'zs [4:14 6Ty 8've 8°0¢ "9 12 ¢4 LIz 110ddns [e13u3n

TLEY  LT6S  vLbS  L'LOS  P'9SP 8'E6E  6°T8T  TEIT  OELl 65l rendsoy [esuan

87Tl LTI 0701 PpI6 9's9 L'6$ I'sy I'Le I'og [x44 dedtpuety

L9yl TBEI  0TEL 0°0TI L'SOI §'E6 0’19 9'ss o 1'6€ JLeIyaAsq

’ ’ ’ vIeEC  ¢'¢81  TOSI  LLIT 0'L6 L8 0’89 JNNVEDO0UYd

Fue 9wt ouke TAVD ALINNAWOD

[ L'68 L6L 0T 49 8'9¥ T'9¢ 0°0¢ 9Lz 891 aregfam Anunwwoy)

X . . . . . . . g S'sp $I1A13S

€791 TLpl g'6El 0Pl I'SIT p06 §'69 9L 9 (reay Anunwiuon

g6l L gl w9 9%l 0El 0T b6 9L 9 uonasiold Anunwwos

€861 v861 £861 7861 1861 0861 6L61 8L61 LL61 961 sawuresfold-qng

amupuadxg rende)-uoN parewnsy

(s3oud 1WaLIND) SREI-9L61 ‘dwweidoid-qng {q aunipuadxy yiEaH [Ende)-uoN pasumsy

TV dqeL

132

133



"Yi[eay jo wsuntedaq :39Inog

'S L'68 v'es 0T 8'v$ 89y T9¢ 0°0¢ 9T 891 [e10],
$0 $0 v0 - uondopy
viL 89 0S1°9 009  00EF 009E 001I'T O00S'T €201 8,90 pade
3yl 10 Sawoy a1ej[am
£9 v'9 000 00I's 006’ 008CT 00T 0981 S6K'1 0690 sjooyds pasoidde
Ut uaIpiys jo wawieyq
$'T v 006°1  0s9°1  OEI'l  0SL°0 00L0 OSPO 000 00F0 U2Ippiys jo 1no Fulpieog
$0 $°0 ory’'0  00¥0 - S301A13S
11oddns jooyas-aig
60 60 0580 0SLO0 0§90 0080 0080 (0990 0090  OESO Altw 33y jo Lddng
v'6 06 00T°L 0019  OOV'¥P 00S'E 008T OCVZ 02T 1810 $a00UIde aejam
Aerunjoa o) siuein
Sl §'1 08¢'1  00T'T 0560 OOP'T  0OSTT 0980 OSLO  SIO[ SIJNALIS S[I3yM UO-S[BIN
I's Ly L9t S8E't 869°T  S8I'T  0STT 0OV 0OVl 980°1 uaIpjiyd
paddesipuey jo ,a1e0
1UBISUOI,, 10} SIIUBMO[[Y

1’0 1’0 0s1°0  0SI'0  0S1°'0  OSI'0  0OSI'0 0sI'0  0sI'0 60170 siuels yseo ANWIAIBN

§'0 v'o Sp6'0  L98°0 8690 0950 00$°0 08’0 09¥'0 66770 SISBASIP

SN0 UL UTRLIID Ylim

suostad o3 siuawded yse)

w.o £0 0860 StS0  8TY'0  0SI°0 - - - saouBMmoO[Ie A1[IGON

I'9 L's §'¢ I's 9y 134 £'T 8’1 9’1 v'0 SIS sd[ay IwoH

’ ’ ’ ’ ’ SL'$T 008°0T OIE'8I  TIL9T 9EI'TI suostad pajqesip

0'€s 96y  SEO'vP 6TTOF OO0t 0SL'ST o1 siwsuiked yse)

$861 v861 £861 7861 1861 0861 6L61 8L61 LL61 9L61 ER RFEN

wy ainipuadxy [ende)-uoN

(531 JUSIND) SPEI-9L6T INAIIS £q auiwsiB01d-qNS uBIIM DuUNWWO) 3 o umipuadxy (Myde)-uoyN

PV 3iqeL

135

134




€861 Ut 1a118] 3y) pue

861 U 53UIWWOI SIS 19WI0) 3y |

“UIPIIY2 JO 1IN0 FUIPIROG YilW PIPN[OUL 31k PUB 1UBDIUISUL 318 SIJNAIIS uondope pue adt413s 110ddns [00yds aid Jojsandty 310N
"YiredH JO wawiedsq  adinog
968 L9§ 0vs 86 6°C§ sy 8'9¢ 44 ¥4 4 L'ty 667 [e10]
0°§8LT 4 134 vy 't 9t 9't 97 ¥4 £'T e | . pade
341 10] sawoy arej|am
£°80T L't oy 6t L't ot 8¢ 9T fard T Tl . Slooyds paaoidde
Ut uaIplIys 10§ siuawieyq
0°00T |4 T (x4 $'1 60 80 60 90 90 Lo uaipiryd jo 1no Jutpieog
(1Y o 0 §0 90 90 $°0 80 0l 60 01 60 Afw 3345 jo 4jddng
9991 9§ L's Y 4 9t 8¢ r'e §'t st t0 sauade arejlam
Areiunfoa o1 siveiny
6’0 60 60 6’0 80 vl Sl Al | 1 81 SIVNALIS S[A9YM UO-S[RIPN
(3484 9t 9t L't L€ 8t [ 384 LT £ [9r4 L0 $301A13s d[ay awoy
90 90 9°0 Lo 90 90 9°0 90 90 90 suostad
putjq o1 siuawked ysen)
6'LS 0t 0t £ $'T [Ar4 (4 LT 0T [Ar4 61 uaIpryd
paddeotpuey jo ,ased
1UBISUOD,, 10} SIUBMO[[Y
0°0§- sI°0 [0 910 o 1o 20 81°0 1Z°0 0 20 siuerd ysed Anutsiepy
0°01- £0 £°0 €0 9°0 90 90 90 Lo Lo $0 SISBASIP
STONIIJUT UTBLIAD Yitm
suostad 01 siuawrded ysed
0 2’0 0 r'o 1 4l0] 0 --- - - SasuBMO[[® Al[IqOpy
L'8§ 9'I¢ L8z 60t 96T 6'vZ 8°sT | Y4 (a4 §'9C 661 suosiad pajqesip
01 siwawied ysed
$8-9L61
dueyd 4 661 ¥861 £861 2861 1861 0861 6L61 8L61 LL6l 9L61 ERIGVEIN

wy armipuadxy [ended-uoN

S861-9L61 23uBY) a3B1UIIIY PuUs s20U4 (861 IueISUOY) )
S861-9L61 aNAL3g £q qwwmiBosg-gng UBJAM Aunwwio)) 3y uo aumpuadxy [srde)-uon

STV 2qe

137

136

T e e e et o e .



'S10119 3UIpUNOL 01 anp A[10eX> PPE JOU ABWI SUWIN(OY) (910N

“iedyH Jo waunuedaq  :9dunog

v9 Lt 1l §1l 0TI 8Tl 0°tl 9°vl LA §'1l o1l g0y
0°0sT LAl vl sl 07T 90 9°0 90 90 90 v0 SANALRS
aanuaaad YO
L9911 £l 0’1 Il €1 vl §'1 $'1 LAl 90 90 uoneaonpl YiredHy
£'0 ¥'0 ¥0 vo £0 (4] (4 7o 7o 00 preog Aiosiape s3ruq
£'8¢ 61 61 61 6l Ll LAl $'1 o'l 01 Tl Sprepueis pug
A R auadiy pooq
3 G 5 9'¢ '€ 8¢ 19 19 bl L9 £9 b's suoneuTwexs [edy plyd a
88 I'e 8T 87 9T LT (47 v St v'e ve $3SBRSIp snondxvjut
Jo uonuaadrg
$8-9L61
aueyd % GRS #3861 £861 7861 1861 0861 6L61 8L61 LL61 9L61 NNALRS
wy s1mipuadxy |eride)-uoN paisumsy
S861-9L61 Busn) FBuanag pus sadug 0861 1UWSUO) 1Y
SE61-9L61 PG 4Aq JunusiBosd-qn§ UONINO0IG ANUNWWOY) IR o smpusdxy
LTV JqeL
"Yi[edH Jo wsweda(g (301n0g
861 LLr Ll ¥'91 91 0°¢l 01 L& 9L 1’9 10|
vT €T 67 LT 80 90 §0 ¥0 ¥o 7o RERIAVET
aanusanud Ly
T Ll 91 81 81 §'1 £l 0’1 vo vo uoneanps yiesy
$0 90 §'0 §0 vo (4 70 70 1o - pleoq Aiostape s3niq o
[47 0t 67 LT ' vl [4! Lo 90 L9°0 spiepueis pue z
auatdky pooy
£9 Y Ls (49 €L 1’9 01’9 L'y (184 0'¢ SUOnBUIWUEXd Y)]BIY P[IYD)
s |4 (14 9t £t 7't 87 T |4 6’1 $ISBISIP SNONIAJUT
Jo uonuaaald
$861 #3861 £861 7861 1861 0861 6L61 8L61 LL6l 9L61 NALS

wy amiipuadxg ende)-uoN

SN UALINT "G61-9L61 NS {q AwwRIZo1g-qNS UONIIN0LY NUNWWIOY) I Uo uNNPuadXH (BN de)-uoN

