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                 Foreword  
 
The preparation of the annual review of the adequacy of our services for children and 
families is a welcome opportunity to take stock of those services and to benchmark them 
against national and regional policy.  The National Children’s Strategy, launched in 2000, 
offers the most comprehensive strategic direction for our services. The National Health 
Strategy also guides our practice and contributes to our strategic planning. 
 
Since our last report in 2000 there have been considerable improvements in the range and 
quality of our services for children and families. To ensure quality and fairness across the 
region we have worked collaboratively with the Regional Authority and the two Area Health 
Boards in the development of a Regional Childcare Strategy to guide staff and service 
providers by providing a framework in which our Board plans, priorities and delivers services 
to children and families. The Regional Strategy and National Children’s Strategy sets out the 
context for strategic objectives and service delivery.   
 
There was a substantial investment in Child Care and Families Support Services in 2001. 
These service developments are detailed in the report.  
 
The report for 2000 identified a number of deficits and gaps in our Children and Family 
Services and these were prioritised in our Boards Provider Plan in 2001.  I am pleased to 
inform the Board that considerable progress has been made in a number of areas in 
addressing these services.  

• A greater emphasis on staff training and development 
• Increased investment in early intervention and preventative services 
• More focused responses to the problem of youth homelessness 
• Continued development in foster care services 
• Strengthening the management of residential care at area and regional level 
• Increased planning and service development in services for homeless youth 
• Further promotional campaigns to increase immunisation uptake levels 
• Greater integration and co-operation with the addiction services 
• Additional services for survivors of domestic violence and childhood abuse 
• Strongly focused recruitment drives for staff 

 
.  In 2001 an additional €7.890million was made available for service developments, bringing 
the net expenditure to €66 million.   
 
Among the service developments in 2001 were: 
 

• Additional 33 family support workers 
• Three new Family Centres in Darndale, Balbriggan and Blanchardstown 
• A new Springboard early intervention  project for Darndale 
• Expansion of the Family Welfare Conferencing project 
• Additional project workers to provide early intervention at local level to youth at risk 
• Appointment of three Managers of Alternative Care 
• Additional posts for after care services 
• Establishment of a childminder notification system 
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• Further investment in services for the prevention of teenage pregnancy 



• Further investment in the implementation of Best Health for Children 
• Development of services for survivors of domestic violence and childhood abuse 

 
In 2001 the overall number of reported cases of child abuse was down by 186 on the previous 
year. However, the prevalence of reported incidents of sexual abuse remains high and 
requires a comprehensive response from our services. The implementation of Children First – 
the national guidelines for the welfare and protection of children continued during 2001, 
including in-service training and joint training with the Gardai.   
 
The report of the Working Group on Foster Care, published in May 2001, was a welcome 
contribution to national policy in this area. Our Board has established its own Working Group 
to consider the recommendations contained in the report and to devise a framework for 
implementation. Local foster care recruitment campaigns were organised during 2001 and the 
benefits will come in 2002. 
 
During the year our Board continued to implement the programme to bring all our residential 
homes up to the standards required by the Social Services Inspectorate. Considerable 
progress has been made in this area of service provision.  
 
Another welcome development during the year was the publication of the Government’s 
Youth Homeless Strategy. It offers a more planned and co-ordinated approach to tackling 
youth homelessness, which has been so prevalent in our Board’s area in recent years. Allied 
to this, our Board made further investment in after care provision during the year. There is a 
well-established co-relation between poor preparation for leaving care and youth 
homelessness. It is therefore vitally important that our young people in care are well equipped 
for life in the open community. Another initiative during the year in this area was the 
development of an Action Plan for Youth Homeless by the Eastern Regional Health 
Authority, in conjunction with the Area Boards. As part of our comprehensive response to 
young people out of home, our Board acquire, refurbished and commissioned a number of 
additional residential places and recruited additional staff, with a particular emphasis on 
providing locally based services and also meeting the needs of young homeless persons in the 
city centre. These developments took place in partnership with voluntary organisations 
involved in the provision of youth homeless services. 
 
The greatest challenge to us in developing new services and maintaining existing ones is the 
availability of adequate numbers of suitably qualified staff in areas such as public health 
nursing, child care, and social work and therapy services. As well as constraining service 
developments, staff shortages place additional pressures on existing staff.  Therefore 
considerable efforts were made to rectify this during the years by reviewing extensive local, 
national, international recruitment drives.  The benefits of these will be manifest throughout 
2002. 
 
I wish to acknowledge and thank the staff and all providers of Child Care and Family Support 
Services in our Boards Area.  
 
Maureen Windle 
Chief Executive Officer 
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Introduction 
 
Under Section 8 of the Child Care Act 1991 a health board is obliged to review the adequacy 
of its child care and family support services.  In preparing the report regard must be given to 
children who are not receiving adequate care and attention, in particular: 

• Children whose parents are dead or missing 
• Children whose parents have deserted or abandoned them 
• Children who are in the care of the board 
• Children who are homeless 
• Children who are at risk of being neglected or ill-treated 
• Children whose parents are unable to care for them due to ill-health or for any other 

reason 
 
Ideally inadequacies identified should be addressed as matters for action in the Provider Plan 
for the following year.  The Review of Adequacy Report 2000 highlighted several 
inadequacies in a number of key areas: 

• Under investment in early intervention services 
• Staff shortages in the area of child protection 
• Insufficient community based services for children aged 6-12 years resulting in 

disproportionate numbers of children in this age group being received into care 
• Under developed after care service 
• Waiting lists for child guidance services 
• Lack of integrated approach across services and professionals delivering child health 

services 
• Waiting lists for orthodontic treatment 
• Underdeveloped integration between child care and drug treatment services 
• Need for additional services for survivors of domestic violence 

These deficiencies were addressed in the Provider Plan 2001, resulting in a number of service 
developments: 

• Three new Family Centres and a Spring Board Project 
• An international staff recruitment campaign 
• Provision of 33 additional family support worker posts 
• Creation of 10 new after care worker posts 
• Introduction of a child health co-ordinator post 
• Reduction in the waiting list for orthodontic treatment 
• Improved liaison with the drug treatment service 
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• Additional social work and counselling posts for survivors of domestic violence and 
childhood abuse 

 
 
 
 
 
 
 
 



 
In preparing the Provider Plan consideration is given to the Regional Child Care Framework, 
referred to the Chief Executive Officer’s foreword, which sets out twelve strategic objectives: 
 

1. To identify children and families as early as possible who require support. 
2. To provide a continuum of cost effective services appropriately balanced in terms of 

prevention, early intervention and therapeutic options in response to identified need. 
3. To ensue that the perspective of service users is reflected in the design, delivery and 

evaluation of service provision. 
4. To work in a co-ordinated way with other relevant policy makers and service 

providers at nation, regional and local levels. 
5. To foster a learning environment, which highlights current research findings and 

facilitates exchange of learning within a trans-national context. 
6. To make services available on the basis of need, regardless of location, ethnic or 

social origin or other status. 
7. To secure necessary financial resources and to develop a relationship between funding 

and service outcomes. 
8. To recruit, train and retain appropriate human resources to ensure good quality service 

provision 
9. To ensure that the resources are deployed effectively to address priorities within the 

context of relevant legislation, policy and planning. 
10. To facilitate the development of an enhanced range of service providers. 
11. To ensure that service provision is outcome focused and regularly evaluated. 
12. To promote a balanced view of service outcomes internally and externally. 

 
All service planning and all service evaluations must reflect these strategic objectives. 
 
 
 
In preparing this regional framework a wide scale consultation process is embarked upon, 
both internally and externally.  It provides another opportunity for staff and voluntary service 
providers to contribute to the identification of service inadequacies, the re-organisation of 
existing services and the development of new services.  For this year’s report a number of 
workshops were provided as a means of eliciting the views of our partners in the voluntary 
sector, and this proved to be a very successful initiative. This report provides an open account 
of how our child care and family support services are progressing.  It highlights achievements 
where appropriate, but it also highlights inadequacies where they exist. In so doing the report 
provides a useful review on how our services are developing and on what must be done to 
improve them. 
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Executive Summary 
 
The Northern Area Health Board worked collaboratively with the South Western Area Health 
Board, the East Coast Area Health Board and the Eastern Regional Health Authority to 
produce the Regional Child Care Framework.  This contains a set of principles and strategic 
objectives that guides practice and informs planning. 
 
Continued investment has been made in the area of early intervention and prevention. 
 
 
Early indications from the Central Statistics Office show that the population of the Northern 
Area Health Board has risen to 486,305.  Approximately 27% of the population are children. 
 
The biggest challenge in 2001 has been in recruiting sufficient numbers of staff in the area of 
clinical, nursing, paramedical and social services.  To address this situation an international 
recruitment campaign was embarked upon during the year. 
 
Despite the staffing difficulties in child health, medical, nursing and therapy services 
considerable progress was made.  Breastfeeding programmes were expanded; a student 
sponsorship initiative was introduced for speech and language therapy, and occupational 
therapy services were expanded in the area of children with disabilities. However, there is a 
need to further develop our speech and language and occupation therapy services. 
 
The waiting list of orthodontic services was reduced.  There is a need to develop a strategic 
plan for the dental services in line with the principles of the National Health Strategy 2001. 
 
Within the drug treatment service integration with services for children and families was 
improved.  Further integration is required.  There is a need for additional services for young 
people; such as dedicated treatment beds separate to the adult service, and additional facilities 
for young people who are homeless. 
 
A number of additional services were introduced for survivors of domestic violence and 
childhood abuse.  The decentralisation of services needs to be advanced in the area of 
domestic violence. More needs to be done to develop localised responses so that families can 
be responded to within their own communities. 
 
In the child and adolescent psychiatric services an additional multi-disciplinary team was 
established in Darndale.  Further expansion is required in other parts of our Board’s 
catchment area.  In particular, there is a shortage of acute beds to facilitate the emergency 
admission of children and young people. 
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Considerable investment was made in family support services, including the addition of three 
new Family Centres, a Springboard project and additional family support workers.  The 
benefits and potential of Family Welfare Conferencing needs to be further exploited through 
the use of more FWCs. Further invest is required to redress the imbalance between child 
protection and early intervention services. 



 
Serious staff shortages impacted on our chid protection services.  Service developments were 
constrained and staff were stretched in endeavouring to maintain existing services.  However 
ongoing training for staff in relation to Children First continued.  Furthermore our Board 
established an implementation team to facilitate the rollout of Children First. 
 
During 2001, 181 children were admitted to care, mainly due to parents inability to cope and 
neglect.  A total of 717 were mostly in care with families at the end of December 2001.  The 
management of residential care was strengthened during the year through the appointment of 
alternative care managers.  The ongoing expansion of foster care continued, particularly in 
the area of relative foster care.  Thirty new fostering applicants were approved during the 
year bringing the total number of foster placements to 359.  However, due to staff shortages, 
there was a waiting list for applicants to be assessed. 
 
Organisational structures were established at regional level to improve the care planning 
standards, development and co-ordination of youth homeless services.  The Out of Hours 
Service received over 4000 referrals in 2001.  During the year the Crisis Intervention Service 
made special efforts for new comers to the service with extended placements.  There remains 
a shortage of long term placements, particularly for young people with challenging 
behaviour.  Particular attention needs is being paid to older adolescents with a history of 
unsuccessful placements. 
 
Ten additional posts were created to enhance our after care service.  Further services need to 
be developed, including accommodation, in context with our overall policy on after care.  
Records going back to 1940 which are used for the Search and Reunion team need to be 
properly indexed and recorded for archival storage and this work will commence in 2002. 
There has been a steady increase in referrals to Laragh Counselling Service, our service for 
survivors of childhood abuse and additional resources were assigned to meet growing 
demand for this service.  Because of the current public focus on institutional abuse it is 
expected that this trend in demand will continue into next year and beyond. 
 
An additional 79.5 child care posts were approved in 2001. However, despite high profile 
advertising and recruitment drives, due to the shortage of available qualified staff within the 
country we were unable to fill many of these posts. A number of overseas recruitment 
initiatives were undertaken to attract new staff and the success of these overseas recruitment 
drives will be seen in 2002.  We invested substantially in training and development 
programmes for existing staff on a continuous basis during the year.   
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In conclusion, our Board in keeping with the principles set out in the Health Strategy “Quality 
and Fairness” is taking a strategic conjoint approach to the effective delivery of child care and 
family support services.  As part of that strategy early intervention services need to be further 
developed in order to continue to reduce the reliance on child protection and crisis services.  
Further we are exploring new and innovative responses both within our own organisation and 
with other organisations both statutory and voluntary with families and the communities in 
ensuring that the individual child/family are central in our service planning and delivery.  To 
ensure the widest possible integrated and co-ordinated approach we work closely with the 
Department of Education, Department of Justice, Equality and Law Reform, City and Country 
Development Boards, Child Care Committees, and RAPID Programmes. 



 
Chapter 1     
 
Demographics and Socio-economic Trends 
 
The most recently available Census figures indicate that the population of the Northern Area 
Health Board is 486,305 (CSO 2002). While a more detailed breakdown of this figure will not 
be available until 2003, the 1996 census estimated that approximately 27% of the area 
population are children. It is anticipated that the new census will show detailed population 
growth per District Electoral Division (D.E.D.) Even without the benefit of available 
empirical data, casual observation indicates extensive housing development in areas such as 
Blanchardstown, Swords and Balbriggan. 
 
As can be seen in the table below, some areas have an exceptionally high child population.   
 
 
                    Table 1.1. Child Population by District Electoral Divisions in NAHB*   

District Electoral Divisions Percentage of Children in D.E.D. 
Area 6 

Blanchardstown / Mulhuddart 60% 
Blanchardstown / Tyrrelstown 56% 
Blanchardstown / Coolmine 42% 

The Ward 41% 

Blanchardstown Corduff 41% 

Blanchardstown Blakestown 39% 
Area 7 

Ballymun D 43% 
Area 8 

Airport 55% 
Priorswood C 50% 
Priorswood  B 47% 

Balbriggan rural 41% 
Swords Forrest 40% 

Swords Lissenhall 39% 
Grange B 39% 

Priorswood A 39% 
* Source: Central Statistics Office Population Census 1996 
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Table 1.2  Child Population Percentage per Community Care Area 
Community 
Care Area 

Percentage 
Population  
0-4 years 

Percentage 
Population
5-9 years 

 
 

Percentage 
Population 
10-14 years

Percentage 
Population 
15-17 years 

Total 
Population  

under 18 years

6 7.2 7.7 8.6 5.4 28.8 
7 6.7 6.3 6.2 4.3 23.6 
8 7.3 7.9 8.8 6.2 30.2 

Total 21.2 21`.9 23.6 15.9 27.5 
* Source: Central Statistics Office Population Census 1996 
 
 
Northern Area Health Board Registered Births in 2001 
 
Approximately 35% of all births in the Eastern Region occur in the Northern Area Health 
Board. During 2001 there was a total of 8,949 births. An emerging feature is the number of 
children born to foreign nationals, most of whom are asylum seekers. More details of this 
issue are anticipated when the most recent Census data becomes available in 2003. 
 

Table 1.3 Total Number of Registered Births in the Northern Area Health Board in 
2001* 

Community 
Care Area 

Number of 
Male Births 

Number of 
Female Births 

Gender 
Unspecified 

Births 

Total Number of 
Births 

6 1709 1594 9 3312 
7 1184 1080 6 2270 
8 1711 1654 2 3367 

Total 4604 4328 17 8949 
• Source: RICHS Child Health System 2001 

 
As a percentage of the overall birth rate, the number of premature and still births (19%) is 
small.  However, almost a quarter of births were within one parent families. 
 

Table 1.4 Breakdown of Births in NAHB in 2001by Category* 
Community 
Care Area 

Number of 
Premature 

Births 

Number of 
Still Births

Number of 
Births to One 

parent Families 

Domiciliary 
Births 

6 365 11 352 10 
7 213 18 264 6 
8 273 21 405 14 

Total 842 50 1021 30 
* Source: RICHS Child Health System 2001 
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Indicators of need 
 
Links have been firmly established between poverty and reduced health and social well-
being.  Young people from lower socio-economic backgrounds are five times more likely to 
leave school with low qualifications. This in turn is linked to increased risk of becoming 
unemployed on a long-term basis. Those in lower socio-economic groups suffer a 
disproportionate amount of morbidity and mortality.  
 
 
 
The Governments National Anti-Poverty Strategy (1997) identified five areas for attention: 

1. Income adequacy 
2. Unemployment 
3. Educational disadvantage 
4. Urban concentrations of poverty 
5. Rural poverty 

 
 
In addition, as highlighted in the National Children’s Strategy, ethnic and cultural diversity is 
becoming a more significant feature of Irish life. Greater attention must be paid to the needs 
of ethnic minority groups. A measure of quality of service is its ability to be benchmarked 
against meeting the needs of such minority groups. Within our Board it is intended to appoint 
a manager for social inclusion in each Community Care Area in order to ensure that 
marginalized groups receive the full benefit of our services. 
 

Table 1.5 Percentage of Households Headed by Single Parents per Community Care 
Area 

Community Care Area Percentage  of Single 
Parent Households 

Percentage  of Child 
Population 

Area 6 
Blanchardstown Tyrrelstown 

39% 56% 

Area 7 
Ballymun D 

59% 43% 

Mountjoy A 54% 33% 
Ballybough A 44% 30% 
Ballymun C 44% 38% 
Ballymun B 43% 38% 

North Dock C 42% 35% 
Area 8 

Priorswood C 
39% 56% 

Source:Central Statistics Office, Child Population 1996 
 
The number of households headed by an unemployed person varies throughout the District 
Electoral Divisions.  
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Table 1.6 Percentage of Households Headed by Unemployed Persons by District 
Electoral Divisions 



District Electoral Divisions 
 

Percentage  of 
Households 

% of Child Population in 
Households 

Priorswood C   - Area 8 50% 33% 
Priorswood B – Area 8 36% 47% 
Mountjoy A – Area 7 36% 33% 
Airport – Area 8 33% 55% 
Mountjoy B – Area 7 30% 19% 
   
Ballymun B – Area 7 28% 38% 
North Dock C – Area 7 28% 35% 
Source: Central Statistics Office, Child Population 1996 

 
 

The number of persons covered by a Medical Card in 2001 was 114,772, compared with 
84,225 the previous year.  The sharp increase is attributable to the inclusion of persons over 
70 years in accordance with implementation of new Government policy.  
 

Table 1.7 Children Covered by Medical Card by Community Care Area in 2000 
Community Care Area Percentage of Children Covered by Medical 

Card  
Area 6 31.9% 
Area 7 40.5% 
Area 8 23.8% 

 
RAPID 
 
The Northern Area Health Board has been identified under the Revitalising Areas by 
Planning, Investment and Development Programme (RAPID), as having a notable level of 
deprivation amongst its population. RAPID was initiated following a Government 
commitment in the Programme for Prosperity and Fairness. It aims to harness the 
opportunities and resources of the National Development Plan to target support at 
disadvantaged communities. The RAPID areas are located in Blanchardstown, Ballymun, the 
North Inner-city, the North –West Inner city, Darndale and Finglas. This indicates the extent 
of the challenge to be met by the Northern Area Health Board in effective service delivery to 
its population. 
 
Our Board is represented on each of the six RAPID Area Development Teams, and has 
contributed to integrated service plans for each of the areas. 
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Table 1.8 Analysis of RAPID Target Population  
Area Health  

Board 
Number of  

RAPID  
Areas 

Population 
 per  

1996 Census 

 Percentage of  
Health  

Board Population  
in  

RAPID Region 

Percentage  
of Targeted  
Population 

NAHB 6 60,018 13 36 
SWAHB 2 29,712 6 18 
ECAHB 2 18,839 6 11 

Rest of Country 15 56,431 2 35 
Total 25 165,000 5 100 

 
Table 1.8 demonstrates that the Northern Area Health Board has 36% of the overall countrywide 
population targeted by the RAPID programme within its region. 
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Chapter 2     

 
Child Health, Medical, Nursing and Therapy Services 

 
The Public Health Nursing Service is to the fore of service provision in Child Care and Family 
Support Services. Public Health Nurses (PHN) work in a defined geographical area, the 
demography of which determines the varied nature of the caseload they carry. They work with 
a mixed group of infants, children, young chronically ill persons, those with physical, sensory 
and intellectual disabilities, as well as with the elderly. 

  
Public Health Nursing Service aims : 

 
 To provide a preventive public health nursing service to children and families 
 To promote the health and well being of children and families 
 To support parents in their parenting role 
 To refer children and families to other professionals / agencies when such need is 

identified 
 To provide a clinical nursing service to chronically ill children 
 To act as an advocate for children and families. 

 
The PHN Service had an extensive role in service provision in 2001 which included: 
 
 Child and Family Health Home Visiting which commences within 48 hours of birth 

and continues until the child is three years old or, where a need is indicated, until the 
child reaches 6 years of age. The PHN is the only professional among service providers 
who has a mandate to visit all families with infants and children. 

 Child Health Clinics providing screening of infants and children as well as advice and 
support to parents. 

 Breastfeeding Support to mothers in group sessions at local health centres.  
 School Health Screening Service providing vision and audiometry screening of children 

in 1st class and vision screening in 5th class. 
 School Immunisation Programme 
 Parentcraft Classes 
 Continence Promotion Clinic providing education and support to children suffering 

from enuresis / encopresis and educational advice and support to parents. 