9'TV 3lgqeL




AL (1) "sadNALRS ANwIaiepy Aseroruo Ul P3PN[OUT 3B SPIBMUO [g6[ W

TIAAY CUIpULLL U GUP AfVEXS PPE TOU ABW S[R1O]

o1j 3utuuelg A[lweq 10§ saun3ty anutw A1aa 3yy (1)

"WESH jo 1udunsedaqg  :adinog

S310N

8'61

9°96

976

p'r6

9°TIt

v'68

v'06

L'y8

£'78

9°08

[eog

0°sT
['601
96t
0oy

$'0ET

$0
€T
vl
Tl

611

€L

§0
€T
9L
Tl

Tt

6°89

$°0
vt
8L
Tl

LoL

$0
(4
L
Tl

768

0
[
9L
Tl

[4x4

£0
| 44
$'8
Tl

01

$°0
8l
0L
9t

vy

v'69

v'0
't
9°¢
8’1

vo
I
9§
9l

'

v'0
It
1Y
0T

9

89

AN

$IVNAIIS [BINY
§30NAL3s drweyiydo

SIJNALIS [BIU3Q]

SIOIALS
Awiarew Lepowwoq

$321A43s 3utsinu swoy

diyspiey 3utpnou
$3sSIUL[1 wI-Buof 1o
S3nIp J0 1509 Jo pungay

IT 33pun 31qidam
suost3d £q paseyoind
s3nup 10§ Apisqng
(s3nup paquissaid
3uipnour) s3o1asas
Jauonnoeld [erauany

$8-9L61
Jdumy)) oy

$861

r861

£86

186

[

1861

0861

6L61

8L61

LL6l

L6l

ER FNETS

wy aInypuadxy [gnde-uonN

S86T-9L61 I3usn) 33MuIdiag pus 3044 086l Iumsuo) w
SBEL-9L6L 394AL3S £q dwrurwiBord-qug SINAIS QIRIY Kyunwmor) agy uo amypuadxy

6TV AHqs]

'sI0113 3UIpunolt 01 NP £[198X3 [B10] J0U Kew suwn(o) 910N

Yiesy jo wuswiedaq :3dinog

£'791

Tt

T6tl

0'evt

I'str

v'06

$°69

9°LS

4

sy

[BloL

80
8¢
§Tt
o
6l

X4
'8

v 801

80
9t
0t
0
Lt

€6l
8L

9°¢6

8°0
9t
§Tl
[0
91

s'Ll
S'L

41}

Lo
v'e
s'0l
o
$'1

1’9t

99

$T

076

0
LT
6
o
£

R4
14

80t

£0
144
$'8
(AN

0Tt
St

0°9¢

L&Y £'0
$'1 8°0
8's 6t

vl £1

9t I'e
§'T 6l

$°0$ IR 44

£0
Lo
1

0t

§'T

9t

Lt

st

o
9°0
0t

0t
st

st

st

SINAIIS [BINY
$30tAL3s Jlwpeyiydo
SANALS [RIUaQ
3utuuerd Ajiwey

$301A19§
Anwiarew Lreowuog

$301Ad3s Futsinu sulop

sased diyspaey Jutpnjouw
$9ssau((l wid-Buof Joy
s8nup §o 1505 jo punjay

IZ 1apun 31qtaiaur
suosiad Aq paseysind
s3rup .oy Apisgng

(s8nuip paquasaid
3utpnpour) sadiases
Jsuonnoeld [erauany

$861

v861

£861

7861

1861

0861

6L61 8L61

LL6l

9L61

ERIEWEIN

wy aunitpuadxy [eide-uop

SUL WILNT) GRGI-9L6I NS Aq awwsidosd-qng SINALS sy Anunwuio)) Iy uo unipuadxy (snds)-uon

8TV qe

idi

140



“£1aAn23dsa1 sonel L86] PUB £861 IEINI[ED O PISN SISNSUID 986 PUE 6] $S2UNS1) [[B Ul PIPN[OU S, OV SIOIUS

‘siseq 1uafeainba
awWll J[OyMm € UO SIINIOM [BUOISSIS pue dwl 1red pue ‘saIMINSNS XIS IPN[OUT SUNSI) preoq YieaH UIANSeT oyl  :SAON

‘Yieay jo wauwntedaq  :a0Inos

0Tt 1 1812 ¢ 1 SLI LO1 e
LOB'ST 1 LTEIT 1 t44 91 UIDISIA
88E'PT 1 1 SI0'SE = 1 [44 9 uYyINog
78661 ¢ 1 vE0'TT ¢ 1 (44 L1 wI121Seg YInos
6EE'91 1 1 6€9°1b © [ £1 $ UI91Sa 78, YIION e
TEI'ST: 1 £8Z°1p © | 4| L w1158y YUON -
67S'81 : 1 610'8T : 1 L1 11 w1159 M4 PUA
L8L'0T ¢ 1 8L8°8T : 1 ol L pue[pIN
09171 1 861'1p 5 1 LS 67 usaseq
L861 £861 L861 £861
oney uohendod :QINV pai[y sisod
L861 pus £86] ‘pivog [I[SIH [BUOIIY Aq SINYIO [$APIW BUY
I1°TV 3iqsL
S1INsad sUSUID 9861 Y1 UO paseq st oheld sesinu uoneindod ¢g61 YL
‘uonerndod 01 aaneas sasanu Yireay ayqnd jo uoisiaold 3yl St Jamof Y1 oned Ayl saydy Yyl is;ON
*paddeolpuBy 3yl 10] SIO[ASUNOI S8 YIOM oym s3sinu yifeay diqnd ¢ sapnpuj (g)
*901A1ds Sursanu ¥ apraoid oym J9pIo <NOIBIAI B JO SIIQUIdW ¢ SapN[dU| (7)
‘ajdoad paddesipuey jo saliure) ayl Yum sasinu Suiasunod se yIom oym sasinu yifesy dqnd g sapnpuy (1)
‘Yiesy jo waunieda :22In0g
9192 L90'E 3901 £€6'C pSll ¥80°¢€ 1601 [e10L
SEET - 9$¥T 6pE‘T 14| L8E'T 34| 1€€°T a4 uISIAN
09¥T - TT6T 161'¢ 8T1 798'¢ 9t 14303 (44! uwyInog
6LYT - 619 LLS'T 13 918°C £El §69°C 91 u1dseq Yinog -
S1ET - TOPT 9p1'T 66 691'T 96 §TI'T 96 WISIM YUION =
TIYT - Pl 618'C Lol 9L9'C (£)801 00L‘T $01 wanseyq YuoN
£5¥T - €8T 850'¢c €01 088'T @01 LL6'T 101 u11sam-pIN
6197 - 60ST 1€9'T 6L §79'T nee £L9'T vL puEIpIN
8SYT - v10t 65b't 95t SLE'E 1413 LS6'E 6T uisey
§L. Ul papuaUILIOdIL onel pasoidde ones
solied sasinu onels sasinu pasoidde s1sod pasosdde uoneindod/ssinu  paaosdde
uonendod jo aduey suoniendod s1s0d suonemndod s1sod paaoidde si1sod s1sod pieog Yieay
$861 £861 8L61

(papn(ax? s uyd 101098 pus 1UIPUIUIANG) SIBIL SNOLIBA
‘soney asiny voiigndod pus ‘spisog YI[BIH [BUNI3IY U SISO RINN I[EIH Hiqnd

1 8r4 ALILLA S



BIEp s[eidsoH ArelunjoA ‘sopreureq ‘I ul puuosiad juawadeuews om) apnpdul pue
4q payddns miep sauIBy aue) pyo/Anweq fg¢q a8ed ‘6g s3|qe ] ‘05 "ON 1iod
ale paddedipuey ay1 10§ suonesiued1o uo sam3ig ‘gg6| 01 1aja1 BIED S[IDUNOY) 3D
Jo &10121Qa DdNSd §861 W w paisi] sanarsos uondope PaI121s1331 ay1 01 uotieg

‘§861 Aienuef 10§ ate

‘L861 01 13j31 ‘DS
9y DSIN wolj uayel

IAI3G [BIDOS !SAdIALIS
L W 3dNSd 3y Aq

p315933ns saun3y uo paseq 31e pue eunxoidde e $31n31y saRL0OG uondopy 5133450 Alejoa 3utsnoy
01U3§ pue sI1JJO Ief3An BUISNOH IpN[OUT puUB 86| Pu3 10 are saindy SNuoYIny (8207 pleog
uolidopy 3yl 01 1AUIPUOI3S UO jjels uotieqosd apnpdul jou op pue ‘L861 10 a1 saindiy asay) ‘sspesd
[edidutid pue [edidutid 1UBISISSY 31 10U 1NQ *SI1JJO I01UAS pnjow saIndy arejjom pue uolleqosd ayj 1$32IN0S /5310N]

$

01

Y4
(s18W11153) 9¢

(desipuey jeruaw yum Furjeap gp
‘paddeotpuey AjjestsAyd ay1 10§ suoneswresio Kreiunjoa 1steads ut gg) o6

(suonesoy p ut HDJSI ‘uNgnq ut Apisowr [
ATV ‘ysuRYD ‘[PISOH deld £3194 ‘pry s, udwom ‘sopreureq) g7
(unqn@ ut Kiofewr iseA 3y1) pg
(Jyeis arejam BUISNOY 9§ U SIINIOM [BISOS pE) 0L
S190YJo Jrejlam pue uoneqoid ¢9

!