 14

 Health Promotion Programmes including parenting, sexual education, presentation and 
management of head lice and stop smoking programmes.  

 
 
 
 
 
 
 
 



 
Achievements for the Public Health Nursing Service in 2001 include: 
  
 Integrated Child Health and Childcare Services in Darndale / Belcamp area 
 Further expansion of the Breastfeeding Support programmes 
 Children First briefing received by 100% of public health nursing service. 
 Completion of Marte Meo Communications training for 18 nurses in CCA 7 
 PHN secondment of 25 hours per week to specific Bed and Breakfast Units in the 

North Inner City to monitor the health status of this mobile and vulnerable client 
group who were found to have a high level of morbidity. 

 Service provision to children and parents in the hostels for homeless people within 
CCA 6 

 Service provision to 55 homeless families in CCA 7  
Future Public Nursing Service Goals 

• Manpower and skills mix planning to address waiting list for services. 
• Further development of partnerships with the voluntary sector in the delivery of 

family support services. 
• Development of service to maintain sick children in their own homes, with respite for 

parents and other siblings. 
• To audit PHN input into families at risk and in need 

 
Table 2.1 Birth Notifications for 2001 

Community Care Area Number of Birth Notifications 
6 3278 
7 2270 
8 3367 

Total 8915 
 
Table 2. 1 demonstrates the extent of birth notifications received by the Public Health 
Nursing Service in 2001, with Community Care Area 8 having the highest number of new 
birth notifications.   

 
Table 2.2 Public Health Nurse Visits in Northern Area Health Board in 2001 

Community 
Care Area 

Number of Visits Number of Visits – No Response 

6 21,115 2,962 
7 15,140 4,166 
8 16,350 3882 

Total 52,605 11,010 
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Table 2.2 shows PHN service made 52,605 community care home visits in 2001, with CCA 6 
registering the highest number of visits.  This service includes developmental checks, advice 
to parents and the early detection of any medical or social difficulties. When a nurse visits 
and there is no one at home, a card is left inviting the parent to attend the local health centre.  
There is generally a very good response to this offer. However, in 2001 there were 11,010 ‘no 



responses’ to these invitations. In 2002 consideration is to be given to the best means of 
following up on appointments that were offered but not kept. 
 

Table 2.3 Development Clinics in Northern Area Health Board in 2001 
Community Care Area Appointments Offered Attendances 

6 1876 1854 
7 2905 1642 
8 1858 1817 

Total 6639 5313 
 

Table 2.3 shows the number of appointments offered and the number of attendances at 
development clinics in 2001. CCA 7 had the highest number of appointments offered, while 
CCA 6 had the highest number of attendances. Child Health Clinics are inclusive of well 
baby clinics, continence promotion clinics and vision clinics which are held in local health 
centres. 

 
Table 2.4 School Health Examinations for 2001 

Community Care Area Number of Schools Screened 
6 67 
7 55 
8 83 

Total 205 
 
Table 2.4 demonstrates that there were 205 school health examinations in 2001, with CCA 8 
holding the highest number at 83 examinations. The Public Health Nurse refers problems to 
the Area Medical Officer for further screening and intervention. 
 
Table 2.5  Estimated Immunisation Take Up Rates of Childhood Vaccines in 2001 at 12 

Months 
Community 
Care Area 

DPT DT HIB Oral Polio Meng C 

6 69.8% 0% 69.9% 69.9% 70.8% 
7 70.8% 1.0% 71.6% 70.8% 79.6% 
8 82.25% 1.5% 83.5% 82.75% 70.3% 

 
Table 2.5 shows the take up rate for childhood vaccinations in 2001 with CCA 8 having the 
highest overall response with the exception of Meningitis C, where CCA 7 has the highest 
response rate. 

 
Table 2.6 Estimated Immunisation Take Up Rates of Childhood Vaccines in 2001 at 24 

Months 
Community 
Care Area 

DPT DT HIB Oral Polio Meng C MMR 

6 74.2% 1.7% 76.1% 76.1% - 63.1% 
7 70.0% 1.3% 78.6% 79.1% - 62.3% 
8 84.25% 2% 86% 85% - 73% 
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Table 2.6 demonstrates the take up rate for childhood vaccinations in 2001 with CCA 8 
showing the greatest response at 73% take up. There are no figures for Meningitis C for 
children of 24 months as the scheme, which was introduced in October 2000, had not been in 
operation long enough for children to have reached this milestone.  

 
Table 2.7 Number of Vaccines Issued to General Practitioners and School 

Immunisations Teams in 2001 
Community Care Area Number of Vaccines Issued 

to General Practitioners 
Number of Vaccines Issued 

to School Immunisation 
Team 

6 39,877 4,338 
7 65,613 0* 
8 48,114 6,121 

Total 153,604 10, 459 
 
* This Area had no school immunisation programme, with General Practitioners carrying out 
a pilot project on vaccine distribution 

 
Table 2.8 Number of Measles Cases in 2001 

Community Care 
Area 

Number of Measles 
Cases for 2001 

Number of Measles 
Cases for 2000 

% Reduction  

6 37 181 79.6% 
7 29 244 88.1% 
8 None 234 100% 

Total 66 659 90.5% 
 
Table 2.8 a marked decrease in measles cases in the three community care areas, with no 
cases at all notified in Community Care Area 8. It should be noted that not all cases notified 
were serologically confirmed.  

 
Table 2.9 Audiometry Screening for 2001 

Community Care Area Number Screened 
6 1268 
7 1513 
8 3520 

Total 6301 
 
Table 2.9 shows the number of audiometry screenings for 2001, with CCA 8 registering the 
greatest amount at 3520 screenings. 

 
Table 2.10  School Vision Screening for 2001 

Community Care Area Number Screened 
6 2980 
7 2522 
8 5511 

Total 11013 
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Table 2.10 demonstrates the number of school vision screenings in 2001. CCA 8 registered 
the highest number of screenings at 5511.  

 
Table 2.11 Ophthalmic Activity for 2001 

Community Care Area Number of Orders Issued 
6 1015 
7 1727 
8 1110 

Total 3852 
 
Table 2.11 shows the ophthalmic activity level for 2001 with Community Care Area 7 
having the highest numbers of orders issued. 
 

 
Speech and Language Therapy Services 

 
The degree to which children can experience difficulty in speech and language can vary from mild 
developmental problems to severe impairments. Serious difficulty can have detrimental consequences for 
children attempting to cope with communication demands in a normal school environment and in general 
social interaction. 
Children may present with a single disorder or with a combination of disorders. Disorders may be 
specific or may be attributable to hearing loss, global delay, structural  / neurological disorders and 
emotional difficulties.  Such disorders may include: 

 
 Problems with articulation 
 Language delay  / disorder 
 Fluency problems 
 Voice problems 
 Swallowing difficulties 

 
 The Speech and Language Therapy service in the Northern Area Health Board is delivered 
through community health centres and through special schools and child and family centres. An 
example of how the service is organised is evidenced in Community Care Area 6, which is divided 
into three areas to facilitate easy access for clients. These are: 

 
 Inner city/ Cabra at Lisburn Street Health Centre. This involves a clinic-based service 

with a strong emphasis on outreach to local schools. Service focus is on early intervention. 
 Finglas/ Glasnevin at Wellmount Health Centre. The service is historically most well 

established in this area, having strong links to local nurseries and schools. Therapists are 
involved on an on-going basis in education of school staff, parents and psychologists in 
relation to speech and language and communication difficulties. Outreach clinics are provided 
St. Helena’s Nursery and Barnardos Nursery, Dunsink Lane. 
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 Castleknock / Blanchardstown / Mulhuddart at Roselawn Health Centre. This is an area 
of expanding population growth, reflected in increasing referrals and growing waiting lists. 
Focus is on early intervention, health promotion, assessment and remedial work, in close 
partnership with other service providers. An outreach service is available in Barnardos 
Nursery, Roselawn. 



 
Other locations for provision of Speech and Language therapy in Community Care Area 6 include: 

 
 Scoil Chiarain, Glasnevin, a Department of Education school for approximately 130 children 

ranging in age from four to eighteen years, who present with mild intellectual disability. A 
therapy service is provided four days a week. The school facilitates the holding of a small 
community care clinic after school hours, thereby allowing clients in the local area greater ease 
of service access. 

 St. Joseph’s School for Hearing Impaired Boys, Cabra, which provides five therapy sessions 
per week. Only boys who have received Cochlear implants have access to the service, as a 
consequence of time pressure and the need to give priority service following surgery. There is 
close liaison between the Cochlear Implant Centres in Beaumont Hospital and in Belfast. 

 Castleknock Child and Family Centre, where a Speech and Language therapist works as part 
of the Adolescent Psychiatry team.  

  
General services provided by speech and language therapists in the Northern Area Health Board 
include: 

 
 Assessment and therapy services 

 Prevention and early detection of communication problems 
 Education of the general public, parents, teachers and other health professionals 
 Clinical training of undergraduate therapists 

 
Therapists may work with the support of other health professionals such as Public Health Nurses, 
Area Medical Officers, Audiologists and Psychologists. Following assessment and diagnosis 
which rate problems on a range of mild, moderate or severe scales, attending children are placed 
on waiting lists for therapy, with those who have severe problems receiving priority service. 
Intervention programmes are planned for children and their families, outlining direct intervention 
required, advice on management of the child’s communication difficulty, programme 
implementation for parents or a combination of approaches, as best suited to the child’s needs. In 
many cases the therapist works directly with the child. In circumstances which demand a 
different approach, the therapist works mainly with the parents, or perhaps in the case of an 
autistic child, with the family and relevant care staff. 

 
Table 2.12  Activity Data For Speech and Language Therapy Service in 2001 

Community 
Care Area 

Number of 
New 

Referrals 

 Numbers Awaiting 
Assessment at End of 

2001 

Numbers 
Awaiting 

Therapy at 
end of 2001 

 

6 534  123 806  
7 300  287 172  
8 684  313 745  

Total 1518  723 1723  
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Table 2.12 demonstrates activity data for Speech and Language Therapy Services in 2001. While 
there was provision for ten therapy posts in CCA 7, eight of those posts were unfilled due to 
unavailability of qualified staff, thereby seriously affecting service provision in the area.  



 
 
Achievements in Speech and Language Therapy in 2001 
 
 In Community Care Area 6, despite staff shortages, clients were offered an assessment within 

six months of referral in line with recommended policy.  Groups were operated to address 
large client numbers waiting for therapy. Examples of groups run were adolescent 
stammering and early language groups.   

 The Northern Area Health Board introduced a student sponsorship initiative in October 2001 
to ensure extra staff availability in the following years. 

 The implementation of the Expert Group Report on various professionals assisted in the 
retention of staff through recognition of their areas of responsibility and specialisation. 
 
 
 
 

Inadequacies Identified Within the Speech and Language Therapy Service in 2001 
 
 Staff shortages produced problems in service delivery 
 Despite staff complement increasing through development funding, only 50% of overall posts 

were filled due to staff unavailability. This hampered the opportunity to extend core services 
and to develop new ones. 

 Staff shortages resulted in growing waiting lists and exerted pressure on existing staff. 
 

Action Required to Meet Future Gaols in Speech and Language Therapy Service  
 
 Extension and strengthening of staff recruitment and retention initiatives, including active 

recruitment in the U.K. and further abroad. 
 
Physiotherapy Services 
 
Physiotherapy services are provided to children who have a learning disability or those with a 
physical or sensory disability. Northern Area Health Board physiotherapists work closely with 
voluntary agencies to process requests for equipment and appliances. Children in need of 
physiotherapy services are seen by therapists based in specialist centres such as St. Michael’s 
House, St. Vincent’s Centre, and the Central Remedial Clinic. St. Michael’s House, Ballymun, 
and the Central Remedial Clinic also provide extensive services, thus offsetting the number of 
new referrals to Community Care. Examples of frequent conditions treated by the service at 
community care level are developmental delay foot problems and ongoing chest and lung 
problems. 
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Occupational Therapy Services 
 
Occupational therapy services in the Northern Area Health Board are provided in liaison with voluntary 
agencies that work in the area of the physical and sensory disabilities. For example, a service to visually 
impaired children in St. Joseph’s School for Visually Impaired Boys in Drumcondra, is provided by one 
full time Occupational Therapist.  
 
 Throughout our Board’s area the focus of intervention with visually impaired children is on: 
 Individual therapeutic intervention 
 Group therapeutic invention 
 Advise to families 
 Advise to school staff 

 
The focus of intervention for disabled children is on:  
 Provision of equipment 
 Environmental adaptations 
 Management by families 

 
In July 2001 a paediatric post was sanctioned as a three-year pilot under the Children and Families 
programme. It operates on a child development model in partnership with the Daughters of Charity Family 
Centre. 2001 saw concentration on staff training, and development of working concepts for the project 
which serves Dublin 15 as its catchment area. It is hoped that the service will be extended to Dublin 7 and 
11 in the future. 
 
 
 
Achievements in Occupational Therapy Services in 2001 
 
 Development Plan for the provision of Occupational Therapist Service in St. Joseph’s School 

Drumcondra.  
 Additional Occupational Therapist Manager provided by the Northern Area Health Board to be 

employed within St. Joseph’s, Drumcondra. 
 Occupational Therapy Assistant post approved in 2001 for the three Community Care Areas. 

 
 

 
Inadequacies identified within Occupational Therapy Service 
 
 No dedicated Occupational Therapy post for children in CCA 7.  
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 Service provision for children with conditions such as dypraxia, and clumsiness who may be identified 
when they start school and who require ongoing treatment at home and in school. 

 
 
 
 



Action Required to Achieve Future Occupational Therapy Goals 
 
 Dedicated Occupational Therapist Paediatric Service 
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 Further liaison with the Department of Education schools and with Temple Street Hospital to 
identify need. 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
Chapter 3    Dental Health Services 
 
The aim of the Northern Area Health Board’s dental services is:  
 
 To promote dental health and improve oral health status of the area population through 

preventive and treatment services.  
 
 To promote an environment conducive to good oral health.  

 
 To maximise efficient use of resources in a planned targeted manner, with a focused 

preventive trust.   
 
Dental Service School Provision in 2001 
 
Children in 2nd, 4th and 6th classes in National Schools are offered dental screening / 
examination and appropriate care. Children with special needs are recalled more frequently as 
necessary. Emergency treatment or advice is available on demand every morning from all 
clinics operating a dental service on that day. 
 
The Dental Service provides a range of treatments to eligible patients. The following table 
demonstrates the extent of service provision in 2001.  
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Table 3.1 Range of Dental Service Provision in Northern Area Health Board in 2001 
 

Service Type Numbers of Children 

Served 

Attendances with appointments 34,759 

Attendances without appointments 10,005 

Failed appointments 14,129 

Fillings 14,035 

Extractions 4,849 

Fissure Sealants 19,991 

Scale & Polish 3,070 

Endodontic treatments 177 

Dentures fitted 183 

Crown/Bridge fit 65 

Other treatment ( X-ray, specialist referral, Dressings, 
Orthodontic adjustments, Fluoride application, Oral Hygiene 

Instruction, Drugs prescribed) 
 

25,010 

 
 
Special Needs Service Provision 
 
Each dental area has a senior dental surgeon who has responsibility for co-ordinating the 
provision of care for special needs clients. These are clients who have difficulty accessing 
and accepting dental care.  
 
Services for children include:  
 Clients from ethnic minorities 
 Clients with intellectual and physical disabilities,  
 Children and young adults attending special national schools  
 Members of the Travelling community  
 Drug abusers  

 
Care is provided in health board clinics, institutions and in some cases in the client’s home.  
All of the Board’s dental teams are involved in the provision of care for these groups.   
 
Fluoridation 
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Fluoridation of the public water supplies is probably the most effective oral health promotion 
initiative introduced in Ireland. Fluoridation has greatly contributed to the high levels of oral 
health found amongst the children of the Eastern Region. 



 
A very small number of households receive non-fluoridated water from private supplies or 
from small non-fluoridated group water schemes.   
 
Fluoridation plants in Leixlip, and Poulaphouca, County Kildare and in Ballyboden, Dublin, 
primarily supply fluoridated water in the Northern Area Health Board. The following table 
illustrates results of distillation tests on water from these plants.  
 

Table 3.2 Results of Distillation Tests on Water Fluoridation Levels in 2001 
Location    No. and % of Test Results  
 Possible 

tests 
Missing 
tests 

Within 
prescribed 
limits 

Above 1 
ppm 

Below 1 
ppm 

Kildare* 16 1 5 (33%) 0 10 (67%0 

Wicklow 60 2 44 (76%) 7 (12%) 7 (12%) 

Dublin ** 36 1 34 (97%) 1 (3%) 0 

Dun Laoire / 

Rathdown*** 

30 0 25 (83%) 2 (7%) 3 (10%) 

Total 142 4 108 (78%) 10 (7%) 20 (14%) 

 
*Kildare tests were carried out between January – August 2001  
** Dublin tests were carried out between January – September 2001  
*** DunLaoire / Rathdown tests were carried out between January – October 2001  
 
The most up-to-date figures for 2001 show that 78% of distillation tests from the Ballyboden, 
Leixlip and Poulaphouca plants were within the statutory limits. Twenty percent of tests 
which were the outside statutory limits, registered as being below the required limit. Only one 
test was minimally in excess of the statutory limit. 
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Dental Service Achievements and Developments in 2001 
 
Staff recruitment 

 A successful international recruitment initiative took place in mid 2001, at a time when 
one in three dental surgeon posts were vacant. Four dentists were recruited by the end of 
the year. 

 Six newly created promotional posts at the grade of senior dental surgeon were recruited.  
There are now nine Senior Dental Surgeon posts carrying a variety of duties.   

 Three Senior Dental Surgery Assistant posts were established to deal with the increased 
workload in the area of clinical protocols, practice audit and staff training. 

 Two previously unfilled posts for oral health promoters were successfully recruited. The 
role of the oral health promoter is to co-ordinate all health promotion activity in the dental 
services. Oral health promoters work with other members of the dental team, in 
community and hospital settings, in the special needs area, as well as in pre-schools and 
national schools. 

 
Other Dental Service Developments  
 
 An internal referral service for Oral Surgery cases in surgery and hospital treatments was 

established. 
 
 Commencement of the Children’s Oral Health Survey. Three dental teams were trained 

and calibrated to partake in the survey, which began in September 2001. 
 
 During 2001 a survey of the oral health status of children attending special schools was 

concluded. The finding of this survey demonstrated that the dental health of this 
population was superior to their counterparts in National Schools. This finding validated 
the work carried out by the special needs service. This reflected the benefits of regular 
targeting and treatment provision to this client group. The survey also highlighted the 
need for an increased emphasis by dental hygienist and oral health promoters in the area 
of special needs, as this group has a higher than normal level of gum disease. 

 
 In September 2001, an Oral Surgery referral service was established. This provided 

secondary care services to the Board’s clients in a local setting for most cases. Where 
General Anaesthetic treatments are required, these are carried out by the Oral Surgeon at 
Loughlinstown Hospital, East Coast Area Health Board. 

 
 Expansion of the special needs General Anaesthetic facility at James Connolly Memorial 

Hospital (JCMH). The service was increased from one to two sessions per week, thereby 
allowing for an extended theatre list. The service was reviewed, resulting in revised 
protocols and treatments being provided to bring the service in line with current best 
practices. Limited access to overnight beds at JCMH was made for those clients who 
require prolonged supervision following General Anaesthetic.  
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 An information leaflet for those attending the School Service was developed and brought 
into general use.   



 The facilities at Quarry Road, Cabra, are being expanded.  Following a refurbishment 
programme, due to commence in 2002 the building will have an improved dental facility 
of three surgeries for the Cabra area, which has a large special needs population. 

 
 Formation of the dental service audit committee in early 2001.. The group’s first project 

was the updating and regularisation of the patient dental records 
 
 
Action Required in Dental Services 
 
 Implementation of the agreed recommendations from the reviews on the oral health of 

those in special schools. 
 
 Development of a Strategic Plan for the dental services over the next 5 years 

incorporating and advancing the four principles of the Health Strategy 2001, into all 
future developments and consolidations of the dental services. 

 
 Establishment of a minimum data set for Monitoring Data returns and to investigate 

electronic methods for the collection and timely retrieval of this information. 
 
 Continuation of the ongoing development of evaluated programmes in oral health 

promotion and of links with the Department of Health Promotion, NAHB. 
 
 Investigation of the establishment of partnerships with various Consultants at the Dublin 

Dental School and Hospital, in order to facilitate tertiary care and develop staff training. 
 
 Ongoing recruitment campaigns for general dental surgeons and dental surgery assistants.   

 
 
 
 
 
Orthodontics 
 
The orthodontic service provides treatment for children with the greatest clinical need in 
respect of defects noted in the course of school dental examinations. 
 
Clinical assessment is by reference to the criteria for determining priority of service delivery 
as set out in guidelines laid down by the Department of Health and Children in 1985. 
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Review of developments in 2001: 
 
The reduction in the waiting list for orthodontic services was priority for our Board this year.  
In addition, plans for the decentralization of Orthodontic services were progressed with the 
appointment of a Manager of Orthodontic Services to our Board, and the plan by our Board 
to provide an Orthodontic suite at Ashtown Gate pending the provision of the Orthodontic 
Unit on the JCM campus. 
 
Orthodontic treatment waiting list: 
 
Progress has been made on reducing the waiting time for patients.  As of mid- October 2001, 
there were 423 patients on the treatment waiting list. 
 
Our Board commenced treatment clinics in November 2001 at Swords Health Centre.  Nine 
clinics were held up to the end of December 2001 and 158 patients from the treatment 
waiting list were scheduled for treatment. 
 
In addition services continue to be provided by the Regional Orthodontic Unit at St James’s 
Hospital, and at the satellite clinics located at Kilbarrick & North Strand Health Centres. 
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Chapter 4   Alcohol and Opiate Addiction Services 
 
Despite the marked growth in levels of affluence in Irish society in recent years, there has been a 
continuation of factors which impact on some sections of society remaining marginalised. Societal 
changes such as increases in the number of single parents, marital breakdown, migration, decline in the 
previous patterns of extended families and persistent pockets of chronic unemployment, have been 
particularly evident in problems such as poverty, homelessness, and alcohol and opiate addiction. These 
endemic social problems provide challenges to those charged with responsibility for their relief, 
management and elimination, where possible.  
 
Opiate Addiction Services for adolescents are provided directly by Northern Area Health Board’s addiction 
service in partnership with key statutory and voluntary providers and non-governmental organisations. The 
strategic objectives of the opiate addiction service are met by the provision of a range of services aimed at 
child and adolescent drug users, in conjunction with voluntary agencies, where appropriate. These services 
include: 

 
 Education and prevention services, promoting a harm reduction ethos and a drug-free 

lifestyle. 
 Advice and harm minimisation programmes to substance misusers, including ways to 

reduce the risk of HIV and Hepatitis transmission. 
 Positive health promotion 
 The provision of treatment programmes tailored to the individual needs of children and 

adolescents. 
 The provision of aftercare and rehabilitation programmes, to enable service users develop 

their full potential through a range of interventions, including access to education, 
training and employment opportunities. 

 On-going evaluation of the range of service elements to ensure maximum effectiveness 
and quality.  

 
Service Provision 
 
Community opiate addiction services for children and adolescents are delivered from specific 
treatment centres in partnership with other key statutory and voluntary providers. Services are 
provided in a comprehensive way by multi-disciplinary teams including psychiatric, general 
practice, nursing, counselling, community welfare, education, general assistant and 
administrative personnel. In-patient stabilisation and detoxification services are provided in 
St. Michael’s Ward, Beaumont Hospital and Cua Dara, Cherry Orchard Hospital, which is 
managed by the South Western Area Health Board for the region. Priority for treatment is 
given to clients under 18 and to pregnant drug users.  
 

Other specific services for young people include:  
 Education and prevention programmes at the Talbot Centre in the north inner city. 
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 A range of services provided for young people by agencies supported by the NAHB 
including Ballymun Youth Action Programme, Mater Dei Counselling Centre, Drug 
Awareness Programme (DAP) Crosscare, Blakestown and Mountview Youth Initiative, 
Hartstown /Huntstown Community Drug Team, Mulhuddart/Corduff Community Drug 
Team, and the Ana Liffey Drug Project. 



 
Within schools there are comprehensive prevention / education initiatives which promote 
healthy choices regarding substance use, misuse and hepatitis. School-based prevention 
education is targeted at those under 18 year olds. This is most effective when delivered as 
part of an on-going, developmental service, integrated into Social, Personal and Health 
Education (SPHE) and when it is supported by school policy. The Boards’ Addiction 
Education Service reflects this approach through the following actions on a continuous basis, 
directed at every school going child at primary and post primary level. 
 
 Establishing contact with every primary school and secondary school in the NAHB area 

in order to support the adoption of the Department of Education and Science SPHE 
programmes.  

 Providing training and on-going support for the development of Schools Substance Use 
Policy 

 Supporting the training of teachers in conjunction with the Department of Education and 
Science and the Schools Health Promotion Officer. 

 Promoting the role of parents by ensuring the centrality of their role in all facets within 
the school setting. 

 
The Drugs Service actively participates in the development of appropriate interventions for 
specific young persons settings such as youth clubs, after-school initiatives, early school 
leavers projects and diversionary projects, in conjunction with other statutory, voluntary 
agencies and community groups. 
 

Table 4.2 Activity Levels in Addiction Service for Children and Adolescents in 2001 
 

Project Age Range No. of Attendees in 2001  
Young Persons 
Programme – Trinity 
Court 

15-18 20 

Crinian Youth Project Under 18 18 
Young Persons 
Programme – Domville 
House 

17-18 10 

Residential Care  Under 18 5 
Young Persons 
Programme – City Clinic 

16-18 3 

Total                                                  56 
 
Table 4.2 demonstrates that 20 young people availed of the Trinity Court Service in 2001, 
while 18 used the Crinian Youth Project. Ten people availed of the Domville House Young 
People’s Programme, with five coming from residential care and three using the City Clinic 
Programme. 
 
A Drug Liaison Midwife Service was established in September 2001. The following table 
shows the activity level for this service. 
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Table 4.3 Activity Levels in Drug Liaison Midwife Service in 2001* 
Period Covered Client Category Total No. of Clients 
September 2001 50 Ante-Natal / 2 Post Natal 52 

October 2001 49 Ante-Natal / 11 Post Natal 60 
November 2001 41 Ante-Natal / 20 Post Natal 61 
December 2001 37 Ante-Natal / 22 Post Natal 59 

Total                                                      232 
* This service operated from September 01-December 01 inclusive 
 

Table 4.3 shows that 232 clients availed of the Drug Liaison Service in 2001 in the Northern 
Area Health Board.  
 
Alcohol and Young People 
 
Young people in Ireland have easy access to alcohol, within the home and from friends. 
Licensing laws forbid the sale of alcohol to young people less than 18 years. However, 
despite the introduction of identity cards, enforcement remains difficult. 
 
A recently conducted national survey, Health Behaviours in School-going Children, indicated 
that 41% of boys and 26% of girls under 14 years of age report experience of drunkenness. 
This survey also indicated that 50% of 9-11 year olds have experimented with drink and 60% 
of 15-17 had frequent episodes of drunkenness. 
 
Alcohol misuse contributes significantly to the economic detriment of the county in terms of 
additional health care costs. Alcohol has a significant part to play in suicide, parasuicide and 
homelessness. The public health study Suicide in Ireland (2001) reported that 21% of suicides 
have taken alcohol immediately prior to taking their own lives. Excessive drinking is also 
known to play a major part in the causes and continuation of homelessness.  
 

 
Achievements and Developments 
 
• One of the recommendations of the National Drugs Strategy 2001-2008 is the 

development of protocols for the treatment of under 18-year-olds, presenting with 
serious drug problems. A working group, including senior personnel from the 
Northern Area Health Board, is represented on the Working Group. The Working 
Group expects to report by the end of 2002. 
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• A further recommendation of the National Drugs Strategy 2001-2008 is to have 
immediate access for drug misusers to professional assessment and counselling by 
health board services, followed by commencement of treatment as deemed 
appropriate. Services for under 18 years are categorised as a priority for our Board 
and this age group are seen and provided with a service when they present, in line 
with National Strategy aspirations. 

 
 
 
 



 
Inadequacies identified: 
 
• Underdeveloped integration between the child care service and drug treatment 

services. 
• Underdeveloped Young Persons Programmes in the Inner City. 
• The need for half-way house, low support protected accommodation for homeless 

youth with drug problems. 
• The need for dedicated addiction in-patient beds for children and adolescents, which 

are separate from the adult addiction service. 
• The need for a more focused and integrated response to the problems of under-age 

drinking. 
 
 

 
 Actions Required 
 
• Progression of the review of the management structures of the drug service, 

concentrating on how best to achieve integration into the general community and 
primary care services, thereby ensuring an accessible and seamless delivery. Such a 
concept is in line with Objective 2 of the Regional Child Care Framework. 

• The need for half-way houses for homeless teenagers with drug problems, dedicated 
in-patient beds for adolescent drug users and a fully developed Young Persons 
Programme in the Inner City have been clearly established by the Northern Area 
Health Board. These developments have considerable resource implications. 
Proactive work will continue with key stakeholders, including the Eastern Regional 
Health Authority (ERHA) to action these developments.  

• Specific education programmes in relation to alcohol misuse need to be further 
developed and delivered on, in order to impact on and reduce the harm caused by 
excessive drinking among young people.  

  
Health Promotion 
 
Health promotion is a fundamental arm of preventative services in combating the growing 
problems of addiction in alcohol, tobacco and opiate misuse. The goal of the Health 
Promotion Service in the Northern Area Health Board is to “provide quality health promotion 
in collaboration with the statutory and voluntary sector, where appropriate, to meet the 
changing health and social needs of people in the region”, (NAHB 2001). The health 
promotion service supports and works with all staff in the Board to ensure the integration of 
health promotion into service delivery.  The service also works with other partners in the 
community, both voluntary and statutory, to promote health across the settings using a 
population health approach.  
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Extent of Service Provision in the NAHB in 2001 
 
The health promotion service was set up in September 2001 with the appointment of a 
Director for Health Promotion and the ongoing recruitment of a dedicated team. The new 
service assimilates existing programmes which existed under the former Eastern Health 
Board. Initial service focus concentrated on staff recruitment, securing office accommodation 
for staff and planning for 2002. 
The health promotion service operates from Park House, North Circular Road.  
 
Objectives for 2001 in relation to tobacco and alcohol were: 
 
 To improve awareness of health promoting / health damaging behaviour through effective 

community initiatives, research and information programmes. 
 To develop young people’s ability to promote and maintain their health. 
 To promote cardiovascular health through workplace programmes, tobacco control and 

community nutrition service. 
 
 
 
Achievements  
 
 The Northern Area Health Board was involved in re-running a national cinema 

advertisement targeting young people to discourage them from starting to smoke.  This 
ran from December 2001to January 2002 inclusive. 

 A response to the Regional Tobacco Control strategy 2001-2005 was initiated. This 
strategy sets out to develop a comprehensive approach to tobacco management across 
different settings.  

 Circulation of an operational plan to all senior management. 
 
 
 
 Inadequacies 
 
• There has been a lack of a strategic approach to health promotion with our Board’s area 
 
 

 
  Action 
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• The appointment of a Director and the creation of a team with specific responsibilities will develop 
more strategic approach to health promotion 

 
 
 



 
 
 

 
Chapter 5   
Domestic Violence 
 
The problem of domestic violence is one which requires a multidisciplinary response from 
statutory and voluntary agencies, working in partnership to alleviate and prevent intra-familial 
violence and assault.  Women who experience domestic violence are not a homogeneous group, 
with victims coming from all income groups and having equal prevalence in both urban and rural 
settings. The type of violence across income groups, across geographical areas and in settled and 
Traveller communities is similar in its nature and intensity (kelleherassociates and O’Connor 
1995, and kelleherassociates 2000).  
 
The introduction of the Children First National Guidelines for the Protection and Welfare of 
Children (1999) emphasises the importance of inter agency co-operation and recognises that no 
one set of professionals has all the skills, knowledge and resources necessary to comprehensively 
respond to this problem. These Guidelines refer to domestic violence between adults as a 
component of emotional abuse of children; a familiar factor to social workers and other 
professionals in the front line of service delivery in family support and child protection work. 
The need for consistently sensitive, respectful and honest contact between service providers and 
the family who have been directly affected by domestic violence or sexual abuse, is highlighted 
through a series of studies reported on by Buckley (2002).   
 
Organisations involved in direct service provision for domestic violence in the Eastern 
Region : 
 
The Northern Area Health Board managed services for domestic violence on behalf of the three 
Area Boards in the Region during 2001.  A comprehensive range of services, both voluntary and 
statutory, are provided, including: 
 
 Aoibhneas Women’s Refuge  
 Bray Women’s and Bray Outreach Service 
 The Women’s Refuge, Rathmines, Dublin 
 The Domestic Violence Project, Inchicore 
 The Women’s Emergency Hostel, Haven House: operated directly by the Northern Area 

Health Board, Haven House provides emergency access shelter for homeless women and 
children in addition to accommodation for those fleeing violence. 

 Hesed House Counselling and Family Therapy Centre 
 Women’s Aid, operating a national helpline, a central advice information and support service 

and a policy development unit. 
 Dublin Rape Crisis Centre: providing crisis and long-term counselling services, a 24 hour 

helpline, an outreach and accompaniment to the Rotunda Hospital Treatment Unit, court 
accompaniment, education and training, as well as research and lobbying. 

 34

 Laragh Counselling Service, operated directly by the Northern Area Health Board, delivering 
a service to survivors of sexual and institutional abuse 



 Rotunda Sexual Assault Treatment Unit 
 Women’s Health Project involved in HIV / AIDS prevention and health promotion. It is 

operated by the East Coast  Area Health Board 
 The Ruhama Project for those involved in prostitution, providing an outreach programme 

three to four nights a week. 
 Sonas Housing, providing social housing for those who have experienced violence 

 
Eight of these organisations are operated by non-governmental organisations and are funded by 
the area health boards.  
 
Women’s Aid, a voluntary service funded by the Northern Area Health Board, provides services 
to women and children who experience abuse by an intimate partner. Information is provided on 
legal options, court proceedings, social welfare entitlements, safety issues and accommodation 
issues. Organisational activity is an example of the breath of service provision in this area.   
 
 The National Freephone Helpline: receives 9,000 calls annually and offers support to callers 

who are experiencing physical, mental and sexual abuse. It provides a referral service to 
refuges, counselling services, solicitors, Legal Aid and other voluntary and statutory 
agencies. 

 Advocacy and Support Service: This includes an Outreach and Court Accompaniment 
service.  This service now includes provision to asylum seekers and refugees, women drug 
users and women prisoners. The Outreach service has been extended to include the Rotunda 
Hospital. The majority of women presenting at the hospital are refugee and asylum seekers. 
Court Accompaniment makes the legal system more accessible to women at a particularly 
vulnerable time. 

 Arts Programme: This programme runs in conjunction with Sonas Housing Association in 
refuges in Rathmines, Aoibhneas and Bray Refuge. The aim is to provide women and 
children with opportunities to explore alternative mediums of expression, thereby giving 
them new skills within a relaxing and supportive environment. This scheme has had funding 
support from the Eastern Region for the past three years. 

 The Butterfly Project: This is a course aimed at helping women who have left abusive 
relationships access education and return to work. Butterfly is a pilot project with built-in 
evaluation. It will run in a local community for two years prior to moving to a new area.  

 Mentoring Service to Pavee Point on issues of domestic violence: this service currently 
extends to two Traveller women working in Pavee Point. It is intended to explore how to 
make services more accessible to Traveller women and to provide relevant training to staff 
and volunteers.  

 Services to women with disabilities: Work with the Disabled Women’s Working Forum to 
explore some of the barriers and obstacles to disabled access to Women’s Aid. It is 
acknowledged that this group of women are experiencing difficulty accessing support, 
information and advocacy in matters of domestic violence.  
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 Women in prostitution: Women’s Aid is part of a working group looking at policy 
development and accessibility to support services for women in prostitution and trafficking. 

 
 
 
 



 
Developments in Domestic Violence in 2001 
 
The Eastern Regional Planning Committee on Violence Against Women, which is comprised 
of 33 organisations and agencies, including the three Area Health Boards, produced a 
research document: “A Framework for Developing an Effective Response to Women and 
Children who Experience Male Violence in the Eastern Region” in 2001.  This study was 
managed and funded by the Northern Area Health Board. Arising from this publication, the 
main recommendations were prioritised in relation to each individual health board as well as 
recommendations which apply to all boards.  
 
Specific service developments within the Northern Area Health Board in 2001 included: 

• Development of a new refuge at Blanchardstown 
• Additional social worker posts to provide a localised response 
• Expansion of counselling service 
• Development of services for special needs groups 
• Evaluation of the services provided at Women’s Aid 
• Additional funding to Women’s Aid 
• Additional funding to the Dublin Rape Crisis Centre 
• Additional counsellors for survivors of childhood abuse 

 
Other developments included: 
 Upgrading of accommodation for Women’s Aid Central information, advocacy and 

support services. 
 Upgrading of facilities available to rape victims in the Sexual Assault Treatment Unit, 

Rotunda Hospital. 
 
 
General recommendations for all health boards which emanated from the Framework 
document included: 
 

 Up-grading of all refuges 
 Establishment of quality standards for refuges and outreach services, and monitoring of 

services, with attention to needs of women with disabilities, Traveller  women and 
women from ethnic minorities 

 Resourcing Hesed House Counselling Service to take a leading role in developing 
services in three health board areas 

 Funding of the Disabled Women’s Working Group  to employ a co-ordinator to progress 
work on violence against women 

 Funding of research into extent of violence against women with disabilities 
 Provision of access to transitional and long-term housing 
 Provision of short-term residential places for women who experience violence where 

necessary 
 Development and implementation of comprehensive public education programmes on 

male violence 
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 Development and implementation of comprehensive training programmes on male 
violence  for professionals working in the area 



 Availability of accreditation and career paths for women who work in the area 
 Upgrading of national freephone helplines for victims of rape and sexual assault which 

are operated by Women’s Aid and the Dublin Rape Crisis Centre 
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Outreach services through Women’s Aid are now operating in Bray, Swords and Coolock. 
There are ongoing discussions between Fingal County Council and the Refuge development 
committee for the development of a refuge in Blanchardstown. Discussions with local 
authorities in relation to this matter have also taken place. The training subcommittee have 
identified key areas for up-skilling staff. Work continued over 2001 to develop resources for 
training staff at front line services 
 
Grant aid in 2001 to organisations providing a direct service to women in the NAHB totalled 
€2.17 million.  This sum includes grants to organisations such as Women’s Aid, Aoibhneas, 
Pavee Point, Haven House and the Rape Crisis Centre. Increases in grants to these 
organisations facilitated development of services at their organisational level.  A very 
successful arts programme was also funded for the three refuges in the eastern region.  This 
programme engaged both women and children in the refuges and very positive feedback was 
reported from the client group. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Chapter 6      
 
Child and Adolescent Psychiatry 

 
An extensive range of child and adolescent psychiatry services is provided in the Northern 
Area Health Board. These services aim to enhance the mental health needs of young people 
through promoting good mental health and identifying and delivering on illness prevention 
strategies. 
 
The service providers in the Northern Area Health Board are: 
 
 The Department of Child and Adolescent Psychiatry, at the Mater Hospital  
 St. Paul’s Hospital and Special School, Beaumont 
 The Children’s Hospital, Temple St. 
 The Department of Psychology, St. Brendan’s Hospital 
 St. Joseph’s Adolescent Unit, St. Vincent’s Hospital, Fairview 
 Castleknock Child and Adolescent Mental Health Service 
 In-patient unit, Warrenstown House 
 In-patient Unit, Courthall 

 
The latter three services are managed by the South Western Area Health Board, which has 
regional responsibility for the direct provision of child and adolescent psychiatric services. 
 
Services are provided in a variety of settings, including child and adolescent psychiatry 
clinics, in-patient units, day hospital, detention centres, special schools and residential 
children’s homes. The range of services includes: 
 
 Consultation and Liaison 
 Links with Community Care Teams 
 In-patient Treatment 
 Day Hospital Care 
 Residential Care and Special Education 
 Multidisciplinary Diagnostic Assessment 
 Forensic Assessments 
 Family and Couple Therapy. 
 Individual therapies with the child, e.g. cognitive/behavioural therapy, play therapy, 

psychotherapy, art therapy, and speech and language therapy. 
 Group therapy. 
 Parents Plus Programmes. 
 Pharmacotherapy, where deemed appropriate, either alone or in conjunction with other 

therapies.  
 
The services delivered by the Mater Child and Adolescent Services provide an example the 
extent of response in this area. 
 
Activity Levels in the Mater Child and Adolescent Service in 2001 
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Table 6.1 Sector Team Activity in the Mater Child and Adolescent Service in 2001* 
Referrals Received Referrals Attended Percentage  of Total 

Referrals Received 
1,058 768 73 

*Percentage figures are rounded to nearest decimal point where possible. Table information includes 
Satellite clinics at Ballymun and Swords. 

Table 6.2 Waiting Time to Receive Appointment for Mater Child and Adolescent 
Service in 2001* 

Waiting Time Number of Clients Seen  Percentage of Total Clients Seen 
1 month 279 36 
2 months 194 25 

More than 3 months 295 39 
Total 768 100 

*Percentage figures are rounded to nearest decimal point where possible. 
 

Table 6.3 Disciplines Involved in Service Provision in Mater Child and Adolescent 
Service in 2001* 

Discipline Involvement Numbers Involved Percentage of Total  
Numbers 

Psychiatry 268 25 
Psychology 338 31 
Social Work 312 29 

Speech & Language Therapy 93 8 
Family Therapy 56 5 

Art therapy/Visual Psychotherapy 20 2 
Total 1087 100 

*Percentage figures are rounded to nearest decimal point where possible. 
 

Since October 2001 a new system of recording attendances was initiated. The following 
information reflects figures under the new attendance system.  

 
Table 6.4 Attendances at Mater Child and Adolescent Service for the period October 

2001 – December 2001. 
 

Appointments Arranged Appointments between 
Disciplines 

Percentage  Attendance 
Rate from October to 

December 2001 Inclusive  
1,801 2,192 74 

 
  Education and Training  
 
The Mater Child and Adolescent Service occupies a key role in education and training and is 
involved in the following activities: 
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 Organisation of and participation in undergraduate teaching of Child Psychiatry to 

medical students.  



 Teaching and examining on the Diploma in Child Health Course. 