Ansnpup
preog uondopy
31131205 uondopy

S|IDUNOD) NAIIS [B190§

paddesipuey ay1 10§ suotiesiued 1)

saude Aleunjoa
34®D pllyd/Aqiwre

siendsoy Areunjop
sanuoyiIne [0y
usnf jo wiredag

pafojdwy s1squiny

£ouady

SIBIX SNOUEA — spisog WM uBY) YO SPUY Uy pado(duy 1104 (810§

£I°TV Aqqu]

145

"A[2A1123ds31 soniel (861 PUB [86] Y1 10f pasn alam 9861 pue
(861 JO SISNSUI 3y} 'SIIYIOM [RID0S JOIUIS ‘PUR SIINI0M AIIUNWIWOT JO LQUINU [Jews AI3A B IpR[oul saIndy sy

‘uotigindod 03 JANIEJA! SI9Y10M [B1505 JO UOISTAOId Y1 ST 13MO[ Y1 ‘OB Ay JayBiy YL :s3lON

‘YIfeay jo 1waunredsq :321n0§

'l §SS1I 60¢ 86T [B10L
86£°6 T5L6 LE € TIEIEEYYY
LOE*LT 805°L1 1€ 0f uiyinog
85011 SEI'YI 1€ 9T w1diseq yinos
080°L 9EY'L 0g 8T wIdisapm YUON
343 14 17902 4 4! ulaseq YuoN
000°12 829°01 S1 6z wIsam PUA
LEO'6 wor'6 £T 1T pueiptiy
619°6 osr'ot 8Tl 141 unisey
L861 oney 1861 oniey L861 s1lom 1861
s19flopn [B1DOS sIay10M [e10§ eos SIIYIOM [B150S pieog
/uonendod suoneindod J0o Iaquny jo qunN yieay

LS61 pu® [g6] ) ‘pisod YIEIY [suniday

Aq SIANAIDG SHUNWWO)) Ul PILO[dWT SIANIOA, [BID0S JO I3qUIRN

Ty qeL

144



*sIeak dansadsss
10J ONBI NBIN{EI 01 PISN SISNSUID 986 PUR 1861 '9861 UI "S'O"M’'D'S 6€ — SIUSpuUtULIdNg IpN[IUT 10U OP SN SAION
"JIBJIIM [¥100S JO 1uswniedyq :33in0g

T£6°8 80111 96t 01¢ [e10g
L80'8 8£6'L X4 £ WIAsIM
SSL'6 rsL'8 S 0% wayInog
0Ls's £L8'El 4 k4 wd)seq yInog
98¢°‘L LT9°¢ .14 LE WIANSIM YLON
2s0°01 r$0'91 0t 81 wdsed-yIoN
687'8 908‘8 8¢ 11 WASIM-PIIN
199‘8 Lor'or 1£4 0T pUBIPIA
T6'8 oTL'st 8¢l 9L wisey
9861 1861 9861 1861

ones sisod/uonemdod 51504 pleog yiesH

9861 Pus {861 ‘0nwY $1504/uopsindod pus ‘spisog YIIH Aq paserdury usdyQ AegPA AEnwmo)) jo saqumy

SI'TV 3qel

“1aYJom [e10S/1dydea L (5)
"1 I0M [BIDOS/INIoM ANunwiwio)) (p)
‘siseq AIeun[oA 8 uo Fur{iom sa1enpeid 1ud31 e 35aY)
— S)uelSISSe N10M U120 [ [ sey uotiestuedio sup ‘uonippe uj “Kidedes Aiejunjoa e u Fu1yiom s13p10 snotdas jo
SIaQUISUI I8 3531 JO £ *AI0SSQ JO 359001(] INOYIN0LY1 [10UNOD) IJIAIIG [R120S AUUaY[TH Aq pakoidua Z1 sapnpu] (g)
'pieOg YiEdY UINSIM-PIA
10§ siseq A5ua3e UR U0 1B UL SIJIAIIS HIOM [BI1D0S 3pTA0id OyMm [1OUNOD) IMTAIIS [BII0G 18] WOLY 8 SIpnpoul ()
‘[12UNOD) 3MNAIIS [BI20S SUOIYIY WOI) pieog YI[BSH 01 P3puo0dds ¢ sapnau] () :SII0N

¢4 4 9¢ el
—_ —_ I WIS
- £ [4 uwnRynog
- £ (€)s1 IS8y Yinos
— (9] 4 WASIM YHON
— £ £ 1LI21S8Y YIION
- - 91 WI3NsIm-pIN
- (0 (y PUBIPIN
17 £ £l uidisey

sauade Arejunjoa
isteRds 12y10 J0dSI S[IOUNOD 3MAIIS [B1X0S pieog yieaHy

| £861 ‘pasog MI¥IH Aq saouady UMuN|oA INMIAS PUE STUNCD) INAIIS [BI0S 0) PANIENNY SIOM (#1208

pPLTV 2lqQBL

147

146



SOV T UOUL VML
:o:_mmn 3y 1uasaxdas 6L61-pL6 1 L0F saInBiy sy ‘spieogd y
Pue spreoq yieay 1umAa[al ay1 4q papiaoid sadiatas da

‘Yi[edy Jo yusunteda(] ‘Auapg sy sof $301443§ Anunuiwio) ‘g 'oN Hoday (£861)

STMUIY T POV 4Cen AUB UL 3dLIEL

YouY JO JaquInu 18103 a1 treak yoes jo 12quIdAq 01 18
1[e3H Aq papuny suonesiusio &eunjoa £q papiaoid soy
4 Jwoy Jo sslmIdyIusq apnpour aaoqe uaA(@ sonsness ayg

SANON

‘PIeog ifesH WASIM YUON

a8y a1 Joj (1UN0D [RUONEN :$351n0G

%0°€8 bIS'8  SET'L  6pp'9 e/u W'y 616'F L9 (@
THTOT pE9'S 1Ll esu 1209 L60'S  o018's  £9s's (®) sfero
%L 98 LIT'T 991°'T 086 e/u B/U 214 OLP'T  65S°( (@
YOP'l oIv'L. pIT'T esu 906 £9¢ ISt soL'l (®) wasom
%% L8 €€0'l  §T6 £v8 (45} B/u 869 s 1394 (@
6L1'T  #50'T  9¢6 0sL 659 ¥78 99 £6v (v) ulayinog
%198 178 ¥$9 4% 444 e/u 80t £ 74 [4Y4 (@
£56 6LL £79 L14Y {14 0LE 96T [43% (e) waiseq yinog
%9°16 T 90T €56 [4¢: g/u v6L 89¢ LSy (@
L9 wrl'l L20'1 €L8 98 SI8 6v9 1744 ()  wasapm-yuoN
%98 $744 609 £0§ [43% e/u £67 €67 L6l (@
11.14 89 149 87¢ 1743 LTt (1133 S1T (e) waiseg-yioN
%E b8 788 65t 4% [43% e/u 0T [£T 9T (@
90'l  Lov 6LE 1144 60t L1t 862 LvE (e) WAsIM-pPIN
9% 88 689 [42Y §:34 L6T e/u 6ST {013 [44% (Q
08L LE9 80¢ [443 0s¢ S0t 9tt SLE () PuepiIN
UE9L P6I'T P16l €481 gl e/u 08I°T 6571 6911 (@
020 S¥$'T  9€S'T  e'T  0TI'Z 98l 89T o0us'T () usey
1861 A[13p[2 219m oym uotday
s1ua1d10a1 Jo a3euacsad (361 0861 6L61 8L61 LL6l 9L61 sL6l vi6l pleoq yiesHq

SIUsPYug pIBy = () SIUNPYIUIY Jo JaquIny Mo = ()

LTV 3qe]

(1) 3%a13g dPH WOy Jo saumajousg

1u3531dax saunBuy 3y |, *901aL9s d[3y swoy B apiroid 01 spreog Yo} ur
padordurs asoyl puw spieog I[esH 1UBAI[AI 3 q Anoastp pakordus

134 YOrS JO 13qUIIIR( —w 1e se uonisod

01J S1URIS 2A1021 YOIy M s3OUIFR A1ejun(oa £q
sd{ay auwioy JpnpoUl 240qE UIAIS SaNISNEIS Y[ :5IION

"qIesH JO 1udwIedd(] [(j4ap1F Y1 10f SaNAIIS (unWUOD) *E "ON 1oday ‘(€861) pa8y ay 10j [1ouno) [BUONIBN :5321N0G

95t‘9 0£9°s 6£0's vss'y 768'¢ oLL'y LE9'Y (awni-11ed) ero]

[4¢4 [z 081 1281 88 [43 6 (sumni-{[ny) rerog,
T M P9 8¢ ¥79 0§ w9 Te £9¢ - 0T — 691 T Wdisom
6 L €8 9 §6L ¢ €9 T €9 ¢ a9y - g6y — wayinog
oL 91 e 17 68 Tl P Il XA | A4 S 8.8 8 waiseq yinog
se8 Iy 6, 9% 1234 4 9% o0t st (T IsT 9 9%l 9T W3sIm yuoN
P6s 91 g6y SI [4' S A 08 — 69C 61 98T — 91z - waseq yuoN
8¢ 7 66t ¥ 8T L 8L 9 orT 91 T o L81 ¢¢ WAsIm-PIN
80¢ ¥T 00e Pl 08T 6 ot — L6t — 6Z¢  — |42 PueIptiy
88l Sv 068'1 L 8L9'1 €t PPl 67 pIT'L T oTT'l Lt otr'r L1 uldisey

uotda
d W1 bd Wwd Wd L/d Wd /d d Wwd Wwd wvd Ud L4 przog ;iom
0861 6461 8L61 LL6l 961 SL6l pL61

(unf-ueg = y/d ‘amp-ng = L/ pifogdmy sdap swoy Jo squny

9TV diqeL

149

148



"PIMY s150d 01 13531 s150d I !studRAINbY JUMI-I[OYM O1 PAPUNOI 318 PUB FJBIS [BUOISSSS pue sum-1red spnpout
saInByy oyl (A[AN33dsar SAENSUD 9861 PUB [86] Y Fuisn pareinafes alam L861 pue _mo_. 10§ sonel :%s:now “F—. SION
"YIeIH O 10sunreda( (301nos

4 3 JRA| 6 0L
¢ £ 4] 6 WNsIM
¢ £ |14 ST wayInog
4 I L £ wsey qinog
81 Tl 8¢ §T WIS YIoN
4 4 €l I w3iseq yuoN
¢ ! 9 T wAsIm PIN
¢ ! L € PUEIPYIN
< 4 114 67 walseqy

L861 1861 L861 1861

uonendod gpo‘o01 1ed s1504 s150d

LS61 PEW 6] spreog WIS Aq pakoydury ssidesaqy suopednidg

61'TV gL

151

. sisod 01 19531 s150d $13qUINU S[OYM 1SIIE3U Y1 O] PIPUNOI IIe SONEI Y1 !s1udfeAnba Jum-3[0ym sre saind
paty ¥ ! ! 1 Y y

I ‘AjaAandadsal sSNSUID 9861 PUB [S6] JO SISEq IY) UO PRNEINS(ED 219m 861 PuB [861 1of soner uoneindod ayL :SAION
‘yIesy Jo jusunieds( :321n0g

£ 4 901 oL oy
§ 14 Lt 4| WANSIM
I I 6 14 wayInog
14 t Sl 41 wdsey yinog
L £ sl L WISI UION
4 I L 14 wdsey YUON
[ { 6 £ wIsam, PN
£ £ 6 L PUEIPYIN
T T ST 1T unIsey

L861 1861 L861 1861

uoneindod 000'001 13d s1s04 s1s04

LS6L PUS g6 SPIvof WIwIH £q pakojdury sisidwiaq ] §asodsg

8I°TV AqQBL

150



P ST IMoL a1 onet Ay JayBrYy 3y (A2Anoedsar saIndyy snsusd 9861 ‘I8
"$861 ‘7861 ‘WIIEdH jo usuntedaq ‘sg61 ‘Sana43g Yo

‘uoneindod 01 3anwaI sIsIUIP JoO npqunu

61 UO p3seq auv sonBI pgGl PUB [g61 SYL :sON
PH 341 01 JuDAN2Y uonDUWIOful |PNISIDIS 1330S

IsL'o1 060°91 62¢ 1414 98z [444 9o [43 EwoL
916's 99Tl 6¢ I44 9¢ 97 £ £ TESLEYYY
$99°11 sIz'T 9 134 6¢ LE L 9 wanos
969°TI 9z0°LI Lz [44 1z 4 9 14 w3iseg-yInog
sit‘ol L26'81 [ £4 1§ 8! €l £ 4 WIS M -Y1ON
£90°T1 190'81 Y4 91 (174 61 3 £ wseg-yIIoN
6s1°L 144 WA 144 81 or [44 14 3 W3- pIN
668°6 9LE'SI 1£4 i L1 91 4 (4 PUBIPIN
91911 zo1'81 901 99 $6 €9 I 6 wasey
861 1861 861 1861 v861 1861 v861 1861
SIshiuap 01 RquinN
uonemdod jo oney sisod uodsms Euap suoddins (muap
s3pea8 [[e Bursnowid (SUM-[0YM) 13QUINU (101, SWM-IOYM PIYSTqEIST lofuss 10 jary) preog yesH

PE61 ‘SAUV pisog WISIH £q sy pus Smmpomig saquiny

‘s1s0d Jo saqumy ‘spivog WWIH £q pakordury spusq swm-aroqa

ITTV JqsL

‘slaqumu 3[oym 01 pIpUTIOL 358 pue stusfeAmbBS sum-fny 3oym 3re ssundy 3y papy s1sod

01 13)31 s150d P A[3Andadsar sones uonendod (861 puw [861 J1BIN{BD 0} PISN W SISNSUID 9861 PUB [§6] JYL :SIION
‘BRIl Jo 1wsuntedag :s0Inog

L S ore 981 mol
(11§ o1 43 €€ WINSIM
6 L Ly LE wyInog
I L '3 9z WNseq yinog
I 31 LE €T WIANSIA, qION
L 9 (174 L WNseq yloN
L £ {4 (11§ WwINsIm PN
(11§ 8 (174 91 PUBIPIN
(4 (4 X4 144 wsey
L861 1861 L861 1861

uopeindod (00‘001 1od 51504

s1504

LB61 PUe [R6] SIdsOH Aimunjop pus spreog yeIY 4q pakoidury sispdesamopsing

0T'TY Aqs)

153

152



"WIESH JO Jusunredaq ‘G861 ‘SIS YIEIH 01 1RASY UONBULIOJU] [BINSTIEIG :30In0§

- %Is - %9$ - %0§ Sipaq qre
Jo s8viuzoiayg
L9 €50°€€ SL T0€°LE SL P6T'SE 208
vL LTy 88 LET'Y 96 9LL'E wassm
44 €ES'E 9 080‘¢ 99 0£6°€ uRynog
5L 134 MY 69 vy L 8€0°S wseqy @nos
08 19 ¢8 6¥L (4 99 WIa1sam qiloN
68 LET'E I L't 6¢ LIz wiaseq quoN
43 P6S°‘T 8L LIg'E §9 €LE'E WANSIM-DIN
s 80t [43 698 I8 3¢] PUBIPIIN
0L yTeel rL P91 8L €T8*s1 wnsey
usIpyo 9[qide UAIpIYo Jfqrdra UIPTIYD Jfqrdna 1
. o - Pt ﬂ
Jo 9y SV lquinN JO 9% 5V l_dquiny JO % sV quny . :mﬁuom
¥861 £861 7861
uopsINYY ANHPILJ SPUOK 9 ¥ PITWEXT LAQUENYN SINAG PIRH PRTD 1004qd5-24
'V dqe]

‘suotjefnopes uoneindod ay1 103 pIsn a1 SN SNSUI [86] 910N
‘qijesH jo 1usunreda  :20Ino§
182 Lze 87 00¢ 89€ 9T £6¢€ 70¢ §iz  uonemdod
000'1 1od
Bpliclin. Iy
LLS 996 899111 8LE‘6PI Wl 865°9L TLI'9L €50°C1 801‘19 65L°9ST  swauneal]
el
0ol 001 001 001 001 00l 001 00l 00T el
97T 91z 6°sl 6°LT o've 6'LT 8Ll €L 00T snpy
prLL p'6L I'v8 I'ZL 0'99 I'ze (44} L 008 BUPNYO

% % % % % % % % %

wR1sey Wsap  UIIsey WNSIM
relol wRISI  wApnos  -yinog “YMON “YHON PN PUBpIN  umdsey

preog WEsH

uopendod (0] 13d HHUNNBU | PUS ‘UUPE) PUS SIHPY URIMIIQ (UMNEIL], jJo uoNBGNSIA
‘pusog QIEIH [PuoddY 4q PIPKAOId IIWIWNEAU] 0] — £36] PAHARS MEaq

TTTY AQsL

[ ——

154



"HIBRH Jo 1waunIedaq ‘g6 ‘saotalag yiresy 241 01 1uBAI[RY UOHEULIOJUT [RINSUEIG 1331n0g

L9E°1 79¢°T LI1T'8 u
001 001 001 e
8¢t 19 89 UONBAIISqO Japun pauteray
4 01 I 10150p A[1urey o1 passsjoy
143 LE 13 ISIE103dS 01 pasiajoy
% % % uayny uondy (p)
Wbz %TT %WsT 1J0 o se 7 () 'a
L9t'1 98T LI1Z'8 uonuane Jdyiny Sutimbas sisquiny (g)
66S°‘S 1911 €50°EE P3utwexs Rqunu re0y, (1)
% (A %
uoneuTIEXY uolieuTUEXY uoneUTWEXY
fuow pz yiuour 7| Yiuow ¢
#861 ‘mopuIMNY soqung Supmbey T2PIRD 10) UINEL nOPIY :sINALIS iRy PIYD joogas-2ug
£'EV dqe]
"WIESH jo wsunsedaq ‘G861 ‘sadlAeS IBIH O) JUBAISY UOHIBULIOjU] [eonsnelg :321n0g
T L9E‘1 795°C Y4 L1T'8 ¥861
It $9T°1 12344 ST 162°6 £861
144 SOE' 1 20,4 vT 019°'8 7861
urieY? pouruIex? puruexs
.m.uoz. Jo o laqumpy ‘ON JO Isquiny ‘ON JO 8, laqumyy m
Jiuowt pz fiuow 7| Yiuow 9
uonBUIUWEXY