 Masters, University College, Dublin (UCD) and Diploma in Systemic Family Therapy   

 Diploma in Visual Arts Psychotherapy  (UCD 

 Registrar and Specialist Registrar Training 

 Student Placements are provided both at undergraduate and postgraduate levels in 
psychology, social work, speech and language therapy, child psychoanalytic 
psychotherapy, Montessori students, visual psychotherapy, art therapy. 

 
 Development of the Parents Plus Programmes. 

 
 
Additional funding for the Mater Child and Adolescent Psychiatry in 2001 included a capital 
allocation of £250,000 for front extension at the Mater site as well as a revenue allocation in 
respect of the multidisciplinary team, Darndale, of £120,000 and £30,000 for the post of Data 
Co-ordinator. 
 
Castleknock Child and Family Centre 
 
This Centre serves a population in excess of 121,000 people in the Blanchardstown, 
Mulhuddart and Finglas area.  However it is managed by the South Western Area Health 
Board, which has Regional responsibility for child and adolescent psychiatry. 
 
The demand for the service is such that there was a waiting list in excess of 100 throughout 
2001.  Therefore, a system of prioritisation was established.  Urgent referrals  are seen within 
24 hours.  Priority cases are seen within 6 weeks and routine cases will be seen between 6 –8 
months. 
 
In 2001 the Centre saw 392 first visits.  In addition 2805 return visits were made and 1527 
group sessions were held. 
 
 
Working Group on Child and Adolescent Psychiatric Services 
 
The Northern Area Health Board was represented on the Working Group on Child and 
Adolescent Psychiatry, which reported in February 2001. It set out proposals for development 
of services for the management and treatment of ADHD / HKD. It also set out proposals for 
the development of child (6-12 years) and adolescent (12-16 years) psychiatric inpatient 
units. 
Arising from the findings of this report, the Northern Area Health Board has established a 
Project Team at St. Vincent’s Hospital Fairview. A 14-bed treatment unit is planned for 
children aged between 12 and 18 years. A six-bed unit is planned for the new Mater 
development which it is intended, will enhance the core team presently based in Temple 
Street.  
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Further, it is planned to transfer responsibility for services currently managed by the South 
Western Area Health Board to the Northern Area Health Board. 
 
  
Service Priorities in Child and Adolescent Psychiatry  
 
A number of priorities have been identified covering the period 2000-2003, including: 
 
 Strengthening of Multidisciplinary Sector Teams 

 Development of new multidisciplinary teams at Darndale and Sean McDermott Street 

 Increasing the staff team in Castleknock Child and Family Centre 

 Establishment of specialist pre-school services in inner city, Darndale, Ballymun and 

Swords. 

 Resources for A.D.H.D. programmes 

 Service provision for Homeless Families in partnership with Focus Ireland. 

 Development of Forensic Mental Health Service. 

 Increased provision to Family Therapy Service and Psychotherapy Training Programmes. 

 Business Manager Post for Mater Service. 

 Development of Substance Misuse Team. 

 Refurbishment and extension to Mater site. 

 Purchase / Rental of additional premises local to Mater Hospital and at Swords / North 

County Dublin. 

 Support development of Neuropsychiatry Team at The Children’s Hospital, Temple 

Street and St. Paul’s Hospital and Special School, Beaumont. 
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 Support the development of Adolescent In-Patient Unit at St. Joseph’s / St. Vincent’s 

Hospital, Fairview. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Achievements and Developments for 2001 in Child and Adolescent Psychiatry 
 
 Approved guidelines in relation to staffing levels of multidisciplinary teams by The 

Department of Health and Children.  

 High output in Castleknock Child and Family Centre  

 Regular meetings of The Advisory Committee of the Child and Adolescent Psychiatric 

Services (ERHA). A project to map the service has now been completed, and a 

monitoring and evaluation template is being developed. A data co-ordinator is now 

employed in the Mater service. 

 Establishment of an additional multidisciplinary team in Darndale Health Centre, with 

agreement for an additional team in Castleknock – Blanchardstown. 

 Increased provision, which includes non-consultant hospital doctors, for the existing 

multidisciplinary teams in the Mater Service has been agreed. 

 Agreement for the development of a Neuropsychiatry specialism at The Children’s 

Hospital and St. Paul’s Hospital and Special School, Beaumont. 

 A clinical specialist nurse, engaged to provide crisis care and outreach to young people 

presenting with deliberate self-harm, has been appointed to The Children’s Hospital, 

Temple Street. 

 Agreed provision for additional respite care at St. Paul’s Special Hospital and School, 

Beaumont. 

 Approval by The Department of Health and Children for the establishment of an in-

patient adolescent facility at St. Vincent’s Hospital, Fairview. 
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 Plans are in place for the Mater Child and Adolescent Service and the Northern Area 

Board with the aim of providing a therapeutic service at Crannog Nua High Support Unit 

which is due to open in August 2002. 

 
 
 
 
 
 
 
 
 
 
 



 
Inadequacies Identified in Child and Adolescent Psychiatry 
 

 Sector teams require additional provision, according to Department of Health and 

Children guidelines, for the development of the required specialisms in child and 

adolescent mental health. 

 Lack of well designed dedicated space in community settings for the delivery of the 

Mater service. 

 Excessive administrative work devolved to senior clinicians. 

 Scarce provision of inpatient and crisis facilities. 

 Underdeveloped integration and co-ordination with community teams 

 Lack of mental health service for young people in Detention Centres and Special Care 

units. 

 Scarce provision for homeless children and their families. 

 Inadequate care of adolescents presenting with substance misuse problems. 
 
 
 
 
Action Required in Child and Adolescent Psychiatry 

 Employment of occupational therapists, clinical nurse specialists and additional speech 

and language therapists for sector teams. 

 Rental or purchase of appropriate community based premises for Mater service, local to 

Mater Hospital and at Swords / North County Dublin. 

 Employment of business manager in Mater service. 

 Interim arrangements with Casualty Service and Adult Psychiatry for in-patient and crisis 

admission of young people. 

 Development of interagency collaborative model for the delivery of a mental health 

service to Detention and Special Care / High Support units. 

 Expansion of mental health service for homeless children and their families in 

collaboration with Focus Ireland. 

 The development of a substance misuse team in the Mater / Temple Street service 
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 Improved integration with community based teams 

 



Suicide 

The growing rate of suicide in Ireland particularly amongst young men is a source of serious 
concern for all involved in delivery of social / psychiatric services to this age group. Knowledge of 
risk factors and the ability to assess them are essential components in tackling suicide. The degree 
to which the risk is well understood and assessed determines to some extent, the likelihood of 
dispelling the mystery long associated with suicide, and the extent to which loss of life and 
survivors pain can be prevented. Stoelb and Chirboga (1998) have identified primary, secondary 
and situational risk factors that are of keen interest to those involved in this difficult area of child 
care and family support services. These are: 

 
Primary Risk Factors 

 Affective disorders 
 Previous attempts at suicide 
 Hopelessness  

 
Secondary Risk Factors 

 Substance abuse 
 Personality disorders 

 
Situational Risk Factors 

 Family functioning and history 
 Social relationships 
 Exposure to suicide 
 Life stressors 
 Homosexuality 

 
Cognisant of these factors in suicide risk and assessment, the Northern Area Health Board responds to 
this sensitive issue in a multifaceted manner which involves mental and general health services, 
voluntary agencies and employment of education and community groups at local level. 

 
Deaths by suicide for individual Area Health Boards within the Eastern Region are not currently available.  
However, figures for these areas are in keeping with the national trends where the rate of suicide for males is 
higher than for females. Figures for the Northern Area Health Board are included in the deaths by suicide for 
Fingal and Dublin County Borough 

 
Table 6.5 Number of Deaths by Suicide Registered in 2001 

 
Location Number of Male 

Deaths 
Number of Female 

Deaths 
Total Number  

of Deaths  
by Suicide  

Fingal  15 3 18 
Dublin County  

Borough 
40 13 53 

Republic of Ireland 356 92 448 
 
. 
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Table 6.6 Age Range for Registered Deaths by Suicide in Ireland in 2001 
Age Range Fingal Dublin County 

 Borough 
Republic of Ireland 

5 -14 years 0 0 2 
15 - 24 years 6 8 97 
25 -34 years 4 16 112 
35 - 44 years 5 14 90 
45 - 54 years 1 6 69 
55 – 64 years 0 6 44 
65 - 74 years 1 3 21 

75 years and over 1 0 13 
Total 18 53 448 

 
Table 6.6 demonstrates that the highest number of deaths registered as suicide in 2001 were in the age 
groups of 15 – 24 years and 25 –34 years. These numbers are especially significant for health boards as 
the first group includes children within their scope of responsibility, and the older group are likely to be 
young parents whose children are rendered more vulnerable.   
 
 
 
Achievements and Developments in Suicide Services in 2001 
 
 A Resource Officer for suicide prevention was appointed to the Board in January 2001. 
 An interagency steering group for suicide prevention was established to oversee the implementation 

of the recommendations of the National Task Force on Suicide. 
 

 Financial support was provided to the voluntary agencies involved in suicide bereavement and 
community education initiatives in this area. 

 
 An all-Ireland information leaflet, “Concerned about Suicide” was developed and launched. 

 
 A consultation process with key national agencies regarding the development of guidelines for 

schools in relation to suicide was undertaken in partnership with the Irish Association of 
Suicidology. 
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 A major research study entitled Challenging Times: coping with life stresses in childhood and 
adolescence- risk and protective factors was undertaken in the north Dublin City area. This study 
constitutes the first large-scale population based research on the prevalence of depressive disorders 
and suicidal behaviours in young Irish adolescents. The main researcher is Professor Carol 
Fitzpatrick. The outcomes of the work will provide valuable information on the mental health needs 
of young people in the Northern Area Health Board and will be utilised to influence future service 
development. 
 
 
 
 
Inadequacies Identified in Suicide Prevention Services in 2001 



 
• Lack of integrated processes to deal effectively with the issue of suicide   
 Improved access to information on suicide services 

 
 
 
 
Action Required in Suicide Prevention Services 
 
 A strategy to address suicide, setting out actions that need to be taken under identified key risk 

factors.  
 The development of a directory of services available to support staff and community groups. 

 
 Training in suicide risk awareness for health board staff who come into contact with vulnerable 

young people. 
 

 Development of services for children and young people who engage in deliberate self-harm. 
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 A continuum of support services to children and young people who are affected by death by 
suicide. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
Chapter 7  
 
Family Support Services 
 
We know from research the value and effectiveness of family support service. For example, a three-year 
study of Family Support Services in Northern Ireland lists criteria for effective family support services 
(Higgins 2000). These criteria stipulate that service delivery must ensure: 
 

 Responsiveness to the opinions, wishes and feelings of those who use the services 
 Enhancement of existing strengths in the client group 
 Delivery that expresses understanding and respect for issues of race and culture in the lives of 

service users 
 Delivery through a clearly planned and managed flexible process 
 Use of an explicit set of methods, techniques and skills which promote engagement and creativity 
 Delivery in a manner which draws effectively on the expertise of other service providers 
 Delivery which draws effectively on the contribution of relatives, friends and neighbours 
 Delivery which incorporates concern for child protection 
 Services provision which minimises the effect of children’s disabilities 

 
It is the objective of the Northern Area Health Board to include such criteria in Family Support 
Services. The combination of services provided by health board staff and voluntary services seeks to 
provide  effective intervention and assistance to families in difficulty before they reach crisis level.  
 
Family Support Services provided by the Northern Area Health Board in 2001 include:  
 
 Public Health Nursing 
 Community Mothers Programme 
 Pre-School Services 
 Neighbourhood Youth Projects  
 Family Centres and Family Resource Centres 
 Springboard 
 Marte Meo Programme  
 Family Welfare Conferencing  
 Social Work Service 
 Community Child Care Workers 
 Family Support Workers 
 Home-start 
 Home Help Service 
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 Early Intervention Service 



 
As has been set out in Objective 1 of the Regional Child Care Framework, referred to in the introduction 
to this report, a primary objective of the board is identify children and families as early as possible who 
require support. In accordance with Objective 2, there has been considerable investment in a range of 
preventive and early intervention services which aims to provide a continuum of cost-effective services 
appropriately balanced in terms of prevention, early intervention and therapeutic options to identified 
need. 
 
 
The Role of Public Health Nursing in Family Support Services: 
 
Public Health Nurses (PHN) are registered general, midwifery and community nurses at the 
core of Family Support Services. They play a vital role in assessment of need, co-ordination 
of services, collaboration with other health professionals, and with hospitals and voluntary 
organisations to achieve health and social gain for the population in the area. There are 
approximately 1500 public health nurses in Ireland with approximately 120 based in the 
Northern Area Health Board. The PHN works within an ethos of prevention, early detection 
and intervention. A more detailed breakdown of Public Health Nurse services is addressed in 
the Child Health, Medical, Nursing and Therapy Services section of this review. 
 
Community Mothers Programme 
 
The Community Mothers Programme, managed by the Northern Area Health Board, is a 
parent support programme which extends to all three Area Health Boards. The client group is 
composed of lone parents, teenage parents, Traveller parents, asylum-seekers and refugees. 
Recipients generally tend to be first time parents.  
 
The Programme aims to support and aid the development of parenting skills, thereby 
enhancing parent’s confidence and self-esteem. It is delivered by local volunteer mothers. 
The volunteers receive training, guidance and support from ten Family Development Nurses. 
Community Mothers visit mothers in their own homes once a month for the first two years of 
their babies’ lives. They use a specially designed child development programme, which 
focuses on health care, nutritional improvement and overall child development. 
 
The core activity of the Programme is the home visit to the parent and their child. In addition, 
a number of complementary activities have developed across the three Area Health Boards. 
These include Parent and Toddler Groups and Breast Feeding Support Groups.  
 
There have been two external evaluations of the programme in 1990 and 1997. These 
evaluations found significant beneficial effects which were sustained and extended to 
subsequent children born to Programme mothers in relation to:  
 
 Maternal self-esteem  
 Maternal and child nutrition  
 Immunisation rates  
 Developmental stimulation  
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 Maternal morale  



 
There are three Community Mother programmes in operation in the Northern Area Health Board, with 
45 Community Mothers supporting 805 mothers.  
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Community Mothers Programme Service Aims and Achievements in 2001: 
 
 To provide support to a minimum of twelve hundred parents. This target was achieved 

and surpassed.  
 Overall performance outcomes included a 94% immunisation rate.  
 No child abuse referrals among client group. 
 Ninety-six percent of parents started reading to their child in the first year. 
 Sixty-five new Community Mothers were trained  
 One-third of the Community Mothers who left the Programme took up paid employment. 
 A research study on motives for volunteering was completed by Ralaheen Research 

Limited for Comhairle and the Irish National Committee on Volunteering, as part of the 
UN International Year of the Volunteer. The Bernard van Leer Foundation who funded 
the Programme in its early stages commissioned a Tracer Study on the Programme. This 
study will be completed in 2002. 

 The Programme began working in partnership with the University of Massachusetts, USA 
on a study to explore the relationship between family and social support. This study will 
focus on parent - child attachment in Ireland and the United States. 

 
Future Community Mothers Service Goals: 
 
A development model for the service has been submitted to the Northern Area Health Board 
to enable the expansion of the Programme. This submission outlines possibilities for 
Programme expansion.  
 
Pre-School Services 
 
The importance of good quality child care in early childhood is essential to children’s 
development in later years, and has been highlighted in a report entitled’Early Childhood:an 
introductory text (Hayes 1999). The provision of child care for pre-school children has grown 
in recent years as more women either rejoin or remain longer in the workforce. Provision of 
pre-school services in Ireland have become more politicised as a shortage of facilities has 
been evident. This shortage has emphasised the importance of ensuring that child care 
arrangements are conducive to the enhancement of children’s welfare and are of the highest 
possible standard, (Buckley 2000: Child Protection and Welfare). Responsibility for 
supervision of this expanding service is assigned to health boards under the Child Care Act 
1991. The Pre-School Service plays an important role in Family Support Services in the 
Northern Area Health Board in supervision of pre-schools, playgroups, day nurseries, and 
creche facilities, including those grant aided by the board. Under the Child Care (Pre-School 
Services) Regulations, 1996, it has an inspection function to ensure the health, safety and 
welfare of children attending any pre-school services. It also provided advice on standards 
and best practice. 
 
Service function includes: 
 
 Advice and assistance to service providers when setting up a new service 
 On-going advice, guidance and support to service providers, managers and staff of all 

notified pre-school services in the Northern Area Health Board. 
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 Provision of information to parents on notified pre-school services 



 Maintenance of data base on all notified pre-school services  
 Compliance with the pre-school Regulations 
 Investigation of complaints received from the public, with visits to premises, assessment 

and follow up. 
 Provision of statistics for parliamentary questions as required.   

 
 

Table 7.1 Pre-School Resources in the Northern Area Health Board in 2001 by 
Community Care Area 

Community Care  
Area 

Number of  
Pre-School 
Premises 

Number of Full Day 
Care Services 

Number of 
Sessional Services 

CCA 6 145 50 95 
CCA 7 101 46 55 
CCA 8 190 64 126 
Total 436 160 276 

 
Table 7.1 shows that there were 436 pre-schools in the Northern Area Health Board in 2001 
that were notified or of whom the pre-school service became aware. There were 160 full day 
care services and 276 sessional services in operation. CCA 6 had 145 pre-school premises, 50 
full day care services and 95 sessional services. There were101 pre-school services located in 
CCA 7, with 46 full day care services and 55 sessional services in the area. CCA 8 had 190 
pre-schools, with 64 full day care services and 126 sessional services in its area. 
 
Table 7.2 Service Provision for Pre-Schools in 2001 in the Northern Area Health Board  

 
Community 
Care  Area 

Number of  
First 

Inspections  

Number of 
Annual 

Inspections 

Number of 
Follow up 

Inspections 

Number of 
Complaints 
Investigated 

Number of 
Advisory Visits

CCA 6 8 56 27 12 34 
CCA 7 4 41 8 8 22 
CCA 8 8 71 17 25 57 
Total 20 168 52 45 113 

 
Table 7.2 shows that the Pre-school Service of the Northern Area Health Board carried out 20 first 
inspections of new premises. There were 168 annual inspections achieved, and 52 follow-up 
inspections. The service investigated 45 complaints about pre-schools / nurseries and made 113 
advisory visits to operating pre-schools and nurseries in 2001. 
 
Identified Need in Pre-school Services 
 
Full service provision has been affected by staff shortages and by Environmental Health officer 
vacancies in Community Care Areas 6 and 7 in particular. This has impeded target achievement for 
inspection of newly notified premises and of full day care premises.  
 
 

 51

 



Neighbourhood Youth Projects 
 
Neighbourhood Youth Projects, by their nature have an open and informal method of connecting with 
consumers. Their community base makes them more accessible and so they have the opportunity to 
make early interventions into families before difficulties become clearly visible (Buckley 2002). There 
are two Neighbourhood Youth Projects (NYP) in the Community Care Area 7, and one in Community 
Care Area 6 in Blakestown and Mountview. The NYPs in CCA 7 cater for a variety of needs for 
young people aged between five and thirteen years (NYP 1), and between 12 and 18 years (NYP 2), 
who are deemed to be at risk in their local community. The Blakestown and Mountview NYP works 
with children aged from nine to thirteen years. 
 
NYPs have the following objectives: 
 To enable young people to remain in the community while receiving help with personal / family 

problems which put them at risk. 
 To provide a resource to help local people in defining and meeting the needs of their children. 
 To develop an approach to working with young people at risk which can be helpful to other 

workers. 
 To help young people at risk make a safe transition from childhood to adulthood.  
 To encourage young people to increase their life skills and general education. 
 To encourage self reflection in young people which clarifies their life options. 
 To influence mainstream Government agencies and services in their response to the needs of 

children and young people at risk in relation to education, labour market policy, the juvenile justice 
system and social welfare issues. 

 
Identifiable features of NYPs are as follows: 
 
 Partnership between workers, children / young people and their families. This approach seeks to 

encourage young people to participate in the solution to their problems.  
 Inclusion of young people who feel excluded from mainstream services. NYPs aim to assist in 

forming new links and relationships within the community. While working with a core group, they 
work with a wider fringe community. 

 Community Involvement: NYPs are locally based and accessible. This promotes acceptance and 
trust by the local community.  

 Environmental factors: The areas where the Projects are based have disproportionate levels of 
unemployment, educational disadvantage and physical environmental decay. NYPs recognise that 
these factors contribute to the difficulties and stress experienced by the young people and their 
families. They aim to support change at individual, family and community level by advocating 
political and institutional change aimed at promoting equality of opportunity and a fairer 
distribution of resources. 

 Use of contracts: Each young person in an NYP can be required to sign a contract based on their 
individual needs and agreed tasks. Three-way contracts between young person, parents and the 
Project are sometimes employed. Contracts are a statement of the Project’s commitment to the 
young person and encourage assumption of responsibility in the member. 
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The young people involved in NYP 1 and NYP 2 in CCA 7 are catered for in groups determined by age 
and interest. They partake in a minimum of four hours activities per week which includes direct work, 
group work and leisure activities. 



 
Neighbourhood Youth Project 1 Community Care Area 7 
 
NYP 1 worked with 32 children and their families in 2001 while still offering a service to many past 
members. They had 12 new referrals in 2001, 83% of which came from Home School Liaison and 
School Attendance Officers. There were 74 children on the waiting list to become members of the 
Project. 
 