TOHUINY AN PIPRN ogM 33NuNIa4 puw Jaquny
PROI-T861 SUONSWWEX PANPIYIS 18 PITTMIEYY TP

TUEV dlqe]



"YiedH jo waunreds(q :201nog

(44 a4 8¢ Sov'l ost't 1374 861
Ly 8t (44 2081 E€T'1 69T €861
194 9% 24 STY'1 0st'1 SLT 7861
oy 1,4 34 TEE'l 6v0°1 €8T 861
oy 1,4 6t 9ze'l re0‘l 76T 0861
spdnd spdnd spdnd spidnd a
210 0§ 1240 0§ 1apun 2101 0§ 13A0 0§ 13pun
Pa11siA S{00YDs JO a8EIUBIIg P31ISIA S[O0YIS O "ON
¥861-0861 PIsiA sjooyss
PB61-0861 PINSIA S[00YIS Jo IFMa0194 PuR IqUINY :SUOHEUNLEXT GHEIH [00YoS
§EV 3qe],
"YireaH Jo waunreda( ‘861 ‘SINAISS YI[edH Yl 01 1UBAI[IY UOBULIOJU] [BINISNEIS :30IN0S
280°3¢ 810'y oL
WS
8€€ Ls watgnos
9L0°Y it WAsIAN INOS
90T 11 w9 .
o6 e WANSIM YHON 2
o L1t wsey qUoN
WNSI M- PN .
16's 906
_ - PUTIPIN
. ! wasegy
1z'st 6891
¢
I Jo "ON

Surpuany uaIppiyd jo 'ON

PR6T SHWLD JuamdopRAdd PRYD UsY) QY SR
IRNNALS PIRH ML) [004s-ud

PV 3qslL

’



"YIE3H Jo usunredsq :3vunog

%I1Z pautwrexs uoneindod [ooyas JO o [[BI2AQ

001 ror'iza 210y

9z vLO'E uonEBUIWEXS Y1)

67 19Z's¢ UoNBUIWIEXS 3A139[2g

114 99L'vS Pauturexs sjuenus man
pautwexs e jo o laquiny

PR61 suousMuIEXY snops, 18 pamuiexy wapy) jo saquiny 'SuOfIIadsu eI [0oydg

L'ty 31qe]

"YI[BSH JO Juawreda(] :93In0g
1T X4 nv
1T 9T TEIEEYNY
X4 44 wayinog
0t 9T wdisey yinog
61 (174 WAsIA qUIoON
vz Lz waisey yuoN
6% [43 WIANsam-piN m
81 L1 PUEIPIN
Lt 81 uIsey

861 £861 pleog yieaH

PBEI-£861 Bu® pssod NWIH (q pawmwexy uapy) Jo BMusdsag
isuondIdsuy BHPIW [00gOS

9tV 3Aqqe],

161



'S31103318 23111 Y1 JO U0 UEY SI0W OIWT [{B) UBD UINE) UOIIOE SB %001 UBY] 310W O} PP SUUIN{Od 3y 310N
"WIBIH JO 1waunreda( ‘§8GT ‘SINAISS Yi[ESH 1 O3 IUBAIIY UONEULIOjU] [BOISIEYG 1301N0G

£09°9 6£T°CI 8ve‘61 u
S €0l 6°CII Tort feloL
9°LE 61§ 6'6% UOIIBAISQO 13pUn pautelay
v'6 9'8 €11 10100p fjfwiey 01 jei1ajay
$°9¢ 0'1s ois 1s1je103ds 01 felsajoy
usyp L uONOY
il %St %SE Iy se (g
£09'9 6£T°TI 8pE'61 uonuANE LYUNg Jurnnbar requiny ()
$LO'IE 192's¢ 9oL'YS pautwexy raquinu je10 (i)
UOlIBUIUIRX uonBUIIRX
BYIO 3A1193}9G SIUBIIUI MIN

PS6I ‘UONUINY 1oquing Buunbay upRYy) 10j UMY uoRIy :suonIadsup ENPIW [ooydg

6'EV AqeL
‘ies jo weawedaq :soimog
113 861 1oL
0s 1e'e wasam
LE £8¢€°¢ wayinos
€€ 19¢'C waisey qInos
66L W2ISIM YON
] e i 2
133 LITT 1529 YIHON -~
114 1e'e WANSIM-PUA
12 8TL PUBIPIN
0t 8EL'Y ' useq
ageiuansad nRqunN pieog yiesy

uonuaNy Joyung JUIPRIN PIUTUIEXT (¥10] Jo IBWIUIIAG PUY Jaquiny
UONSWWINY 5, URNUT MIN — PE6L UONIdsu] [SAPIW [00YDS

8V IIqsL

163



‘9 a8ed ‘536

‘(pieog uondopy) B[9IYd() piog uy ‘uoday [enuuy :3dinog

001 88 eio
74 [4x4 [e101-qng
[ar4 61 (mopm [ Jurpnpour) SaAlR[I 1310
£'¢ 62 (smopim ¢ Jutpnpour) siuasedpurin
o I 3uofe 1ayiey [RinjeN
1o I 3jim Sty pue 1ayiey [RImeN
L0 9 (smopim ¢ 3urpnioun) suore sidyiow [einjen
LLl 91 puBqsny pue 1ayiow feinjeN
vy
suondopo Aoy =
0'9L 0L9 [e101-gng
(4 8¢ Idyiow [e1meu sy —
9 143 Spleoq yifesy —
L'99 88¢ $3113130s uondope paidisidas —
4q pasoyd uaipyyo fo 1oadsau ut apows s13pio uoydopyy
A 1aquiny
$861 ‘suondopy jo uopnquisig
II'EV Qe
—d
‘81 a8ed ‘gg6[ ‘(pieog uondopy) B[BIYS() piog UV jo 110day [enuuy :351nog
%O'VT  %6'PT %Pl %981 %WEZI %6 %S %S8°L  %Z'6 %06
[4r4 L6T ELI | £44 Ll SOI ¥6 $6 | 66 suonidope jiurey jo 13adsal
Ul 3pBW SI3PIO JO I3qUInN
%BTE MLl %ET %60 %Il 050 00 %01 %S0 %80
82 174 ST I £l S L 4] 9 6 1ayiow [ermeu ayy —
%I WML %E'9 %L’ %9 0469  opep %BTP  %IL %78
14 8 SL 08 08 LL [44 [43 6L 16 Spieoq yireay —
%L'99  %HE'99  %B'LL O%8'EL %6'6L %TER  %S'S8 %0°L8 9T E8  950'Z8
88¢ £6L 126 6.8 156 826 Sv8 y90'l  8£6 $06 saliapos uondope —
14q paserd uaipiys jo 13adsas N
Ul Jpews SI3pI0 JO taqunN -
788 S6I°1  #8I'I 161°1 I61°T  SII't 886 €T L't ot apew
$13pi10 uofidope jo laquiny
£88 656 ST wST'0 6811 pSE'l  pET'1 8TT'l 96Tl L1 P3aLa20:
suotiesidde jo 1aquinp
$861 r861 £861 861 1861 0861 6L61 8L61 LL6l 9L61

§861-9L61 S1Uawadelq pus ss3piQ uopdopy

Ol'eV 3iqe]



"YiresH jo 1waunreds( :30inog

vES'T 58T 9Sr°T [e1o0L
6y (14 6’9 SWOY [ENupIsIY
£t 0L L'l aeand — 31ed 191504
0°0s L6y 143 4 spreod YiedHy ysnoiy: ares 191504
¥861 1861 0861 ae) jo adA L

Y861 PUS ‘IR61 ‘0861 A% my uMIpQY)

EI'EY Aqu],

"de ‘HE SsAqeL ‘YIedH jo wauniedad ‘gl ‘a1e) ur UIPNIYD  :30inog
‘Yiesy jo wsuntedsq

01 S13YI0M [BI205 WOIJ SUIMAI U0 PIseq UOHBILIOJUT {UIIP[IYD JO J3QUING 10U ‘3480 JO saposida uo paseq sasueI§  s0N
§6S°E 6£T 81y LTy 651 144 or SET (41281 N
001 001 001 001 001 001 001 001 001 % rew]
—_ —_ —_ —_ —_ —_ —_ —_ Lo swoy 1e uoisialdng
(VA4 L'6T 0'sy 0'ls 06t 8 9'0¢ §'T £'6§ 318D [ehudpIsay
Lz €1 — —_ — —_ — —_ €9 JBALJ — 3183-191504
L'EE L84 ¥'9¢ I'6¢ v'8¢ Y 8ty 1'os 1174 w31 3uoj-3183-13150 4
¥9l LT §'Ll 8'6 9T €T 96T 8'¢T §El ULi3) LoYS-3183-12150 4

% % % % % % % % %

WIAISe  WINSIA WINSeT  wIAsIm

[B10]  UIISIp WIYINOS  ynog yuoN yuoN PIN  PURIPN  uldlseq a1e3 Jo adA

spieog yiesy

£861 ‘SP4BOg YI[EIH 0} PANON 10 2IED) OJuY UINE) UAP[IY) 10] PIPIAOIJ 18T JO 2INIEN

eV Aqey

167

166



169

TV JIQBL ‘$861 ‘s301A13S YI[BIY Y1 O1 1uBAS[R] uoneuLIOjUI [ed11SNEIS 1301n0g

Lot vl L 6°0t 124! $0t i 6°01 $'8 1940 pue g9 uonemdod
(101 jo 3derudotag
8¢ £'¢ I'y (184 £ L€ 6'€ oy o€ a0 pue ¢/ uonendod
[B101 jo aderuaniag
69 06 9L 69 T'6 89 L 6'9 199 vL-§9 uoniendod
{B101 O aZeruaoiag .
001 et L9t v T8 T8 £6 6's §'Lz uonendod ] h

ALp13 o ateys s, uorday
VS6'S9E  SEE'BP  PIL'L9  L8L'0v  Lpriog PEL'OE  19T'vE  906IZ  OLS‘IOI  1aa0 PuB g9 uoneindoq

W2ISeY  URISIM  UIANSET  wIAIsIp
[FIOL UuP9m UdyIno§ ymnos  yuoN  yuoN  -piw pueppiy unisey

1861 “topmndod 1oL jo 38muasag pus siaquiny — pavog ma 4q 1940 pus §9 Py uopwndog

'Y Aqu]



"7 wnjoa ‘[861 ‘uonieindogd jo sNsuIY) :99INOG

LoI [0
95l UOWI0IS0Y
£l 6'sI OABIN
x4 Aemeo wasapm
8l "0 10D
L L'é y3noiog ‘0D 10
6'tl Auay yinos
86 Mopie) =
60 Auuayry
€l P10 X3
601 St piojiatepm
06 y3nolog ‘0D piojizem
[ 31 A S Aresaddiy waAsey-yInog
(134! —ﬂuo_.—a
S'vl 9Ll unaay
(24 odig WI3153 M -YLION
L's [T):=1 70
T6 Yo
(1] ra { uey3euop
8'el uBAR) wseg-yloN
w
611 N Atesaddiy,
"1 Lol yorsuwy
I'6 y3noiog "0) 1w
¢TI ABD WAsIm-pPIA
P01l resunsam
601 o1 A®y0
o1l p1oj3uo
601 stoe] PUEIDIIN
96 MOPIIM 14
69 aBpIy -
] 8°El aneydoe ] ung wisey
Ly ulgng
[ ysnoiog "0D uiiqng
uorday y3noiog L1unoy) 1o A1unoyy pieod yifesH

1861 ‘uoiday pue ‘yInasog Auno) ‘K1uno)) 4iq 13AQ pus g9 pady uvopwndod jo ¥nuanag

[RAZ LA



‘SPloyssnoy seaud 3uan jou uoneindod aip $3pnpdUT Yorym uonendod [B101 21 <1 e1ep oy 104 1012UTWOUSP YL 0N
‘91 3qRL ‘111 awnjop 861 uonerndoq jo SNSUR) :d2Inog

v'81 91z 9p1 v
LLt §'LT 081 uowwossoy
191 L91 Y ofepy
£El LEl 8¢l Kemen WRsam
$91 6t SEl o)
812 0Lz Lz y3nosog ‘op w0y
$°91 1’81 6'v1 Kuay yinog -
9Ll 1oz 144 mopley =
VA (4174 osr Auuayry
[AFA 1414 'yl piojxam
8761 (A% 4 6'S1 plojinepm
£°61 14 92t Y3noroqg -0y projianepm
8°8t 61T st 'S Amraddi waseg-yinog
'8t 1’61 0Lt [e8duoy
602 6l £'TT wnny
0’6t §°61 L1 odns WANSIM-YIION
8°LI 8 ¥4 6°El neay
19174 85T el yinog
9°61 (¥4 Lt ueyBeuop
9°61 6°61 P61 ueAg) waseg-yroN
891 6°€l v'6l AN fesaddry,
691 9°8[ 6 vl FRPung
861 (184 §Lt y3nolog "0 yuun
8°91 A 8°st uvD WI1S9M-pIIN
81 Loz LSt yreaunsap
Lt $61 8l 10
61 061 $'61 pioj3uoy
IR L6l st sioe] PUEIPIN
$°61 | %4 1R4 MOPIA M
$91 00T 14 drepiy N
9'€2 £62 Y4 alreySowy ung waisey =
st 9'61 9'8 L. mang
622 1'82 €l Y3nolog ‘0 ufqngy
% [ Y%
v sareway sarepy Y3nolog K1uno) o funo) pigog yiedy

1861 ‘y3nosog Gunoy puw funo) 4Aq
uofy 3uiary + g9 paly ‘SIMWIS pus S ‘uopsmdod jo a¥wuaniag

£'PV qqe]



‘11 3[1qe ] 'T swnjoA *[g6] uonendod Jo snsua)) :351n0g

0'€C e UOWIWIOISOY
$6T | ¥4 oABN
oy 6C Kempen) iBEILEYNY
T'e9 143 ysnosog L1uno)
pue Ajuno) ¥10)
STLE 9T ALy qinog
bal
(14 ¢4 Mopre) o
Ley 43 Auuaniry
9°0F r4 4 PIOJXI A\
9°¢9 8y piojiatem
6'SP 43 'S Aseladdiy uIdsey-yinog
65t 9 redauoq
TeL 81 unney
9'bp ¢ o3ns WIS M -ylIloN
0've 34 1oy
0°0L 801 ymoy
65t or usyeuop
$'6T 8T uBARD) wsey-ylioN
- - L4
0ty 0t ¥'N Azesaddry
£'6$ 09 Ploun
0'9¥ L ctile] WIS -PUA
9'1s St yreaunsam
0'6p 62 &e530
6'€€ 0f pioj8uo
Uiy (113 stow] pue[pIiN
£'99 24 AOPIAM
68 19 arepiry hig
0ot 680°1 y#nosog K1uno) =
pue Auno) uqng waisey
Y
saLlepunoq
pautjap Aje3a) Yyum sumol anawojiy arenbs y3noiog fiuno)H
ur vonemndod jo 8viuadiag 13d suosiag 10 A1uno)) pieoq QifesHq

1861 ‘sumo] uy uopigindod Jo adwuaniag pus
sy3nolog S1uno) pus Sjunoyy ig Csuaq uonsmdog

PPV el

m



YI3H Jo wsunredag 1Inog

8T ®0g
9z wdsapm
Ll wayqinog
0T 1seg-qinog
(44 1S3 -qlION
1 15ed-{IoN
9T 1S9IM-PUN
(43 PusIptIN
Tt wIseyq

19A0 pue ¢9 pase
uoneindod jo aferuong pleog yijeay

1861 — $3xMI3g di3Y awoy jo 1dyadey g 1a4g) pus §9 P33y uopmndog jo stmuaniag

9PV 3qey

177

A

"SL 988d *5g6] *saoinlag yipesy 241 01 1UBAAI UONBULIOJUT [RONSHEIG :30In0g

95S*€El 992'c 8£8°'C 68¢'[ £€90°L lsquiny —

001 001 001 001 001 W 1d — ej0g,
SE §°91 1’0 parers 10N
96 Pie '€l 61 L't LYo
09 I'v $L $'8 (%Y Aneryossd xuosyn
8T ¥'T 1 Ll L't dedsipuey |muspy
(43 9T 9t 91 191 [eutuia g,
0 4 £le vor 0T o9 YIS sruosy)
6t ¢ 9t Lo 8v SS3UIN Aoy
61T Lyt 6°tl 7’59 8¢l [eid0g

% % % % %
sswoy Juisinu sautoy wisinu sSwoy sawoy/srendsoy
avaud paaoidde arejom L3 wun jo
oy »Y1o Aleiunjop pleoq yireay  preog yiEeay Lio3aren siuMmeqd

SRS []1205,04pIW £q £86] ‘13quiareq I¢ mo
SHU( HNBLID L815-Juo uy 1uaprsay syuaneq jo Bmnaasag

S'PY Aqe]

176




"[Puu0s1ad feuorssss pue sum-ired

J0 siudeaInba Jum-3foym 3y uo paseq are pue siaquinu Jloym 01 papunot sre uwinjos puwy 1y 1w mep 3y :SA0N
PredH Jo 1waunseds( d1nog

£T 14 S;e10 ]

$ 81 159mM
£ {4 wayinog
b . 91 1583-y1n0g
4 3] 159 -YlION
I £l 15eg-YlIoN
£ vl 1S9M-PYIN
4 6 PUBIPIN
£ 24 . uisey

(L861) a1qeeae si1stipodosyd pannbai sisipodonys jo
paytrenb 1useamba sum-3joym jo laquiny fsqunu wnunume parewnsy pieog yijeay

pisog MISIH 4q paynbay pus AqueAy sipodonyy) jo saquny

6'rV dqeL

179

LLOL TAumnuwf ‘gg CON 1MOdRY qJyiuopy TUOTITILWIOD) AN (BuonERy LadInog

6Ll wnidres 8Ly uoly
£l O ulurenp pue uolig 6’11 uaold
L9 O utwrenp 43 A31ug
JUEIRIIET) 1uAAJIp
afvuing wauodwoy) dBewuadiag 1wsuodwon)