Table 7.3 Age Breakdown of children attending NYP 1  in 2001* 
Age Group Numbers of Young People % of Total NYP 1 

Membership 
5-7 years 8 25 
8-10 years 8 25 

Over 11 years  16 50 
Total 32 100 

*Percentage figures are rounded to nearest decimal point where possible 
 

Table 7.3 shows that eight children (25%) in the age groups between five and seven years, and eight 
and ten years respectively were involved in NYP 1 during 2001. There were 16 members (50%) aged 
over 11 years in the Project. 
 
Neighbourhood Youth Project 2 Community Care Area 7 
 
NYP 2 had 14 new referrals during 2001, bringing their caseload to 101 at the close of the year. The 
majority of their referrals, (55%), are self-referrals or come from parents. This bears testimony to the 
success and acceptance of the project at local level.  
 

Table 7.4 Age Breakdown of children attending NYP 2  in 2001 
Age Group Numbers of Young People % of Total NYP 2  

Membership 
9-12 years 32 32 
13-15 years 42 41 

16 years and over 27 27 
Total 101 100 

*Percentage figures are rounded to nearest decimal point where possible 
 
Table 7.4 shows that 32 young people in the age group nine to twelve years (32%) were members of 
NYP 2 in 2001. The largest membership was in the age group 13 – 15 years, which showed 42 
members (41%), while there were 27 members (27%) in the age group 16 years and over. 
 
NYP Blakestown / Mountview Community Care Area 6 
 

 53

NYP Blakestown / Mountview worked with 52 young people from 34 families. There were nine people 
on a waiting list to join the project. Thirty-seven young people availed of the Education programme, 
whereby there is a teacher seconded from the Department of Education who works two local schools 
and in after schools clubs based in the NYP.  Twenty two young people engaged in the life skills 
programme.  



NYP Blakestown / Mountview had a staff compliment of nine in 2001, with additional support staff 
from the Jobs Initiative and Community Employment Scheme. An independent evaluation by the 
National Drugs Strategy Team of Community Development and Family Support Workers resulted in 
their programmes being mainstreamed and a substantial increase in funding.  
 
In 2001 17 young people moved on from the project, ten of whom joined other youth projects that offer 
a high level of support, with the remaining seven joining mainstream youth or sporting clubs.  
 
Family Centres and Resource Centres 
 
Family Centres and Resource Centres work on the principle of promoting family welfare, preventing 
abuse and neglect, while including their service users in organisation and management issues. The 
Northern Area Health Board runs and supports a number of such centres. 
 
Geraldstown House is a health board run Family Resource Centre in Community Care Area 7, which 
opened in 1987. The centre operates on principles of inclusion, working within a child centred and 
non-judgemental ethos. Service provision to 40 families includes: 
 
 Parent and toddler groups for seven mothers and their children 
 Women’s health and stress management groups 
 Parenting and social groups 
 After school clubs for eight children aged from nine to ten years  
 Teen groups addressing such issues as personal and relationship skills, self esteem and sexuality, 

anger management, addiction issues, and family relationships difficulties 
 Group work in primary and secondary schools on relationship issues 
 Workshops for foster carers 
 Provision of venue for access arrangements 
 Out of school group 
 Summer projects 
 Aftercare support on issues such as housing, domestic violence, barring orders, court work.  
 Accommodation for speech therapy and Community Mothers programme 

 
St. Helena’s is another Family Resource Centre managed by the  Northern Area Health Board  and is 
situated in Area 6.  In August 2001 project workers in St. Helena’s commenced a Breakfast Club and 
an After School Project to cater for local children and families. 
 
 
Daughters of Charity Family Centres 
The Northern Area Health Board continues to support the provision of health and social services by 
the voluntary sector. The involvement of the Daughters of Charity in service provision was expanded 
in 2001. Their role is particularly evident in Preventative and Family Support services. The Order 
provides some services for the South Western Area Health Board, while performing the majority of its 
functions within the Northern Area Health Board.  
 
At the close of 2001, the Daughters of Charity were running the following Family Centres in the 
Northern Area Health Board: 
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 Claidhe Mor Family Centre 



 Connaught Street 
 Curam, North Strand Road 
 Darndale  
 Blanchardstown 
 Balbriggan 

 
These centres provide therapeutic help to vulnerable families who are experiencing personal 
relationship problems. The capacity of each of the Family Centre is approximately 60 families. The age 
profile of children differed significantly between centres. Curam had the highest proportion of children 
under five years of age, while Connaught Street and Claidhe Mor had the highest proportion of children 
in the age groups of nine to eleven years and twelve to fifteen years. The most common reasons for 
referral to the Daughters of Charity Family Centres were parenting and behaviour management 
problems. 
 
Most clients referred to the Family Centres were admitted within sixteen weeks of referral. Service 
was most commonly offered for up to sixteen weeks, extending in some instances to between sixteen 
and twenty-four weeks. In a lesser amount of cases, service was provided for more than twenty-five 
weeks. There was a ten per cent decrease in the number of clients who did not take up the service 
offered in 2001. 
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Staff Development in Daughters of Charity Service 
 
The Daughters of Charity realise the need for continual staff training and development. 
Professional Training provided to Daughters of Charity staff in 2001 included: 
 
 
 Management training 
 Family therapy training 
 Diploma in Counselling  
 Mediation training 
 Violence  
 Diploma in Counselling and Psychotherapy  
 Marte Meo 
 Humanistic and Integrative Psychotherapy  

 
Achievements in the Daughters of Charity service provision to the Northern Area Health Board 
in 2001 included:  
 
 The opening of the following Family Centres:  

Darndale 
Blanchardstown 
Balbriggan 
 
This was a major step forward in promoting the principles of the Regional Child Care 
Framework, including working with children in the context of their families and providing 
services in local, community-based settings. 
 
 Claidhe Mor launched a guidebook Understanding Mental Illness as an aid to children whose 

parents experience mental illness, in partnership with the Northern Area Health Board. 
 
 Strengthening of management structures to deal with expanding services, such as the three new 

Family Centres.  
 
 
 
 
Hill Street Family Centre 
 
Hill Street Family Centre is a local voluntary resource, funded by our Board, in Community Care Area 
7 for parents and children, which encourages an integration of state services and community 
participation. Clients may be permanently based in the locality or may be homeless families who move 
in and out of the area. Service priority is given to two categories of family:  
 
 Parents under 25 years with children aged under five years. 
 Pregnant women under 25 years and their partners, who are expecting their first child.  
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Service provision includes parent and baby groups, parent and toddler groups and persona; development. 



 
The Centre operates as a limited company and has a management committee composed of five local 
parents and six statutory representatives. Local parents’ involvement is supported by the provision of 
childcare during management meetings and skills building training to encourage meaningful 
participation. The statutory composition of the management committee is drawn from Fitzgibbon Street 
Garda Station, the Northern Area Health Board, Dublin Corporation, the Department of Social, 
Community and Family Affairs, the Probation and Welfare Service and the Department of Education 
and Science.  
 
Barnardos 
 
Barnardos are another voluntary organisation who provide services for the Northern Area Health 
Board. Barnardos Family Support Services work with vulnerable children and families, based at the 
heart of their local communities. Their services in our Board’s area include: 
 
 Family Support Service Mulhuddart, including Breakfast Club, parenting and early childhood 

programmes, and support to families affected by family violence and drug and alcohol abuse. 
 Pre-School at Roselawn, Blanchardstown. 
 Travellers Education and Support Options Project (T.E.S.O.), Finglas. This service aims to develop 

and facilitate improved access and participation in family support and educational opportunities for 
Travellers in the area. A primary project objective is to harness and build on the strengths and skills 
of the Traveller Community to encourage self-leadership and full participation in the project.   

  
Springboard 
 
In addition to running their Family Centres, the Daughters of Charity commenced the operation of a 
Springboard project in Darndale in 2001. The aim of the Springboard Family Support Project is to 
provide support to young people identified as being as risk, with support also being offered to their 
families. The service, which is provided at local level, has the capacity to accept up to 20 young people 
into its service. Springboard is committed to reviewing service activity to inform policy and practice.  
 

Marte Meo Project 
The Marte Meo Project provides assistance to parents and carers by placing emphasis on the 
positive features in the adult/child relation.  It uses video recording as a means of highlighting 
the interaction between the adult and the child. 

 
The Marte Meo Project is now an established component of the Northern Area Health Board’s 
programme in the prevention, early intervention and treatment of vulnerable families in its area. It is part 
of an internationally recognised service which operates in The Netherlands, Norway, Sweden, Ireland, 
Israel, Germany, Hungary, Slovakia, India, Estonia, Denmark, France, Costa Rica and New Zealand. 
The service was set up in Ireland in 1990 and employs two full time professional staff as well as one 
clerical grade staff.  
 
Following evaluation of the Marte Meo Interventions in 1998, the Project became a Regional Service to 
the three Area Health Boards, in March 2000. Based in Community Care Area 7, it receives full funding 
from the Northern Area Health Board. 
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The Marte Meo method makes a particular contribution to Family Support Services: 



 
 It is a solution-focused method. 
 It seeks to identify and build on the strengths of the family. 
 It is a support programme that enables and empowers parents to support the development of their 

child /children. 
 It promotes parental competence and confidence. 
 It assists in the re-integration of children back into their families. 
 It addresses current difficulties being experienced by children and families. 
 It reduces risk to children by enhancing family life. 

 
Future Marte Meo Service Goals 

 
 Continued promotion of the Marte Meo method as a preventative and early intervention service. 

 
 Further training development in all community care areas of the three Area Health Boards, in 

Family Work, Foster Care, Public Health, Pre-schools, Family Support. 
 
 Inclusion of Marte Meo in the Working Group on Foster Care in the Northern Area Health Board. 

 
 Development of the Project according to Service Plan. 

 
 Provision of Service Plans and Interim Reports to the three Area Health Boards on service 

activities. 
 
Family Welfare Conference Project 
 
The Family Welfare Conference (FWC) Project is a partnership between professionals and families 
working together in the best interests of children. The distinguishing characteristic of FWC is the 
central and equal role played by children and their families with professionals, in making decisions 
which affect their future welfare. This is directly in line with Objective 3 of the Regional Child Care 
Framework, which promotes involvement of service users in the design, delivery and evaluation of 
services. 
 
FWC “provides a unique forum in which children, families and professionals can work in partnership 
in the interests of children thus empowering families to draw up a plan for the child’s care and 
protection” (Evaluation Report 2001).  
 
The model for the service originated in New Zealand. A pilot project was introduced in the East Coast 
Area Health Board, involving Community Care Areas 2, 5 and 10. The service continues to operate 
from the East Coast Area Health Board, but aimed to expand its remit to the three Area Health Boards 
during 2001.  
 
A Family Welfare Conference may be convened by a health board in order to explore the best way to 
help children in difficulty, together with their families  
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The FWC Project office, managed by the East Coast Area Health Board, implements and manages the 
referral process, supervises FWC co-ordinators and develops policies and procedures relating to 



Family Welfare Conferencing in the Eastern Region. The service provides Health Board staff and 
other agencies with information, training, guidance and consultation on the FWC process. During 
2001, €.250m was set aside for this service. In the course of the first year of service extension to the 
Northern Area Health Board, there were four FWC referrals, with agreement being made on one FWC 
plan. There was extensive induction and information training given by the service to NAHB staff.  
 
FWC Development Activities in 2001 
 
 During the year the FWC Project hosted a visit from Mike Doolin, Chief Social Worker (retired), 

Department of Child, Youth and Families, New Zealand. He gave a number of seminars and 
workshops for staff in the Northern Area Health Board on the implementation of statutory Family 
Welfare Conferences under the Children Act 2001. 

 
 The FWC Project prepared draft protocols and procedures for social workers and members of the 

Garda Siochana making referrals to the project.  
 
 In November 2001 Mary Hanafin, TD, Minister of State for Health and Children, launched the 

FWC Information Pack. 
 
Future FWC Goals: 
 
 To establish policies and procedures for the three Area Health Boards in order to ensure a smooth 

delivery of statutory FWC under the Children Act 2001. 
 
 To increase the numbers of children and family members participating in the FWC process 

throughout the three Area Health Boards.  
 
 Establishment of a Family Welfare Project under the direct management of the Northern Area 

Health Board 
 
The Role of the Social Worker in Family Support Services 
 
 Social workers are prominent in the provision of Family Support Services. The social work service is 
often the first port of call for families in distress availing of health board services. Their primary brief 
is to work with families to facilitate them to provide adequate and safe care for their children, and 
where possible, to provide support which aims to prevent children coming into alternative care. In this 
context, social workers provided the following services at Community Care level in the Northern Area 
Health Board in 2001: 
 
 Family assessment at the point of referral to social services. 

 
 Couple conflict resolution. 

 
 Marte Meo intervention and support, including to foster families on initial placement of a child, or 

at times of acute difficulty post placement. 
 

 59

 Counselling services. 
 



 Agreed plans of intervention with parents who are experiencing difficulties in parenting and who 
have particular relationship problems with their children. 

 
 Family support and supervision when a child returns home from alternative care. 

 
 Referral to and liaison with other support services at local level. 

 
 Provision of Section 20 reports to the courts. 

 
 
Court Ordered Family Assessments 

 
Section 20 of the Child Care Act 2001 requires health boards to undertake investigations of children’s 
circumstances where there are proceedings which impact on their welfare, under the Guardianship of 
Infants Act, 1964, the Judicial Separation and Family Law Reform Act, 1989, and the Family Law 
Divorce Act 1993.  When a court has a concern over the welfare of a child in such proceedings and 
whether or not a care or supervision order should be taken out on that child, it can adjourn the case and 
direct a health board to make an assessment of the child’s circumstances. Health boards are then required 
to substantiate why orders should be made and to make recommendations for services or actions to be 
provided in the child’s interests. The Northern Area Health Board had a number of children for whom 
such reports were requested in 2001. This service is provided to the board by a specialist team of social 
workers in the South Western Area Health Board. However, it also occurs that children who are already 
known to their own community care team may have their court reports carried out by their local team. 
 

Table 7.5 Requests for Section 20 reports on Northern Area Board Children in 2001 per 
Community Care Area* 

Community Care Area Number of Section 20 
Reports Sought 

CCA 8 7 
CCA 6 3 
CCA 7 2 
Total 12 

*Source: Department of Health and Children Dataset Returns for 2001. 
 
Table 7.5 shows that Community Care Area 8 had the highest number of requests for Section 20 reports in 
2001, with seven such reports being sought. Community Care Area 6 had three requests, while 
Community Care Area 7 had two requests for Section 20 reports. 

 
 
 
 

Community Child Care Workers 
 

The role of the Community Child Care Worker is well defined and has become an integral part of the 
Family Support Services as provided by the Northern Area Health Board. The service is client based and 
aims to keep children in their own homes, promoting independence and offering support to carers.  
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The role of the Community Child Care Worker includes: 



 
 Therapeutic intervention with families in crisis 

 
 Direct work with children and young people 

 
 Parental assessment 

 
 Support work with parents in access with their children 

 
 Attendance at case conferences and reviews 

 
 Activity based programmes, such as Extern West, horse riding, summer project work, Christmas 

Hamper and Appeals 
 

Future Child Care Community Workers Service Actions 
 
 
 Development of policy and practice procedures which reflects diversity of client needs and 

circumstances 
 
 Provision of suitable therapy rooms 

 
 Improved integration with other relevant professionals 

 
Family Support Workers Service  
 
A model of family support that has become increasingly popular is the provision of intensive home 
based services designed to meet specific needs identified in family situations where children are 
deemed to be vulnerable. This model provides levels of support to prevent the occurrence or 
recurrence of child abuse and neglect. It aims to maintain family unity and stability, thus obviating the 
need for children to be received into alternative care, (Buckley 2002).  
 
The is a community based service, offering support to families experiencing difficulty in their own 
homes. The system operates on a partnership model, working in tandem with those referred, to achieve 
realistic and practical solutions to identified problems. The aims of the Family Support Workers 
Service are in line with those identified in a qualitative research study carried out in Wicklow in 1997 
(Convery, Murray, 1999). These aims are:  
 
 To empower and enable families to sustain the care of their children and to maximise their 

potential to do so 
 To reduce the need to take children into care or to keep them in care 
 To alleviate pressures experienced by families 
 To assist families in developing social contacts within their community 
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Families in the service are likely to have a combination of housing difficulties, addiction and learning 
problems, which may accentuate problems in parenting. The service encourages clients to link with 
other community based supports, with the objective of enhancing and developing their existing 
strengths. Referrals come from social workers, public health nurses, schools and other community 



based agencies. While service focus centres on crisis work in the main, there is an ethos of early 
intervention with young parents and children who are experiencing difficulty.  
 
Provision was made in the 2001 Provider Plan for an additional 30 Family Support Workers. 
Recruitment was impaired because of a national industrial relations issue. This has now been resolved 
and it is intended to embark on a vigorous recruitment campaign in 2002. 
 
Family Support Workers Service Achievements for 2001 
 
 Service provision to  priority families within a couple of days of referral  
 Training in Marte Meo Method for staff 
 Completion of Addiction Studies (certificate level) for two workers 

 
Future Family Support Workers Service Goals 
 
 Employment of six extra Family Support Workers and retention of existing staff 
 Staff induction training, and ongoing staff training 
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 Further development of integration and co-ordination between staff making referrals and Family 
Support Workers 



Homestart 
 

Homestart is a voluntary organisation funded by the Northern Area Health Board. Homestart  volunteers 
offer regular support, friendship and practical help to families under stress with young children, in their 
own homes, helping to prevent family crisis and breakdown. Home-Start is available to any family with 
at least one child under 5 years. Homestart Blanchardstown, which is a member of Homestart 
International, provides its service to families from the Dublin 15 area. The service Homestart offers to 
parents with young children is in accordance with the guidelines laid down in the Child Care Strategy. 
 
Homestart Service achievements for 2001 
 
Homestart Blanchardstown operates through 24 volunteers who support 52 families.  There is a full-time 
Co-ordinator running the service. Many clients involved in the service have gone on to partake in further 
education. Others have taken up employment, while more families have become volunteers in the 
service. 
 

Home Help Service 
 
The Home Help Service, as a Children and Family Support Service, aims to encourage families to help 
themselves, thereby encouraging independence and improved quality of family life.  
 
The client group includes: 

 People with the mental and physical disabilities 
 Hepatitis C sufferers  
 People with psychiatric illness 
 Families in stress  
 Terminally ill clients  
 Special needs clients  
 Autism sufferers.  

 
Future Home Help Service Aims 
 
 Provision of information on access to service for parents of children with special needs. 

 
 A more streamlined funding approval system for service users, with a defined list of children’s 

disorders which qualify for service. 
 
 Specialised training for Home Helps who deal with particular children’s disorders, including 

training in manual handling, where relevant. 
 
 
Collaboration in Family Support Services 
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An example of an innovative collaboration between three arms of the Family Support Services may be 
seen in the Early Intervention Programme which was set up in Community Care Area 7 in October 
2000. This programme is jointly managed between the Marte Meo Director and the Assistant Director 



of Public Health Nursing in Ballymun, and operated by a Community Child Care Worker who is a 
qualified Marte Meo Therapist. A second Child Care Worker has yet to be employed.  
 
The Early Intervention Programme provides short-term intensive support through the medium of 
video, for families and children in their own homes. Intervention concentrates on areas of difficulty 
identified by the client group. Most referrals come from public health nurses and social workers. There 
were 43 referrals in the first year for children up to eight years of age. The period of intervention 
varies from one to ten months. Feedback from service users suggests that this form of intervention is 
helpful and has a place in future Family Support Services. 
 
 
 Developments in Family Support Services 
 

• Three new Family centres 
• A new Springboard project 
• Ongoing development of existing family support services 
• Increase usage of Family welfare Conferencing 

 
 
 
Inadequacies Identified in Achieving Family Support Goals 
 
 All Family Support Services within the Northern Area Health Board identified staff shortages 

and high staff turnover as an obstacle to goal achievement in 2001. This gave rise to waiting lists 
which resulted in delays in service delivery, and inability to plan for service expansion.  

 
 Some services reported problems arising from temporary or unsuitable accommodation.  

 
 Some services highlighted the need to strengthen support systems. 

 
 
 
 Actions 
• Recruitment of additional family support staff 
• Additional accommodation and support systems 
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• Further investment in family support services 
 
 
 
 
 
 
 
 
 
 



Chapter 8  
 
Child Protection 
 
Health boards carry responsibility for promotion of the welfare and protection of children at risk in 
their areas. Implementation of these responsibilities is a complex and multifaceted task. The following 
services are primarily involved in the delivery of child protection services in the Northern Area Health 
Board: 
 
 Children First 
 Child Abuse Prevention Programme 
 Social Work Service 
 Public Health Nursing Service 

 
Children First Service 
 
The introduction of the Children First National Guidelines for the Protection and Welfare of Children 
by the Department of Health and Children in 1999 was a welcome aid for health board staff engaged 
in child protection work. Implementation of the Children First Guidelines was supported nation-wide 
by the appointment of designated staff to promote effective interventions in the care and protection of 
children through the delivery of a multi-disciplinary and inter-agency training programme.  
 
During 2001, three Training Officers were appointed in the Northern Area Health Board. They were 
charged with responsibility for the development of a training strategy in line with Children First 
Child Welfare and Protection Guidelines. Each officer was subsequently appointed as lead training 
officer and assigned to a separate community care area in the Northern Area Health Board. In 
addition, an Implementation Officer was appointed to ensure ongoing briefing for new staff, and an 
Information Officer was appointed to brief and advise external agencies. 
 