Adoad &p1aprd jo aduwres (1) [#n)) mGng Jo uaxjeq Lmag

8PV 3qeL

"$861 01 £861 wouj I018Y3p ArMmitpuadxs xqnd Y1 w J3ueyd Aq pasearout ‘gg6l 10} ©1Bp By O Juswreda(q (1) :901n08

00°811 SWOH armypam
67T 1etdsoy anetan

luaned 1ad yoom 1ad 3

(1) $861 1503nY — 1wy awoy angjam
pus myidsoH LI jo ifEIY Jo juswiredaq o) fn1%07)

L'PVY ¥qE]

178



"P3puUdUIWOsLI, uwnjos 41 apnpaut 10u ssop
[BIOL "P3sn Snsua) [86] !suoliepuswwosas PNwwo) pady sy jo 31D 3yl 01 s1a531 «PRpUSWIWOd21, uwnjos YL saloN
‘811 38ed *¢gg1 uwqnq ‘puetaly wr Al3pIT oyt jo 3183 [euonninsug ‘pady i 105 1uno) euoney :32Inog

R_”w . 0 8rL'T 6t ~¢5::_o>\o_u>tm
o6l 199°1 16¢ L1t 269'8 pieog yireay
[e10]
988°( 81T 0 :1a 4 8sH'l
Nwm. 0 ol Is¢€ ~CS::_0>\2~>:&
TSl 0 s8Iy 9011 pleog yiresy
WIS
49 44 LLe ort ££6 60p° [ ot
m&. 0 5§89 £6¢ ‘bﬂcz_o>\o_w>.:n_
vLP'] . or 8T 911l pieog yiesy
wayinog
Lye'T v81 Y4 PET 880'C
:e. 0 9¢ 9 bﬂ::_o>\o_n>ta—
0L9°1 1Y4 861 'l pleog yipeoy
waiseq-yinog
0911 9¢l1 o1 14 168
092 0 0 092 Amunjop sa1vaty
006 o1 65T 1£€9 pleog yieay
WANSIM -YLIoN
9er‘l 91 0 9Ll 0921
P81 0 9¢ srl Aejunjop /areatg
[AYAl | 0 ol 41081 preog yieay
W31seg-yuoN
062'T P 0 08¢ o16'1
99 0 oL 6§ Areiunjop /a1eatiy
979'1 0 o1¢ 9Ig’l : pleoq yiresy
WANsIM-pIHN
6TC'1 66 0 91 LEO'T
(€44 0 - T Arejunjop sarearg
L00'T 0 91 158 preoq yiesy
PUBIPIIN &
L8s'y Lsy 9wz 6¥€'T 2661 -
0§8°'C 0 1161 6£6 Areunjop sa1eatg
LEL'T T x4 £50°1 preog yiesy
waisey
PIpuswwoss [eny
1UAUWISSISSy AR Ae15-3uoy uonepowwodde
joadAg
elog £103a18) pieoq yiesHq

¥861 ‘(pepusuiwioday puv [sny) saoeyg JUANUSIISTY pus
: SPog 3WOH ueIM *Lmg Buory :suordsy pusog WISIH W AP 2@ 10§ uorsacug pog

0U'rV 3qs],



‘€861 "V ML ‘awayos juspuany an) auwol 4 ‘ueuysneq :321n0§

9z oL
§ I I SNIM Om1 A19A9 2dUD
9 £ £ AP§sdm saum a1y
91 I 9 8 A[oom aom
a4 (4 £ L4 s I 14 Appeam oup
sinoy siy g sIy ¢ s1y ¢ sy z o saATIurey
moyL (L2008

INAIIS JHIRY © 3MAINY SAWS 0F SHHA JO BOPRING pus K>uanbary
AWAYPIS JuBpUINY 28D

'SV Aqe]

"UC{}BPOWWOOJR JIYEIIED IPN[IUL SUUN ,SUOHIESIURBIO) AIBIUN[OA ) JO SWOS :SAION
"1uWuoNAUg 3 Jo 1usunteda(] (301mog

8 L6 05§ 989's 2861
6t [ 4 1£9 189°S 1861
194 P ol §29 8009 0861
Ll o'l 189 viz'9 6L61
I TSl §T6 £L0'9 8L61
44 vl £68 £EE'9 LL6l
1% §°01 £9L £92°L 9.61
39 oot SL8 v6L'8 §L61
0§ 66 0.9 SYL'9 pL6l
14 66 009 TL0'9 £L61
8l 001 06 T06's L6l
(4] 66 sLy 68L'y 1L61
X4 86 sLE LoL'e 0L61
suonestuedio suosiad £j1appd snuoyIne [B8I0] Aq .
Arejunjoa £q 10 paptaosd paptaoid siun Suisnoy
paptaoid sytun Juisnop| vijoseseqg SHuN Jo laquinN Jo 13qumu ero Ieax
g A4

AHIprd 391 10§ dupsnoy (eadg

1PV Aqe]

183

182



‘€861 V' M'T Pwayog ubpuany 240 awopy g4 ‘reuysne.y 12In0g

T56°01 1oL
Lsv'e dAlsnpW A[(nf 01 Areniqa4 woly payiom sinoy 10§ SIUEPUINY 318D JWOH 0) siwied
000'7 ("n3 *a8wmsod *suoyd Bupnyour) dn-yoeq [BLIRIa100
00$°s (019 *swuresdold sssusremyy ‘snueg yum dn-mopoy ‘siepuany 218 01

1oddns tuostery !sajiuey jo UOHSSNIS pue 1uaWIsSISSY) stu-jiey — ndu1 s, 101ewpio-07)
3

E361 Anf 0 Lusnigag — 2wagds 1ond Jo wonwadQ Jo 1mor)
RIS JuspuINyY v

€SV qqeL

185

‘€861 V" M'] ‘3wayds 1uppuany 210D awoly 4 ‘weuySneq :921n0g

sl |0

6 paisanbal uaym pue se Aqqepreaw spews INALG
z AW Q/Keq Aouadrawy
z SMIEIY 10§ YBaI[ ABPIOH 10 PU>Yaap
z UCHEBINP Y334 U0 J0f uoNUIAINIUI Adusdrowy

INALIG JUBPUINY B LHuadiawry [BuopeIdQ Jo adL L
UIPIS JUBPUMY 1)

'SV JqeL



(UBAIISBUOWY) A3qqy 2100W
(0D ‘B107) A1rey) jo siaylorg

(projiarepm
‘ATed wowpg) L1ey) jo sisyiolg

(ungnQ ‘s udUIA “1§) 211U ApMig prIYd

(pnoT "0 ‘1edwniy)
PO JO uyof "1§ jo 13p1Q Ja[endsoy

(Aem[eD ‘a10wWUdY) Kirey)) jo sisyiolg
(Youawr ‘asowumeq) Kirey)) jo sisylolg
(2107) L1zey) jo siaylolg

(e107) Lirey) jo siayjorg
‘UONIBIDOSSY 218D 131}V pUE O[04 {10D)

le3ulny pue JIowe(nL ur saNuUID)
"(UBAJIIISBRUOIN) £3qqy 2100

“(poiyoeg)
POO JO uyor "1§ JO 13pIQ Ja[[eiIdsol
(UeA3131SBUOW) A3qQqQy 20O

‘(umoissawfe ) [eidsol sLEMIIS (Unwireg
PUB UMO1S1BO0D)) ISNOH S, [3BYIIN IS
(Pponyoelg ‘s,sunsndny “15) ‘pon jo uyor
1S JO 19pIQ 13[[endsOl ‘(peoy uBARN

morieD)
“q'S Adesaddry,

PIOJXIM pPUB pIOjIaleM ‘Kuadanry
peIN

UeARD pue uey3euopy ‘yinoy
UouIwodsoy pue ofepy ‘Aemen)
“4'N Kesaddiy ‘arep) ‘Nouuny

K119y

(seary are) Anunwuo)) §)
fiuno) pue L1 10D

peaunssp pue projIuoy
Are}J0 pue stoey

MOPAAM

arepiry

‘SINAIG

AIOSIADY pUR 1UWISSISSY Nisouderg jo
ssodind ayy 10§ swaze uwysed p

O1ul PIPIAID 318 seaIB J18) Atununuo))

SUNUIA 1) 21U ApNIS plIYD

8 941 "Awuno) pue K1) uqng

waseg-yinog

Wwdseg-yiioN
ISEILEINY
WI31S3 - PIIN

widyinog

Pue[pIiN

unsey

suonesiuedi

SEAY 1) Ailunwwo))

preog yiesH

€961 NAIIG AIoSIPY PUR JuswissISTY soudwq

§'SV dqey

187

Joo( uado
UONBIDOSSY JIBYS[IIYM YSH

WMD) [BIPFWIY (BN
UOIIBIOOSSY ITEYOPIYM YSU]

BIBN JO 19PIO
PIMWOD) qn) 19311S WNOW
pueal] jo diysmofa ofod syL

:Aq (GHT Yiim uonemosse uy) pageuspy

MO[XAA "0 ‘Avig ‘3sNOH BBy
21BN 0D A1V

§ mqng ¥30{00)
‘PBOY AISENUOLD) ‘SNUID) YIRSl

€ UNQNQ ‘JrmIuolD ‘Sauq yieayyoelg

71 wqnq ‘uiu) ‘peoy s,seudy 1§
7 Wqng 13ens weuag 91/51
uriqnq o) ‘wesio[ig ‘3snoy yred

‘uones0r]
(€861 12quaaopN)

sdoad paddexpuvy A[wsiud 1oj sanua) uopeARdY Ke(
smwmiosd uY) Glunwwo) sy pivog P Wasey

F'SY aqe]

‘d4d0TdA9A ONIFE

ONLLVYddO

186



80% subrention from Eastern

Variations between Health
Health Board.

Boards.
Employed by the NRB.

Health Boards pay from
40%-50% of the salary,

Supporis

2

Two social workers based

in Eastern area.
One social worker providin,

Employs 8 Social Workers
a national service,

No. and Area
throughout the country,

Table A5.6

Examples of Specialised Social Work Services, 1983

National Association for

National Courncil for the
the deaf.

Blind
Spina Bifida

Agency

Disability

Spina Bifida

Blind

Deaf

APPENDIX |
Background 1o Community Care in Ireland

The Commission of Inquiry on Mental Handicap which reported in 1965 stated:

1tis accepted as a general principle, that communily care (i.e. care provided outside
residential centres) is therapeutically better for a handicapped person, permits of a
fuller development of his personalily and avoids 1he difficulty of adjustment 1o
normal life which is frequently experienced after prolonged care in a residential
centre. 1t is desirable, therefore, that community care should be provided so that

Extensive variations in levels
of overall support from
different Health Boards —
funding services by
Department of Heaith,

generally no direct supervision
to social workers.

some Diagnostic Assessment

Sessional arrangements with
Health Boards in the case of
and Advisory Services.

Salaries paid from general

Much of the discussion on community services during the 1960s related 10 service for
elderly people; in 1966 the White Paper on The Health Services and their Further
Development, which was the blue-print for the 1970 Health Act and thus the present
structure of health services, stated that:

8
eas.
ory
provision

jointly
-based

The government’s general aim is to encourage old people 10 stay at home and to
endeavour 10 ensure thag assistance will be available where needed (o enable them

relatives. Primarily, this assistance will form part.of the ordinary pattern of health
services..... and this should adequately meel the medical and allied needs of most
old people (2).

bers of Diagnostic

Assessment and Adviso

teams and in the
of a community

b was stated that i addition improved geriatric services would be developed by the
health boards.

service. The remainder are

attached solely 1o special
residential centres and day

Sixty-five social workers.
services.

Six Social Workers servin
regional Health Board ar
The majority operate

as mem

The Enter-Deparimental Committee on Care of Aged reported in 1968 and the emphasis

of the Report was uniquivocally on the need for community facilities 1o avoid
institutional care:

The Committee’s recommendations, regarding the services which should be
provided, are based on the belief that it is belter, and probably much cheaper, 10

Based on this belief the Committee considered a wide range of services: income
maintenance, housing, home nursing, medical, ophthalmic, dental, and aural services,
physiotherapy, chirpody, provision of aids, boarding out, day-hospitals, day centre,
clubs, laundry service, meals service, social work services and home help services.

Irish Wheelchair Association.
Diagnostic, Assessment and

Advisory Services

Residential Centres.

This theme was echoed in the White Paper on the health services (1966), in which it was
stated that,

Wheelchair-bound
Mental Handicap
&
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2
&
°
=
5
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g .
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=2
»n
=
5
e
=
(%]
&
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=
5
»
Z
g
&
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8
°
=
5
E
=
H

Voluntary organisations can often provide the most effective home aid. 1t is
important that their efforts should be supported by encouragement and assistance

!
|
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from public authorities and if all the services are (o be provided effectively then
there sliould be close co-ordination between those working voluwttarily and the
appropriate public officials.

The Report on the Care of the Aged recommended that “Local authorities should take
an active role in cncouraging voluntary bodies providing services for the aged and
should support them finaucially*. Further, it recominended the establishinent of social
service councils, concerned with achieviug the co-ordination of all local activities,
public and voluntary with the dissemination of information in regard to all the services
available and with the fosiering of community services.

This cinphasis on voluniary bodies was reflected in e McKinsey Report whiclt
fecontmended that one of the functions of the Progranime Manager for Commtity
Care would be;

Lo communicate the nature of the larget for Community Care Programmes and to
agree with the heads of voluntary agencies on the funds they are 1o receive ..... 10
ensure that there is an agreement aboul the specific contribution the voluittary
agencies will make 10 reach these targeis and 1o encourage the effective operation
and co-ordination of these organisations (4).

n

2)

(3)

@

FOOTNOTES
APPENDIX 1

Repqrt pj the Commission of Inquiry on Mental Handicap, Government
Publications, Stationery Office, Dublin, 198s.

The Health Services and Their Future Development, Government Publications,
Stationery Office, 1966.

The Care of the Aged, Report of an Inter Departmential Committee, Government
Publications, Stationery Office, 1968.
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APPENDIX 2
Expenditure Changes on Sub-Programmes and Services

Expenditure on the Community Protection Sub-programme increased in real terms up
10 1979 and since then has decreased. (Table A2.7). This irend is significantly

towards the preveation of infectious diseases (one quarter of the sub-programme) also
decreased between 1976 and 1985 (8.8% decrease). Expendilure on all other services
under the Community Protection heading increased by considerably more than the
average health expenditure Increase over the period, though from very small bases.

The largest item of expenditure in the Community Welfare Sub-programme is cash
welfare allowances, which comprised 66% of the total Community Welfare Budget in
1976 and 56% in 1985, The growth of 58.7% in cash paymenis in real terms is
atuributable to a combination of rising numbers of beneficiaries and of real growth in

Apart from cash welfare Payments, the main ilems of expenditure in the Community
Welfare Programme (Tables A2.4 and A2.5) are the Home Help Service, Granis 10
Voluntary Organisations, Payment for Children in Approved Schools and Welfare
Homes for the Aged. Measured in -constant prices, Home Help Service expenditure
increased by over 400%, between 1976 and 1985, In 1981 and 1982 expenditure on this
service decreased in real terms, and the 1985 kevel of real expenditure is still below the
1981 figure. It is notable that the Home Help Service is discretionary; as a consequence
itis probably casier 1o make cut backs in this area than in areas where there are statutory
obligations (0 provide a minimum level of service and/or where permanent staff are
employed. Expenditure on the Meals-on-Wheels Service has not maintined its real
value from 1976; this may in part reflect an accounting change since some of the
expenditure on this service may be included under Grants 0 Voluntary Welfare
Agencies. The latter item grew frop a vc?ry low level, at a very rapid rate from 1976 10
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1983: since then real expenditure has remain constant.

Between 1976 and 1985 real expenditure on payments for Children in Approved Schools
increased fairly consistently; the increase over the whole period was 208% . Expenditure

Expenditure on welfare homes for the aged has increased continually since 1976; it is

table that expenditure on these homes is included as
expenditure in only 4 of the Health Boards — 1he North West, the North East, the East
and the Midlands. It is part of the Special Hospitals Programme in the South Eastern,
Mid-Wesiemn and Western Health Board areas and part of the’ General Hospital

Programme in the Southern Health Boa:d.
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APPENDIX 3
Note on Non Health Board Social Work Employment

The 1980 Directory of Social Service Organisations(l) indicates that there were 56 social
workers providing services on behalf of social service councils (Table A2, 14); eleven of
these were formally linked 10 community care teams. Information is not availablke on
whal percentage of the remainder are professionally qualified social workers or are
employed — at leasi some are likely 10 be members of religious orders and working in a
voluntary capacity.

Most of the work of other voluntary organisations is focussed on particular target
groups (Table A2.13). For example, there are about 90 social workers employed by
various organisations providing services 1o handicapped people; these are not evenly
distributes throughout the country (2). The other major category of employer is
Voluniary Hospitals who employ 95 social workers most of these are based in Dublin. It
is not clear to what exient these social workers adopt a community focus. In their
submission 1o the National Manpower Planning Committee, the voluntary hospitals
considered that there was considerable pressure on social workers because of the hign
number of patients presenting social problems which come 10 light for the first time
following admission 10 hospital. They pointed out that because of staffing levels follow-
up after discharge, which was considered essential, was impossible.

The specialist voluniary agencies are of interest in that they provide a community based
service (o specific groups, for example Barnardos provide:

(a) services 10 single mothers;

(b) services o families using their pre-school services and neighbourhood
resource centres;

{c) aday-fostering service on an agency basis for the Eastern Health Board in one
community care area in Dublin.

Barnardos’ services are confined 1o the Dublin area. The ISPCC, 100, is involved in
community services but again its services are focussed on communities and families
associated with its specialist projects, pre-school services and family centres.

Most of the voluntary social work activity is confined 1o the Easiern, Mid-Western and

South Eastern Healih Board areas. Within these Health Boards it is not evenly
distributed, being confined 10 particular community care areas.
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Footnotes and References

(2) Included are social workers emplo ed by the Natj i i
Narded ] ploy y ational Council for the Blind, The

ation of the Deaf, The NRB (for services 1o Spj Bi
sufferers), The Irish Wheelchair Association and Menal Handicap Sfrl:/mnceslﬁda
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