Training Objectives for Children First in 2001 were: 
  
 To ensure that all personnel were equipped with the appropriate skills, knowledge and values to 

deliver an effective service to children. 
 To ensure that personnel were aware of relevant legislation, national guidelines and local child 

protection procedures and protocols. 
 To translate this learning into a better service for children and families in collaboration with 

other service providers. 
 To strengthen relationships through inter-agency training. 
 
Extent of Children First service provision completed within the Northern Area Health Board in 
2001:  
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The last three months of 2001 saw the delivery of sixty-three three-hour briefings on the National 
Guidelines to a wide body of public, voluntary, private and charity personnel, involved with children 
and families. One thousand, two hundred and twenty three staff members were briefed in the 
Guidelines between October and mid-December 2001. In line with national guidance, the three 
officers collectively designed, developed and delivered a pilot 2-day Foundation Level Programme to 



a multi-disciplinary group of professionals in December 2001. This programme is now extensively 
available in all three community care areas. 
 
Service Developments for 2001 
 
 Recruitment of an additional Training Officer with responsibility for Children First Guidelines 

training. 
 Recruitment of a Support Person for the Implementation of Children First Guidelines. 
 Recruitment of an Information and Advice Officer to work with the Community and Voluntary 

sector on Children First Guidelines. 
 Development of a training strategy for Children First Guidelines in line with frameworks 

developed by the National Implementation Group. 
 Establishment of a Northern Area Health Board Implementation Team comprising of the Director 

of Services for Children and Families, the Child Care Managers and the Manager for Training and 
Development. 

 
 
Achievements in Children First for 2001 were as follows: 
  
 The appointment of three Training Officers with primary responsibility for Children First 

Guidelines training, one assigned to each Community Care Area. 
 Briefings to NAHB staff and related agencies on Children First Guidelines by the Training 

Officers. 
 Design and delivery of a Foundation Level Training Programme by the Training Officers. 
 Direct work with management teams in their Implementation of the Guidelines.   
 The completion of a Training Needs Analysis encompassing all childcare and family support 

services in the Northern Area Health Board. 
 Completion of joint Garda-Social Worker training on Children First Guidelines. Most Northern 

Area Health Board social workers attended residential training from June to December 2001. 
Training was delivered by Social Worker / Team Leader and Training Manager alongside Garda 
Trainers. 

 
Future Children First Goals  
 
 Production of a service development plan to incorporate all aspects of Children First and the 

wider needs within childcare services. 
 Linking of the Children First Training Programme to all future service level agreements initiated 

by Northern Area Health Board for its Children and Family Services. 
 Joint working programmes with other agencies, including government departments and 

voluntary organisations, to provide the best possible training service to personnel.  
 Promotion of personal and professional development for all staff to achieve maximum 

performance in meeting the service requirements of Children First Guidelines. 
 Development of specialist Children First programmes to encompass drug misuse, domestic 

violence and mental health as a further tool to promote the welfare of children and their 
families. 
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 Public awareness campaign 
 
 



These goals reflect Objective 8 in the Regional Child Care Framework, which aims to 
provide good quality service provision through ongoing development in human resources. 
 
Child Abuse Prevention Programme  
 
The Child Abuse Prevention Programme (CAPP) is an important arm of the Child Protection Service. 
This programme provides training on child protection issues for teachers and parents in the primary 
school system. CAPP has been instrumental in introducing the Stay Safe personal safety skills 
programme for children to primary schools throughout the country. Stay Safe is designed to give 
children the knowledge and skills necessary to help them deal with potentially abusive or threatening 
situations.  
 
Achievements in the Child Abuse Prevention Programme in 2001 
 
 In-service training for school staff was provided on an on-going basis to schools that are 

implementing Stay Safe. Ninety-nine percent of schools in the Northern Area Health Board have 
availed of the teacher training service provided by Child Abuse Prevention Programme.  

 
 Facilitation of parent information meetings on the Stay Safe programme and related child 

protection issues is an essential part of the service. Since it's introduction, Stay Safe meetings 
have been provided in over 97% of schools in the Northern Area Health Board.  

 
 A significant number of new teachers have entered the service since the programme was first 

introduced into schools in 1991-1993. During 2001 special in-service training days were arranged 
for teachers who were new to the service or who had not previously participated in CAPP 
training. 

 
 CAPP provides on-going support to special schools and to special classes within primary schools, 

in implementing the Stay Safe Programme for children with learning difficulties. In 2000-2001, 
an evaluation of this programme was carried out to assess the efficacy of the programme in 
enhancing the safety, knowledge and skills of children within the mild learning disabled 
population. The findings show that Stay Safe for children with learning difficulties was effective 
in training children in safety skills and so may usefully be offered to children with mild 
intellectual disability as a primary prevention intervention for child abuse. Children showed 
highly significant gains in safety skills and these gains were maintained at a six-week follow-up.  

 
 During 2001 an Irish language version of the Stay Safe programme was produced and distributed 

to Irish speaking schools throughout the health board. 
 
 Training modules were designed and implemented at pre-service level in all teacher training 

colleges. 
 
 Information meetings were held for health board personnel as well as for other relevant statutory 

and voluntary agencies to inform them of new developments to the Stay Safe Programme.  
 
Approximately 85% of schools in the Northern Area Health Board are teaching the Stay Safe 
programme on an ongoing basis.  
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Future Child Abuse Prevention Programme Service Goals  
 
 Further training and liaison with non-participating schools is necessary in order to ensure that the 

Stay Safe is taught in all primary schools.  
 
 Provision of training in responding to bullying for school staff. 

 
 
The Social Worker’s Role in Child Protection 

 
The Child Care Act 1991 outlines the responsibility of health boards to promote the welfare of children in 
their area who are not receiving adequate care and protection.  The ethos of the Act is to promote the 
welfare of children within their own families where possible, with the welfare of the child being regarded 
as the first and paramount principle. The Northern Area Health Board supports children being cared for in 
their own family environment through its Family Support Programme as has been outlined in a previous 
chapter. There are, however, variables operating in vulnerable families which can highlight concerns for 
the welfare of children either within their families or in the care system. Health Board staff are then 
engaged in assessing the risk to children’s welfare, should they remain in the care of their families. These 
assessments are initially carried out by Child Protection Teams, who receive referrals on duty. Staff work 
intensively with families in crisis until safety is achieved for children at risk. Assessments for sexual abuse 
referrals are carried out initially by health board social workers. This service is augmented and effectively 
supported by specialised staff in St. Claire’s Sexual Assessment Unit, in Temple Street Children’s 
Hospital. Following initial assessment, all abuse referrals cases are allocated to a long-term worker. Most 
teams operate a waiting system once the initial crisis has been successfully addressed.   
 
Acute staff shortages and high staff turnover placed a strain on child protection services in 2001. The 
pressure arising from this staffing problem affected staff retention, which further contributed to a pattern 
of growing waiting lists which was a dominant feature in 2001. Another variable which was deemed to 
contribute to waiting lists for Child Protection Teams was the volume and intensity of court work in 2001. 
This frequently involved lengthy periods in court which necessitated social workers being unavailable for 
more direct child protection work. Waiting lists are carefully monitored and prioritised, with children who 
require a same day response receiving a service. 
 
The introduction of Children First, the National Guidelines for Protection and Welfare of Children, 1999 
was intended as an aid to professionals to recognise and respond effectively to children who are 
vulnerable to abuse and neglect in various forms, arising from their dependency and vulnerability. These 
Guidelines give the following definitions of abuse:  

 
 Physical abuse- any form of non-accidental injury or injury which results from wilful or 

neglectful failure to protect a child 
 Sexual abuse- the use of a child by another person for his or her gratification or sexual arousal 

or for that   of others 
 Emotional abuse- normally found in the relationship between a caregiver and a child rather 

than in a specific event or pattern of events. It occurs when a child’s need for affection, 
approval, consistency, and security are not met. 
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 Child neglect- an omission, where a child suffers significant harm or impairment of 
development by being deprived of food, clothing, warmth, hygiene, intellectual stimulation, 
supervision and safety, attachment to and affection from adults, medical care. 



It is common that children referred to NAHB will be assessed for more than one form of child abuse. It 
can reasonably be argued that any child who experiences physical and / or sexual abuse, is also at risk of 
experiencing emotional abuse and neglect. 
 
Northern Area Health Board staff, in the course of their work, receive referrals raising concern about child 
abuse on an on-going basis. The following tables indicate the amount of individual referrals received in 
2001 and the outcomes of these referrals. 
 

Table 8.1 Child Abuse Cases referred to the Northern Area Health Board in 2001* 
Category of Abuse Number of Cases Percentage of Total Child  

Abuse Cases Referred 
Sexual 167 44 

Physical 100 26. 
Neglect 95 25 

Emotional 18 5 
Total 380 100 

*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
 
Table 8.1 shows that 167 sexual abuse cases (44%) were referred to the Northern Area Health Board in 
2001. Physical abuse referrals numbered 100 cases (26%), while there were 95 referrals of child neglect 
(25%). There were 18 referrals (5%) for emotional abuse of children in 2001. 
 
Table 8.2 Confirmation Rates for Child Abuse Cases Referred to Northern Area Health Board in 

2001* 
Category of Abuse Number of  

Confirmed Cases 
Total of Referrals  

in Category 
Percentage 

of Category of Child  
Abuse Cases  

Referred in NAHB 
Neglect 60 95 63 
Sexual 29 167 17 

Physical 27 100 27 
Emotional 5 18 27 

Total Confirmed Cases** 121 380 32 
*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
**Some referrals involve more than one category of child abuse. 
 
Table 8.2 shows that almost a third (32%) of child abuse referrals were confirmed in the NAHB in 2001. 
The highest number of confirmed referrals for child abuse was in the area of neglect with 60 cases (63%). 
This was followed by confirmed sexual abuse, with 29 cases (27%) in this category. There were 27 
confirmed cases (27%) of physical abuse and five cases of emotional neglect of children, (27%).  
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Table 8.3 Confirmed Non-abuse / Unfounded Abuse Rates for Referred Cases of Child Abuse to 
Northern Area Health Board in 2001* 

Category of Abuse Number of  
Referred Cases 

Number of  
Confirmed  
Non-abuse /  

Unfounded Cases 

Percentage of  
Total Cases 

Referred 

Sexual 167 3 1.7 
Physical 100 3 3 
Neglect 95 0 0 

Emotional 18 0 0 
Total 380 6 100 

*Source: Department of Health and Children Dataset Returns for 2001 
 
Table 8.3 shows that there was a low rate of confirmed non-abuse / unfounded abuse cases in the 

Northern Area Health Board in 2001, with three cases in the categories of sexual and physical abuse 
(1.7%). There were no cases of non-confirmed / unfounded abuse in the categories of neglect or emotional 
abuse.  Cases are described as not confirmed or unfounded where, following assessment, it is considered 
that abuse did not occur. 
 

Table 8.4 Outcomes of Child Abuse Cases Referred to the Northern Area Health Board in 2001 for 
Community Care Area 6* 

Category  
of  

Abuse 

Number 
of  

Cases 

Confirmed 
Abuse 

Confirmed  
non-abuse / 
Unfounded  

Abuse 

Inconclusive  
Outcome 

Assessment  
On-going 

Sexual 43 7 0 5 31 
Physical 25 15 0 5 5 
Neglect 24 17 0 2 5 

Emotional 4 4 0 0 0 
Total 96 43 0 12 41 

*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded 
to nearest decimal point where possible. 
 
Table 8.4 shows that Community Care Area 6 had 43 cases (26%) of sexual abuse referrals in 2001, with 
physical abuse referrals registering at 25 cases (25%). The physical abuse referrals were almost equalled 
by the number of referrals for child neglect, with 24 referrals in this category, (26%). The lowest number 
of referrals was in the area of emotional abuse, with four referrals in this type of child abuse, (23%).  
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Table 8.5 Outcomes of Child Abuse Cases Referred to the Northern Area Health Board in 2001 for 
Community Care Area 7* 

Category of  
Abuse 

Number of 
Cases 

Confirmed 
Abuse 

Confirmed 
non-abuse / 
Unfounded  

Abuse 

Inconclusive 
Outcome 

Assessment  
On-going 

Sexual 55 8 2 6 39 
Neglect 42 26 0 0 16 
Physical 36 5 3 2 26 

Emotional 4 0 0 0 4 
Total 137 39 5 8 85 

*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded to 
nearest decimal point where possible. 
**Some referrals involve more than one category of child abuse. 
 
Table 8.5 shows that Community Care Area 7 had 55 referrals of sexual abuse cases in 2001, followed by 
42 referrals of child neglect. There were 36 referrals of physical abuse cases, with four referrals of 
emotional neglect of children. 
 
Table 8.6 Outcomes of Child Abuse Cases Referred to the Northern Area Health Board in 2001 for 

Community Care Area 8* 
Category of 

 Abuse 
Number of  

Cases 
Confirmed 

Abuse 
Confirmed  
non-abuse / 

Unfounded abuse

Inconclusive  
Outcome 

Assessment  
On-going 

Sexual 69 14 1 13 41 

Physical 39 7 0 9 23 
Neglect 29 17 0 2 10 

Emotional 10 1 0 4 5 
Total 147 39 1 28 79 

*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
**Some referrals involve more than one category of child abuse 
 
Table 8.6 shows that Community Care Area 8 had 69 referrals of sexual abuse cases in 2001, with 39 nine 
cases of physical abuse. There were 29 cases of referral of child neglect and ten referrals of emotional 
abuse of children in this area. 
 
Supervision Orders 
 
Receiving a child into care is a last resort for health boards whose ethos is to support children to remain in 
their own families where possible. Supervision Orders are another provision under the Child Care Act 
1991, to facilitate children remaining at home, with support, where concerns are raised about that child 
being abused, ill-treated or neglected. They authorise a health board to visit a child in his or her own home 
as often as is deemed necessary to satisfy itself as to the welfare of that child, and to give parents any 
necessary advice as to the care of the child. Supervision orders can remain in force for up to twelve 
months, when they can be renewed if the child’s welfare demands so.  
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Table 8.7 Numbers of Children who were the Subjects of Supervision Orders in Northern Area 
Health Board by Community Care Area in 2001 

 
Community Care  

Area 
New Supervision 
Orders made in  

2001 

Numbers of  
Supervision  

Orders at end  
of 2001 

Percentage of Total  
Supervision  

Orders in NAHB at end  
of 2001 

CCA 8 9 11 52 
CCA 7 5 5 24 
CCA 6 2 5 24 
Total 16 21 100 

 * Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded to 
nearest decimal point where possible. 
 
Table 8.7 shows that Community Care Area 8 had the highest number of Supervision Orders in the 
Northern Area Health Board in 2001, with 11 children (52%) being the subject of this intervention. 
Community Care Areas 6 and 7 each had five children (24%) under Supervision Orders.  
 
 
 
The Role of the Public Health Nurse in Child Protection Services 
 
In addition to having a close and unique involvement in Family Support Services, the PHN has a part to 
play in the prevention of child abuse through:  
 Developmental screening of children 
 Early identification of child neglect and abuse through working with families over extended time 

periods and through making referrals to appropriate services 
 Continuous needs assessment, involving identification of communication difficulties, behavioural 

difficulties, and child protection concerns  
 On-going focused intervention in families where children have been deemed to be at risk, working 

in partnership with families 
 Working with vulnerable families within a multi-disciplinary team 

 
Future Child Protection Service Goals 
 
 Further initiatives for staff recruitment and retention.  
 Support of staff who experience violence from some clients.  
 More facilities to interview clients on site. 
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 Development of consistent information and communication systems within the three Area 
Health Boards to facilitate clarity on policy issues for staff on a range of different service 
resources. 

 
 
 
 
 



 
Achievements in Child Protection in 2001 in Northern Area Health Board 
 
 Delivery of Children First Foundation Level Training to relevant child protection staff, as well 

as completion of joint Garda/ Social worker training on guidelines.  
 Restructuring of Child Protection Service in CCA 7 to incorporate an intake team and a long- 

term team. 
 Plan for formal division of CCA 7 to encompass an inner city team and a team for Greater 

Ballymun Area. 
 
 
 
 
 
 
 
Inadequacies Identified in Achieving Child Protection Goals in 2001 
  
 Difficulties in staff recruitment, shortages and retention. Staff recruitment problems were 

particularly evident in setting up new services such as the Children First service and in creating 
longer waiting lists for service provision to families at risk.  

.  
 Lack of suitable accommodation for some services. 

 
 
 
 
 
 Actions 
• Further recruitment initiatives for staff in key areas 
• On going training opportunities for staff 
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• Continued rollout of Children First 



Chapter 9             
 
Alternative Care 
 

Services included in alternative care are short term and long term foster care, relative foster 
care, short and long term residential care, and specialist residential care. 

 
The mission statement of the Regional Child Care Framework is to “ensure that children receive 
safe and nurturing care by supporting families and, where necessary, proving them with alternative 
care”. 

 
As part of the duty to promote the welfare of children in its area under the Child Care Act 1991, a health 
board is charged with the responsibility to take children into its care when such children require care 
and protection, or when they are unlikely to receive it in their home environment. Children can be 
received into care on a voluntary basis in co-operation with their parents, or through court orders. It is 
common for children to come into care at a stage when they are most likely to be highly dependent and 
vulnerable. Information about the ages and genders of children admitted to care in any year provides 
vital knowledge about where recruitment efforts should be concentrated in seeking new foster care 
placements. It also facilitates planning for care requirements in residential care.  
 
. The following tables indicate the numbers of children taken into care in the NAHB in 2001. 
 

Table 9.1 Total Number of Children in Care in the Northern Area Health Board by Age and 
Gender* 

 
Ages of  

Children in   
Care 

Number of  
Male 

Children in  
Care 

Number of  
Female 

Children in  
Care 

Total 
Number of  

Children in Care 

Percentage of Total 
Number of  

Children in Care  
in NAHB 

> 1 year 4 9 13 2 
1-2 years 30 30 60 8 
3-5 years 53 57 110 15 
6-12 years 174 132 306 43 
13-14 years 50 44 94 13 
15-16 years 46 40 86 12 
17-18 years 29 19 48 7 

Total 386 331 717 100 
*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded to 
nearest decimal point where possible. 
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Table 9.1 shows that in 2001 there were 306 children in care (43%) in the age group six to twelve years. 
There were 110 children (15%) in care aged between three and five years. Ninety-four children (13%) 
aged between thirteen and fourteen years were in care. Eighty-six children aged between 15 to 16 years 
(12%) were in care. There were 60 children aged between one and two years (8%) in care in 2001. Forty-
eight children aged between 17 to 18 years (7%) were in care, while the lowest number of children were 
under one year, of whom there were 13 (2%).  More males (386) than females (331) were in care during 
2001. 



 
Social workers aim to work in close co-operation with families at risk. A benefit that ensues from 
achieving this close working partnership is that if children end up coming into care, it is more likely that 
reception into care will be under a voluntary arrangement, which more easily facilitates work with the 
family afterwards. This can enhance the possibility of the child returning home.  
The following table illustrates the balance achieved by social workers in the numbers of children 
admitted to care through the courts and by voluntary agreement.  
 

Table 9.2. Total Number of Children in Care in Northern Area Board in 2001 by Reason for 
Admission*  

Principal Reason for  
Admission to Care 

Numbers in Care
under Care Order

Numbers in  
Voluntary Care 

Total 
of Children 

in Care 

Percentage of 
Total  

Children in  
Care in NAHB

Parents unable to cope /  
Parental Illness 

90 198 288 40.16 

Neglect of Child 127 123 250 34.86 
Other Family Crisis /  

Child Awaiting Adoption 
20 34 54 7.53 

Physical Abuse of Child 26 22 48 6.69 
Child Abandoned  

or Rejected 
16 18 34 4.74 

Child with Emotional 
Behavioural Problems 

2 19 21 2.92 

Sexual Abuse of Child 12 4 16 2.23 
Emotional Abuse of Child 4 2 6 0.83 

Parents abusing drugs 
 / Alcohol 

0 0 0 0 

Domestic Violence 0 0 0 0 
Pregnancy 

 
0 0 0 0 

Child Abusing Drugs 0 0 0 0 
Asylum Seekers /  

Unaccompanied Minors 
0 0 0 0 

Total 297 420 717 100 
*Source: Department of Health and Children Dataset Returns for 2001.  
 
Table 9.2. demonstrates the numbers of children in care in the Northern Area Board in 2001 and gives 
the principal reason for their admission. The largest number of children in care, 288 (40.16%) were 
admitted due to parental inability to cope / illness. The next largest group of children in care, 250, 
(34.86%) were in alternative care due to child neglect. “Other family crisis” accounted for 54 children 
(7.53%) being in care. Physical abuse accounted for 48 children (6.68%) of children in care. Thirty-four 
children (4.74%) were in care due to abandonment or rejection by their parents. Sexual abuse was 
recorded as the reason for 16 children (2.23%) being in care. 
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Table 9.3 New Admissions to Care in 2001 in the Northern Area Health Board* 
Community Care Area Number of New  

Admissions 
Percentage of All New 
Admissions in NAHB 

CCA  6 88 49 
CCA 7 46 25 
CCA 8 47 26 

Total for NAHB 181 100 
*Source: Department of Health and Children Interim Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
 

 76

Table 9.3 demonstrates that the NAHB had 181 new admissions to alternative care in 2001. Community 
Care Area 6 had the highest number of new admissions to care in the NAHB in 2001, with 88 (49%) 
children coming into care. Community Care Area 7 had 46 new admissions to care (25%), and 
Community Care Area 8 had 47 new admissions (26%). 



Table 9.4  Total Number of Children in Care in CCA 6 in 2001 by Age and Gender* 
Ages  

of Children 
Number  
of Males 

Number  
of Females 

 

Total Number  
of Children 

Percentage of Total 
Number 

of Children  
in Care in CCA 6 

> 1 year 2 5 7 3 
1-2 years 16 12 28 11 
3-5 years 21 27 48 18 
6-12 years 63 43 106 41 
13-14 years 10 10 20 8 
15-16 years 20 12 32 12 
17-18 years 11 8 19 7 

Total 143 117 260 100 
*Source: Department of Health and Children Interim Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
 

 
Table 9.5Total Number of Children in Care in CCA 7 in 2001 by Age and Gender* 

Ages 
of Children 

Number  
of Males 

Number  
of Females 

Total 
Number  

of Children 

Percentage of Total 
Number 

of Children  
in Care in CCA 7 

> 1 year 2 2 4 1 
1-2 years 8 12 20 7 
3-5 years 21 22 43 16 
6-12 years 73 56 129 47 
13-14 years 23 18 41 15  
15-16 years 10 11 21 8  
17-18 years 11 6 17 6 

Total 148 127 275 100 
*Source: Department of Health and Children Interim Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
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Table 9.6 Total Number of Children in Care in CCA 8 in 2001 by Age and Gender* 
Ages 

of Children 
Number  
of Males 

Number  
of Females 

Total 
Number  

of Children 

Percentage of Total 
Number of 

Children in Care in 
CCA 8 

> 1 year  2 2 1 
1-2 years 6 6 12 7 
3-5 years 11 8 19 10 
6-12 years 38 33 71 39 
13-14 years 17 16 33 18 
15-16 years 16 17 33 18 
17-18 years 7 5 12 7 

Total 95 87 182 100 
*Source: Department of Health and Children Interim Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
 
 
Family Composition of Children in Care 
 
Health Board services provided to children in need in 2001 were delivered in a context of significant 
economic and social changes in Ireland for many of our client group. Changing trends in family 
composition are a marked feature of social development and evolution, which carry implications for 
supports required and for service delivery. These trends are particularly evident in the reduced numbers 
of children who come into care from traditional / married families compared to those from other family 
types.  
 

Table 9.7 Family Composition of Children in Care at time of admission in Northern Area Health 
Board in 2001* 

Family Composition  
of Children in Care 

Numbers of Children  
in  

Care 

Percentage of Total  
Children in Care in 2001  

Lone Parents 309 43 
Cohabiting Couples 118 16 

Other /  
Multigenerational Families 

105 15 

Married Couples 99 14 
Married - Living Apart 69 10 

Widows / Widowers 17 2 
Divorced 0 0 

Total 717 100 
* Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded 
to nearest decimal point where possible. 
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Length of Time in Care 
 
Once a child is admitted to care and is in place of safety, the focus shifts to attempting to return the child 
to his or her parents as soon as is practicable. It is commonly recognised that the longer a child remains 
in care, the less likely it is that he or she will be able to return home. For this reason contact with birth 
families is encouraged unless there are significant reasons to reduce or curtail such contact. Work 
continues with the birth family after the child has been admitted to care, to assist them to resume full 
responsibility for their children. The length of time a child spends in the care system can be an indication 
of the severity of problems in the birth family and of adjustments required to facilitate a child’s safe 
return home. 

Table 9.8 Length of Stay of Children in Care in 2001 in Northern Area Health Board by 
Community Care Area* 

 
Children’s  
Length of  

Stay in Care 

CCA 6 CCA 7 CCA 8 Total  
Number  

of Children 
Up to One Year 75 32 30 137 

One to Five  Years 122 168 95 385 
Over Five Years 63 75 57 195 

Total 260 275 182 717 
*Source: Department of Health and Children Dataset Returns for 2001. 
 
 
 
 
Location of Children in Care in 2001 
 
The Child Care Act 1991 requires that when a child is in the care of a health board, the health board shall 
provide such care for him such as it considers to be in his best interests.  The options available to a health 
board include:  
 Placement with relatives.  
 Placement in a foster home.  
 Placement in residential care. 
 Facilitating their adoption, where appropriate.  

 
Foster Care 
 
The majority of children in care are placed in foster care as it is generally considered to be the best option 
to care for children in need within a family setting. It is recognised that there are particular circumstances 
when residential care may be the best option for a child coming into care, even in the short-term. 
 
Both foster care and residential care aim to offer the category of care most appropriate to the child’s 
particular needs. The categories of foster care to be considered, depending on the child’s circumstances 
and availability of placement options include: 
 Emergency short-term care 
 Short-term care 
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 Long-term foster care 



 Holiday and weekend care 
 Respite care 
 Carer’s Scheme  
 Shared Rearing Scheme 
 Placement with relatives, in emergency, short-term and long-term fostering. 
 Supported Lodgings 
 Special Care arrangements 

 
The following table gives the breakdown of location and category of children in care in the Northern 
Area Health Board in 2001 and demonstrates that most children were looked after in foster care. 
 
Table 9.9 Category of Alternative Care Location for Children in the Northern Area Health Board 

in 2001* 
Category of  

Alternative Care 
Numbers of Children  
in Alternative Care 

Percentage of Total Children  
in Care in 2001 

Foster care – general 330 46.02 
Foster care with relatives 181 25.24 

Residential- general 125 17.43 
Other- Supported lodgings /  

Bed and Breakfast 
58 8.08 

Residential- Special  
Residential Centre 

12 1.67 

At Home under Care Order** 10 1.39 
Pre-adoptive foster care 1 0.13. 
Specialised foster care 0 0.00 

Total 717 100 
*Source: Department of Health and Children Dataset Returns for 2001. 

 
**This is a separate group to those on Supervision Orders, who are not actually in care. Usually, children 
who are at home on care orders are at home on trial as part of their care plan. There was only one child in 
a pre-adoptive foster home, indicating the continuing fall off in domestic adoption in the Board.  
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Table 9.10 Category of Alternative Care for Children Newly Admitted to Care in the 
 Northern Area Health Board in 2001* 

 
Category of Care Numbers of Children % of Total New 

Admissions in 2001 
Foster care – general 78 43 

Foster care with relatives 54 30 
Residential- general 27 15 

Other- Supported lodgings / 
Bed and Breakfast 

15 8 

Residential- Special 
Residential Centre 

5 3 

At Home under Care Order 0 0 
Pre-adoptive foster care 2 1 
Specialised foster care 0 0 

Total 181 100 
* Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded 
to nearest decimal point where possible. 

 
 

Residential Care 
Although family care is the preferred option for the majority of children, residential care provides an 
essential service to a minority of children with particular needs that would not be best met in a family 
setting.  For example, some children are unable to cope with the intimacy of family living and require 
more individual attention.  Also, residential care is used as a means of keeping sibling groups together.  
 
According to the Guide to Good Practice in Children’s Residential Centre, (1996),  
“Residential care offers an integral part of the continuum of child care and family support services being 
developed under the Child Care Act, 1991. It offers a variety of approaches aimed at meeting the needs 
of individual children and their families. These include: 
 Emergency care 
 Assessment 
 Short-term and respite care 
 Support to families or foster families in difficulty 
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 Hostels” 
 
 
 
 
 
 
 
 
 
 
 
 



The following tables provide information on the children’s residential centres located in the Northern 
Area Health Board. 

 
Table 9.11 Children’s Residential Centres Located in Community Care Area 6 in 2001 

Unit Name Type of  
Care Provided 

Age Range  
of Children 

Gender of 
 Children 

Numbers  
of Children 

Oakview,  
Leas Cross 

short-term 14-18 years Male 6 

Glenview Preparation  
for -long term 

8-11 years Mixed 3 

Benevin Road High risk /  
Intensive support

15-18 years Female 2 

Blaithin Short /  
medium term 

6-14 years 
 

Mixed 7 

24, Montpelier  
Park 

Medium/  
long term 

8-13 Siblings 2 

25, Montpelier  
Park 

Short -term 3-8 Siblings 5 

8, Castlefield  
Fields 

Long-term 6-16 Siblings 3 

Total                                                                                              29 
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Table 9.13 Children’s Residential Centres Located in Community Care Area 7 in 2001 
Unit Name Type of Care Age Range Gender Numbers 
Lisdeel Short-term 5-12 Mixed 6 
Royal Oak  Short  

/  
medium term 

8-16 years Mixed 6 

Sherrard House Long-term 12-18 years Female 14 
Don Bosco,  
Clontarf Road 

Medium  
/  

Long-term 

10-14 years Male 7 

Don Bosco, 
Lr. Drumcondra 
 Road 

Long-term  
/ 

At risk 

14-18 Male 7 

Ballymun  
Residential  
Project 

Long-term 
/ 

At risk 

12-18 Female 6 

Belvedere Social 
 Services 

Short-medium 
/ 

Semi-independent

16-18 Male 6 

Balcurris Boys  
Home 

Long-term 14-18 Male 6 

An Grianan Long-term 11-18 Female 6 
Belclare Long-term 6-18 Siblings 4 
Seaverge Special  

arrangement 
18 Female 1 

House 100 Special  
arrangement 

12 Female 1 

Avondale Lodge Family  
unit 

Up to 13 years Siblings 4 

Orchard View Short-term  
emergency 

3-18 Mixed 7 

Iolar House Long -term 5-18 Mixed 6 
Gracepark  
Meadows 

Long-term 9-18 Male 6 

Amiens Street Long-term 6-18 Male 7 
Salvation Army Emergency 12-18 Mixed 6 
Park View House Emergency 16-18 Mixed 8 
Cuan Solas Long-term 6-18 Mixed 6 
Tabor House 
 

Medium 
/ 

Long-term 

12-18 Male 5 

Crosscare Short-term 12-18 Male 11 
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Table 9.13 Children’s Residential Centres Located in Community Care Area 8 in 2001 
Unit Name Type of Care Age Range Gender Numbers 
Brookwood Long-term 8-18  Mixed 3 
Carrigbeg Long-term 8-18 Mixed 4 
Pineridge Long-term 8-18 Mixed 3 

 
Location of Children in Care Outside the Northern Area Health Board 
 
A number of children who originate from the Northern Area Health Board were accommodated outside 
its area in 2001. This situation is not a first preference for the Board as it conflicts with the policy of 
keeping children in care as close as possible to their own locality and to their birth families. The need to 
accommodate children outside the area arises most commonly due to lack of suitable local placement 
options, shortage of foster carers locally, or in some instances when a child is cared for by relatives who 
reside outside the Northern Area Health Board. The following table demonstrates the location and 
numbers of children for whom there were outside arrangements in 2001.  
 

Table 9.14 Location of Children in Care Placed Outside the Northern Area Board in 2001* 
Reason ECAHB 

/ 
SWAHB 

Midland 
Health 
Board 

North Eastern
Health Board

South Eastern
Health Board

Southern 
Health  
Board 

Northern 
Ireland 

Total 

Other** 66 4 24 5 1  100 
Relative 

Placement 
15 4     19 

Specialised 
Needs 

5   1  1 7 

Total 86 8 24 6 1 1 126 
* Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded 
to nearest decimal point where possible 
** This refers in the main to children placed in residential and foster care by the former Eastern Health 
Board 
 

 
Lisdeel House and Lisdeel Family Placement Initiative 

 
The Family Placement Initiative is a pilot project, representing a partnership between the Daughters of 
Charity and the Northern Area Health Board. The Daughters of Charity manage this unique service on 
behalf of our Board. It combines residential and foster care. It is located in Community Care Area 7 of the 
Northern Area Health Board in Santry, Dublin. Lisdeel House is a small short-term residential unit for 
children. In 2001 there were 14 referrals to Lisdeel House which culminated in five admissions. All the 
children referred had been in short-term foster placements which were on the point of disruption.  
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The service operates in co-operation with Lisdeel House residential centre. It was established in 1999 
following a review of Lisdeel House as a short-term assessment centre for children in care. An in-house 
fostering service was commenced, using a partnership approach. This combined residential and foster care 
to provide a continuum of care for children requiring alternative placement. All children referred to 
Lisdeel Family Placement Initiative are in the care of the Northern Area Health Board and reside in the 
local Community Care Area. The main criterion for selection is the capacity to benefit from the service. 



The children, who are all residents of Lisdeel House, are prepared for fostering by the residential child 
care team. There is a strong emphasis on working with the child’s family from the earliest stages, with 
consultation and involvement at the pre-placement stage. Contact with the birth family is encouraged post 
placement.  
 
Recruitment of foster carers for the Lisdeel Family Placement Initiative is carried out by the service. 
Three local campaigns were held in 2001, bringing the number of applications to the service to 56 since 
service inception.  
 
Pre-placement training offered to prospective carers is based on the “Fostering - a New Horizon” course 
introduced by the Irish Foster Care Association, which has been adapted to suit particular needs in 
Lisdeel. A Lisdeel social worker and an experienced foster carer deliver the course. A further specialised 
course which addresses sexual abuse and sexualised behaviour, is currently being devised in conjunction 
with St. Claire’s Sexual Abuse Unit, Temple Street Hospital. The service aims to provide pre and post 
placement support to foster carer’s own children, recognising their key role in fostering outcomes. 
 
At the end of 2001 five children had been placed with new foster carers, with plans in place for three other 
children. A total of five families were approved, of whom three were given long-term approval, with two 
given approval for respite and back up service. There were another twelve fostering assessments 
underway at the end of the year.  
 
Crannog Nua 
An obvious gap in service provision in recent years has been the absence high support services for a small 
group of children who present with particular needs that could not be met in mainstream residential care. 
This situation has been addressed by the development of Crannog Nua. Crannog Nua is a new purpose 
built high support unit which is currently under construction in Portrane. Upon completion it will provide 
a highly specialised residential programme for children over the age of 12 years who have serious 
emotional and / or behavioural problems. The Northern Area Health Board, on behalf of the three Area 
Health Boards, will manage the service. The campus will consist of three eight -bed units, recreational and 
sports facilities in addition to a school. 
 
Shared Rearing Service 
Shared Rearing is a specialist service, managed by the voluntary organisation Travellers Family Care, 
whereby traveller families foster traveller children. Research in Ireland shows that Traveller children are 
especially vulnerable to coming into care and that their parents have lower education and employment 
levels than other parents of children in care, (Buckley 2002). Young people with a Traveller background 
make up nine percent of health board’s care population and 12% of the special school population, while 
Travellers in general make up 0.4% of the population nationally, (Kelleher, Kelleher and Corbett, 2000). 
Furthermore, this ethnically identifiable group tends to have less contact with their children once they are 
in care and receive less support from kin or neighbours. These factors emphasise the responsibility placed 
on health boards to preserve the identity and culture of Traveller children in care.  
 
There were 20 children in 14 Shared Rearing families in the Eastern Region in 2001. Four of the children 
were from the Northern Area Health Board. There were five new enquiries from prospective Shared 
Rearing families and three new families were approved.  
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Service Achievements for Shared Rearing in 2001 
 

 Pre-placement training for Traveller families based on a combination of the Parenting Plus Model 
and the New Horizon Programme. Modification was required due to lack of literacy skills for 
some participants. 

 Information meeting for Shared Rearing families provided by The Irish Foster Care Association.  
 Post-placement support to families in the service. 
 The service continues to be perceived by the Travelling Community as their specific service with 

an understanding of Traveller issues. 
 

Actions 
 
 Expansion and development of Shared Rearing Service, including recruitment of extra staff  
 Provision of specific training for professionals working with Travellers.  
 Assessments and training in Shared rearing service to be devised to reflect client groups’ distinct 

cultural and ethnic issues.   
 Development of information system within Area Health Boards to allow for identification of 

children of ethnic minorities at Community Care level, thereby facilitating service planning and 
policy implementation. 

 
 

Resources in foster care 
 

Under the Child Care (Placement of Children in Foster Care) Regulations 1995, health boards are 
required to “establish and maintain one or more panels who are willing to act as foster parents”. As an 
ongoing part of their work, fostering teams in the Northern Area Health Board are charged with 
responsibility for recruitment, assessment, training and support of foster carers. Efforts to attract and 
recruit new carers are considered to be effected by major changes to social and economic life in Ireland.. 
Nevertheless, recruitment of new carers continues at area level with varying degrees of success.  

 
Table 9.15 New Fostering Applications Received by Child Care Services in 2001 by 

Community Care Area* 
Community 
Care Area 

General Applications 
to Foster 

Relative 
Applications 

To Foster 

Total Number 
of Applications 

To Foster 

% of Total 
Applications 
Received in 

NAHB 
CCA 6 20 34 54 43 
CCA 7 15 26 41 33 
CCA 8 14 15 29 23 
Total 49 75 124 100 

* Source: Fostering Administration Service, Child Care Services, Park House. Percentage figures are 
rounded to nearest decimal point where possible. 

 
Shortages of staff were a major factor in delays in processing fostering applications in 2001, as is 
highlighted by the following table: 
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      Table 9.17 Fostering Application Waiting Lists at end of 2001 by Community Care 
Area* 

Community Care 
 Area 

General  
Applications 

Relative  
Applications 

Total Percentage of  
Total Applications 
Received in NAHB 

CCA 6 15 27 42 42 
CCA 7 14 23 37 37 
CCA 8 10 11 21 21 
Total 39 61 100 100 

*Source: Fostering Administration Service, Child Care Services. 
 
In 2001 all newly processed fostering applications were brought to the Regional Placement Committee. 
The Placement Committee has responsibility to:  
 

 Recommend or refuse approval of applications for adoption and foster care 
 Register all children ready for long-term placement  
 Approve placement of children with alternative carers 

 
In 2001 there were fourteen children registered as ready for long-term placement. This number does not 
reflect the true number of children in need of long-term alternative care. There is a requirement that a full 
assessment of the child’s’ circumstances (Form E) be completed before they can be accepted on the 
register. This information is vital to enable suitable matching of children to new carers, to inform foster 
carers of the child’s history and needs and to provide a record for the future of the circumstances that 
necessitated reception into care. Due to staff shortages at area team level, and the volume of child 
protection work, delays were experienced in undertaking this work during 2001. These acute staff 
shortages sometimes saw the deployment of fostering workers to support essential work in child 
protection through their involvement in crisis duty work. This requirement reduced time available to 
fostering workers to collect and submit outstanding documentation required to complete processing 
fostering applications. There were forty-eight fostering applications with outstanding documentation at the 
end of 2001.  
 
Notwithstanding the difficulties arising from staff shortages, the following table demonstrates the number 
of new families approved for alternative family placement in 2001. 
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Table 9.17 Number of Fostering Applications Approved in Northern Area Health Board 
in 2001* 

 
Fostering Category  

Approved 
Number of Fostering 

Applications Approved 
Percentage of Total Fostering 

Applications Approved in 2001 
Long-term 15 50 
Short-term 10 33 

Short and long-term 1 3 
Relative  4 14 

Total 30 100 
* Source: Placement Committee Report 2001. Percentage figures are rounded to nearest decimal point 
where possible. 
  
 
Decentralisation of Placement Committee 

 
2001 saw agreement on the devolution of responsibility to each Area Health Board to provide it’s own 
Placement Committee to deal with all local approval and placement issues in fostering and adoption. 
This decision is in keeping with the policy of decentralisation of services to local level and should 
facilitate the Northern Area Placement Committee to provide a more streamlined and efficient service.  
 
Foster Care Research and Evaluation 
 
The Report of the Working Group on Foster Care 2001 draws attention to the scarcity of research on the 
fostering services in Ireland. It recommends that: 
 
“The Department of Health and Children, in consultation with the health boards, should encourage 
independent research on the operation of the Irish foster care service”.  
 
Furthermore, Objective 5 of the Regional Child Care framework promotes a learning environment which 
highlights current research findings and facilitates exchange of learning. 
  
2001 saw the beginning of an initiative on foster care research undertaken by the Northern Area Board 
on behalf of the three Area Health Boards in the region. Counting on Foster Care is a three-part study 
which looks at aspects of foster care in the South Western Area Board (SWAHB), the Northern Area 
Board (NAHB) and the East Coast Area Board (ECAHB).  
Counting on Foster Care: Volume 1: A Census of Alternative Family Placement Providers, aims to 
facilitate future planning of foster care services, based on concrete information on the pool of alternative 
family placement resources as recorded on 14th February 2001. 
Counting on Foster Care: Volume 2: Becoming a Foster Carer, looks at selected characteristics of a 
sample of 125 foster carers approved to foster between 1995 and 2000. It examines the carers’ social 
circumstances, motives and approval details. The purpose of this section of the study is to provide 
concrete information on those who are likely to be interested in and approved for fostering, thereby 
assisting in the recruitment of new foster carers for the three Area Boards. 
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Counting on Foster Care: Volume 3: A Lifeline for Children in Care explores the foster carers’ 
experiences, from their first contact through to placement, and how fostering impacts on their family life. 



It seeks to reflect the perspective of those who are providing alternative care to children who live apart 
from their own families.  
 
This study, which is being supervised by the Children’s Research Centre, Trinity College, Dublin, is due 
for completion in June 2002. It is hoped the research can assist future planning and delivery of foster care 
services, thereby improving quality of care provided to children in fostering, the single biggest sector of 
alternative care for children.  
 
The Irish Foster Care Association  

 
The Irish Foster Care Association is a registered charity working throughout Ireland to promote and 
improve the quality of foster care. Links with the Northern Area Health Board are well established and 
are manifested in the following ways: 

 
 The Association is represented on the Child Care Advisory Committee through it’s 

Chairperson. 
 Provision of pre-placement training for trainers and fostering applicants using the New Horizon 

model. 
 Training associations with the Marte Meo programme, with community child care workers and 

with the Lisdeel Family Placement Initiative. 
 Attendance at case conferences as requested by the Northern Area Health Board. 
 Consultation and support service to social workers on fostering teams. 
 Optional additional insurance cover to foster carers  

 
The Northern Area Health Board funds the Irish Foster Care Association. Additional funding was 
made available during 2001 to employ a social worker to facilitate the ongoing training of social 
workers. 
  
 
 

 Domestic Adoption 
 
Over recent years the incidence of domestic adoption has continued to decline in Ireland. Changes in 
social attitudes now provide unwed mothers with the choice to keep and rear their own children.. Single 
parents are supported in the decision to keep their children by their entitlement to receive the Lone 
Parents Allowance (formerly the Unmarried Parents Allowance). As a consequence, the rate of domestic 
adoption has dropped steadily over the years. The adoption application list for St. Louise Adoption 
Society, which is based in the Northern Area Health Board, remained closed in 2001. St. Louise 
Adoption Society provides an adoption service to the three area health boards in the Eastern Region. 
During this period, there was just one Adoption Order made in the Northern Area Health Board under the 
1952 Adoption Act.  
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.  The Adoption Act 1988 Act allows for the adoption of children where parents have “failed in their 
duty towards them and it is likely that such failure will continue until the child attains 18 years of age”. 
It is a requirement of the 1988 Adoption Act that the child has lived with the adoption applicants for not 
less than 12 months of the preceding year and that the best interests of the child are served through the 



adoption. The report of the Working Group on Foster Care (2001) advocates that adoption under the 
1988 Adoption Act may be in the long-term interests of many children who will be raised in foster care.  
 
Intercountry Adoption  
 
The Adoption Act 1991 requires a health board to carry out an assessment as to suitability and to prepare 
a report to be submitted to the Adoption Board for persons who wish to adopt children from abroad. This 
specialised intercountry adoption service is operated from the South Western Area Health Board for the 
three Area Boards. The service performed includes: 

 
 Assessment as to suitability to adopt from abroad 
 Education and preparation course to intercountry adoption applicants 
 Post-placement reports in accordance with the specific requirements of the countries from where 

the children are adopted 
 Renewals and extensions to assessments for applicants who fail to effect an adoption within two 

years of the granting of their original Declaration of suitability to adopt 
 Assessments for applicants who apply for an order to  adopt under the 1988 Act 
 Work with adopted and fostered persons who seek to trace their birth parents 

The intercountry adoption social workers aim to complete 15 assessments per year, for each full time 
social worker, as well as education / preparation courses for all applicants, and post placements 
reports for every child placed. At the end of 2001 there were 167 outstanding applications to be 
processed for the Northern Area Health Board. The average waiting time for applicants on the 
waiting list between submission of documentation and commencement of assessment stood at 22 / 23 
months.  
 
Achievements for the Intercountry Adoption Service for NAHB in 2001 included: 
 
 Completion of 41 adoption assessments 
 Completion of 16 Intercountry Adoption Education / Preparation Groups for applicants, which 

included some NAHB participants 

 90

 Approximately 47 Intercountry Adoption post placement reports 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Achievements in Alternative Services in 2001 
 
 Introduction of new payments system in fostering whereby submission of receipts for 

discretionary payments was eliminated, and replaced by a substantial increase of 
approximately 38% in the fostering allowance to carers. The Northern Area Health 
Board which carries responsibility for the administration of fostering payments to all 
foster carers in the Eastern Region, oversaw the implementation of this improvement. 
The change contributed to a more streamlined administration of Child Care Services, 
and removed the obligation on foster carers to submit receipts for regular expenses.  

 Introduction of Fostering -A New Horizon training in three Community Care Areas, as a 
new form of pre-placement training for foster carers 

 Designated social worker with responsibility for recruitment in Community Care Area 7. 
 Assessment training for social workers new to this work in Northern Area Health 

board 
 Inclusion of Marte Meo Method in pre-placement training for foster carers in 

Community Care Area 7 
 Continuance of support group for foster carers provided in Community Care Areas 7 and 

8 
 Training on sexual abuse issues in foster care provided to fostering team in 

Community Care Area 7 
 Increase in staff at administration level in fostering services in Community Care 

Area 7 
  Development of after care planning in line with the requirement to address aftercare 

needs two years prior to a child leaving care. 
 Commencement of fostering research study for three area boards, as well as an 

evaluation of Lisdeel Family Placement Initiative, under the auspices of the Children’s 
Research Centre, Trinity College, Dublin.  
 Designated access workers for children in care to facilitate continuity of contact 

with birth families. 
 Attendance at International Foster Care Organisation 2001 conference for two social 

workers from Community Care Area 8. 
 Training for two social workers in attachment work with children in care in Community 

Care Area 8. 
 The creation of Alternative Care Managers in each Community Care Area and a fourth 

post of Co-ordinator of Alternative Care to work with voluntary organisations providing 
residential care. 

 Ongoing resourcing and development of residential care services. 
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 Work continued on the commissioning of Crannog Nua, a High Support Residential 
Unit, including staff recruitment and the development of admission, discharge and care 
protocols. Specific induction training for new social work staff with responsibility for 
fostering. 
 
 
 
 
 



 
Inadequacies Identified in Alternative Care Service in 2001 
 
 Difficulties in staff recruitment, turnover and retention effected service delivery. This problem 

had an impact on recruitment, assessment, training and support to foster carers as well as on work 
with children in care. Staff shortages also impacted on assessment outputs for the Intercountry 
Adoption service. 

 
 Difficulties in collecting outstanding documentation for fostering assessments and Form E 

resulting in delays in making new long-term placements. 
 
 
 
 Actions 
 Staff recruitment to facilitate improved service delivery to children in care, their birth families 

and foster carers. Sufficient staff recruitment would also improve output of Form E and Care Plans 
for children in care.  
 
 A review of the supported lodgings service 
 Development of assessment and training model to achieve appropriate placement options for 

  vulnerable adolescents. 
 Streamlining of responsibilities for fostering teams to ensure delivery of a dedicated service 
 as recommended in the Working Group Report on Foster Care (2001). 
 Review of policy and procedures in relation to relative fostering assessment, training and support. 
 Provision of pre-placement training to newly approved foster carers, using the IFCA Fostering - A 

New Horizon model, with adaptations where required. 
 Provision of post placement training to established foster carers.  
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 Ongoing monitoring the needs of children in residential 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Chapter 10   
 
Homeless Youth Services 
 
The Child Care Act 1991 requires that where a child in its area is homeless, a health board 
“shall enquire into the child’s circumstances, and if the board is satisfied that there is no 
accommodation available to him which he can reasonably occupy, then unless the child is 
received into care”, the board “shall take such steps as are reasonable to make available 
suitable accommodation for him”.  
 
The Northern Area Health Board manages the Crisis Intervention Service on behalf of the 
three Area Boards. However, Area Boards have responsibility for the children who use the 
service. The C.I.S .provides services to young people out of home within the Eastern 
Region. The service aims to respond to clients in as an immediate and comprehensive a 
manner as possible.  The primary objective is to reintegrate young homeless people back 
into their family and local community. Where this is not an option, the service aims to 
provide a suitable stable placement.  
 
 
Service Achievements in Homeless Youth Services in 2001 
 
 Organisational structures were established at regional level to improve the planning, 

development and co-ordination of youth homeless services. 
 Improved planning and monitoring of service development. This was achieved through 

regular meetings involving the Providers Forum, headed by the E.R.H.A. Director of 
Homelessness, with Senior Management personnel from the three area Boards, as well 
as representation from a wide range of voluntary agencies.  

 In accordance with recommendations of the Review of the Crisis Intervention Service 
2001, further structures have been established to ensure appropriate use of central and 
local service provision for young people out of home.  

 Improved integration of the Crisis Intervention Service and area based services. 
 2001 saw the publication of the Department of Health & Children’s “Youth Homeless 

Strategy”, which provides a policy and strategic framework for working with out of 
home young people.  It places particular emphasis on the need for preventative work and 
on the importance of a co-ordinated interagency approach.  

 The National Youth Homeless strategy document states that a two year strategic plan be 
drawn up by each Health Board. To meet this requirement the Eastern Region of Dublin, 
Wicklow and Kildare, will devise a regional strategy. The Northern Area Health Board 
will then develop a working group to oversee the implementation of that strategy. 
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The following tables demonstrate the number of children who were known to be homeless 
within the Northern Area Health Board in 2001.  
 
 
 
 
 



Table 10.1 Number of Homeless Children Known to NAHB in 2001 * 
Age of Homeless  

Children 
Number of  

Male  
Homeless 
Children 

Number of 
Female 

Homeless 
Children 

Total Number of 
Homeless Children 

Under 12 years 0 0 0 
12-14 years 1 0 1 
15-16 years 5 8 13 
17-18 years 7 1 8 

Total** 13 9 22 
*Source: Department of Health and Children Dataset Returns for 2001. 
** Homeless youth figures were not returned from Community Care Area 7 as a consequence of acute 
staff shortages during 2001. Therefore actual figures are higher than indicated in this table.  
 
Table 10.1 demonstrates the number of children who were known to the Northern Area Health Board to 
be homeless during 2001.There were no known children under 12 years who were homeless, while there 
was one child homeless aged between 12 - 14 years. There were 13 children who were known to be 
homeless in the age group 15 –16 years, and a further eight children in the age group 17-18 years. There 
were 13 males and nine females numbered in the homeless children. 

 
Table 10.2 Number of Homeless Children Known to NAHB in 2001 by Community Care Area* 

Community Care  
Area 

Number 
of  

Children 

Number of Homeless 
Children who had been 

in Care during 
 the Previous Year 

Percentage  
of Total Children Known 

to be Homeless in 2001 

CCA 6 13 6 59 
CCA 7** Data  

unavailable 
Data  

unavailable 
Data  

unavailable 
CCA 8 9 2 41 
Total 22 8 100 

*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are rounded to 
nearest decimal point where possible. 
** Homeless youth figures were not returned from Community Care Area 7 as a consequence of acute 
staff shortages during 2001. Therefore actual figures are higher than indicated in this table. 
 
Table 10.2 shows that Community Care Area 6 had the highest number of known homeless children with 
13 children (59%) in this category. Six of these children had been in the care of the Northern Area Health 
Board during the previous year. Community Care Area 8 were aware of having nine homeless children in 
their area in 2001, two of whom had been in their care the previous year. 
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Table 10.3 Reason for Homelessness in Northern Area Health Board in 2001* 
Reason for  

Homelessness 
Number  
of Males  

Number of  
Females 

Total 
Number  

of Homeless 
Children 

Percentage of Total  
Children  

Known to be  
Homeless 

Family Problems 6 4 10 45 
Parents Unable to  

Cope  
 / Parental Illness 

5 2 7 31 

Asylum Seekers  
 / Unaccompanied  

Minors 

1 2 3 14 

Child Abandoned  
/ Rejected 

1 0 1 5 

Young Person  
Abusing  

Drugs / Alcohol 

0 1 1  5 

Total 13 9 22 100 
*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
** These figures are gathered from Community Care Areas and are separate to data collected by the 
Crisis Intervention Service centrally. Homeless youth figures were not returned from Community 
Care Area 7 as a consequence of acute staff shortages during 2001. Therefore actual figures are 
higher than indicated in this table. 
 
Table 10.3 shows that ten children (45%) cited family problems as the primary reason for their 
homelessness in 2001 in the Northern Area Health Board. Seven children (31%) were homeless as a 
consequence of parental illness / inability to cope. Three asylum seekers / unaccompanied minors  (14%) 
were homeless children were homeless. One child who was abandoned / rejected and one who was 
abusing drugs / alcohol (5%) were recorded as being homeless in 2001.  

 
Crisis Intervention Service (CIS) 

 
The Crisis Intervention Service operates on a regional basis providing a range of emergency services for 
out of home young people aged 12 to 17 years.  The service comprises an Out of Hours social work 
service, a day social work team and three residential units. In addition services are also provided on behalf 
of the C.I.S. by Focus Ireland, Crosscare, the Salvation Army and Belvedre Social Services.The service 
works in tandem with a day project, which is run on a voluntary basis, a Reception Centre and a number 
of residential units. The main activities of the service are:  

 
 Assessment of need  
 Provision of emergency and short-term care  
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 Referral to support services. 
 

Regular service users are referred through the Reception Centre. New users are referred through local 
Garda stations. The Out of Hours social work service had 4,203 referrals in the year 2001, with 590 
individuals availing of the service on an average of seven occasions per individual. 



 
 
 

Table 10.4 Referrals to Out of Hours Service in 2001 by Age*  
Age Group Number of Service Users Percentage of Total Service Users 
12-17 years 455 77 

Under 12 years 115 20 
Over 18 years 20 3 

Total 590 100 
*Percentage figures are rounded to nearest decimal point where possible. 

 
Table 10.4 shows that 455 young people (77%) in the age group 12 to 17 years used the Out of Hours 
Service in 2001. One hundred and fifteen young people (20%) under 12 years used the service. There 
were 20 young people (3%) who were aged over 18 years.   

 
      Table 10.5 Out of Hours Service Users Aged between 12 and 17 years by Gender in 2001* 

Age Group Male 
Service 
Users  

Female 
Service 
Users 

Total Number 
of  

Service Users 

Percentage of Total 
Service Users 

12 years 9 13 22 5 
13 years 24 13 37 8 
14 years 38 37 75 16 
15 years 39 28 67 15 
16 years 66 53 119 26 
17 years 79 56 135 30 

Total 255 200 455 100 
*Percentage figures are rounded to nearest decimal point where possible. 

 
Table 10.5 shows that the most frequent users of the Out of Hours Service were 17 year olds (30%). 
One hundred and nineteen 16 year olds (26%) used the service, while 75 young people (16%) who used 
the service were aged 14 years. There were 67 service users who were 15 years old (15%). Thirty-seven 
users (8%) were aged 13 years and 22 young people (5%) were 12 years of age. Two hundred and fifty 
five males used the service in 2001 and a smaller number of females, with 200 availing of the Out of 
Hours Service. 

 
Table 10.6 Out of Hours 12 -17 Year Old Service Users in the Northern Area Health Board  

by Community Care Area* 
Community Care Area Number of   

Service Users  
Percentage of Total 

NAHB Service  
Users 

6 42 31 
7 59 43 
8 36 26 

Total 137 100 
*Percentage figures are rounded to nearest decimal point where possible. 
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Table 10.6 demonstrates that Community Care Area 6 had 42 service users (31%) aged between 12 –
17 years in 2001. There were 59 young people (43%) who availed of the service in Community Care 
Area 7, while 36 young people (26%) from Community Care Area 8 were service users in 2001. 

 
 
Achievements and Developments in CIS in 2001 
 
 Young people for whom homelessness is a new experience can become entrenched in the street 

scene within a short time span without access to appropriate services. During 2001 the C.I.S. made 
special efforts to provide new comers to the service with extended placements rather than 
providing a bed for one night. This facilitated the opportunity to plan for the provision of suitable 
longer-term placements as required, following assessment of their particular circumstances. The 
C.I.S. worked closely with a number of residential units in the voluntary sector in providing this 
service.   

 Establishment of City Lodge, a new emergency residential facility for homeless young people, 
based in the inner city 

 
 Service response to the issue of drug use amongst out of home youth was enhanced by the 

assignment of an Addiction Counsellor to the C.I.S.  This Counsellor’s role includes assessment of 
individuals and their drug use, counselling and staff support and training.   
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 Improved links were established between C.I.S. social work and childcare personnel, and staff 
working directly in drug services such as the Trinity Court young persons’ programme. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Inadequacies identified in CIS in 2001  
 

 Shortage of extra long-term placements for the more challenging adolescents to ensure improved 
availability of emergency and short-term facilities.  

 Lack of a range of placement options from residential care to specialist family placements at area 
level.  

 Need for tailored accommodation options for older adolescents with a long history of failed 
placements. Some of these clients are regular users of the Out of Hours Service. 

 Shortage of central facilities for adolescents over 17 years whose particular circumstances are not 
conducive to allowing them avail of the existing aftercare facilities. 

 
Addressing the needs of this vulnerable group through customised services relevant to their 
particular needs, is compatible with Objective 6 of the Regional Child care Framework, which 
aims to make services available on the basis of need regardless of location, ethnic or social 
origin or other status. 

 
 
      Actions 
• Increased range of options for young people, particularly in the area of family care 
• Special provision for young people with a history of unsuccessful placements 
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• Expansion of after care provision  
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Chapter 11     
 
Aftercare Services 
 
Section 45 of the Child Care Act 1991 provides that a health board may assist a child who leaves the care 
of the board “for as long as the board is satisfied as to his need for assistance”. In practice this assistance 
may be provided until the young person has reached 21 years of age, or later, if he /she is still in 
education. This assistance can take the form of visiting, arranging for completion of education, 
maintenance towards such education, placing in a trade, arranging accommodation and co-operating with 
local authorities in planning accommodation on leaving care.  
 
It is notable that the 1991 Act allows, but does not require health boards to give practical support to 
children leaving care. Providing support for children who have spent their lives in the care of the state, 
reflects the care tendered to children who venture into the world in more regular circumstances. Such 
young people are often helped by family members in establishing themselves away from home. The need 
for children who have been raised in care to receive assistance is more acute as they may have no family 
available to them to fall back on in times of stress. As health boards have in effect been in loco parentis 
for children reared in their care, it is the aim of the Northern Area Health Board to provide for children 
leaving the system in a way that is supportive and facilitates a reasonable transition to independent 
living.  
 
The National Standards for Children’s Residential Centres, issued by the Department of Health and 
Children in 2001 requires:  
 

“that young people leaving care are prepared for this major life step in ways that are appropriate to 
their age, understanding and maturity”.  

 
The National Standards advocate that each young person should have a key worker who has specific 
responsibility to support the young person leaving a residential centre. This plan should be put in place 
two years prior to the young person leaving care. The plan should outline specific supports available for 
living arrangements, finance, and supports available in times of crisis, illness or seasonable celebration.  
 
Since the introduction of these National Standards for Children’s Residential Centres, 2001, health 
boards are now required to have written policies on aftercare provision for young people up to a 
minimum age of 21 years.  Plans are made for young people leaving care on an individual basis. In line 
with promotion of the aftercare service, an allocation of ε0.152m was made during 2001 for the 
appointment of 10 staff in the Northern Area Health Board to help children and young people make the 
transition from care to independent living.  
 
The following table demonstrates the number of young people making the transition from care to 
aftercare who were actively assisted by the Northern Area Health Board in 2001. 

 
 
 



Table 11.1. Number of Individuals Aged over 18 Years in Aftercare by Type of Care in 2001* 
 

Type of Care Number  
of Males 

Number  
of Females 

Total of Young 
People in 

Aftercare in 
2001 in NAHB 

Percentage of  
Total Young 

People in  
Aftercare 

in 2001 
Residential care 11 10 21 41 

Foster care 2 15 17 31 
Supported Lodgings / 
Assisted Independent 

Accommodation 

3 7 10 20 

Relatives / Special 
Arrangements 

2 2 4 8 

Total 18 34 52 100 
*Source: Department of Health and Children Dataset Returns for 2001. Percentage figures are 
rounded to nearest decimal point where possible. 
 
Table 11.1 shows that 21 young people (41%) were in residential aftercare in the Northern Area Health 
Board in 2001. There were 17 young people (31%) availing of aftercare in foster homes. Ten young 
people (20%) were catered for through Supported Lodgings / assisted independent accommodation, 
while four (8%) were placed with relatives or in other special arrangements. There were 34 females and 
18 males availing of aftercare services in the Northern Area Health Board in 2001. 
 
Don Bosco Aftercare Services 
 
Don Bosco Aftercare Service is an example of the operation of this vital part of childcare and of the co-
operation between voluntary and statutory services. While service is provided to the three Area Health 
Boards, 65% of their client group came from the catchment area of the Northern Area Health Board in 
2001.  
 
Don Bosco provides a comprehensive leaving / aftercare service for young people which is comprised 
of:  

 A pre-leaving needs assessment carried out in conjunction with the young people and their carers 
 Seven semi-independent living units 
 Four independent living units which provide support 
 An outreach service to young people who have moved out of the service 
 Qualified care staff who are dedicated to working with young males in the age range 18-23 years 
 Employment of a holistic approach with service users to enhance general life opportunities,  

especially in relation to further education and training  
 

Don Bosco After Care Service Achievements for 2001 
 
 The introduction of a continuous service appraisal with the assistance of an external facilitator. 

There was particular focus on group dynamics between staff and service users.  
 Use of evaluation sheets with clients to inform practice with future service users.  
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 On-going emphasis on service users individual needs, experiences and developmental level. 



 Development of an ethos of on-going training and development for staff. 
 
Inadequacies Identified in Don Bosco Aftercare Service in 2001 
 

 Part-time management of service arising from dual responsibility to manage the pre-leaving unit in 
Don Bosco Aftercare Service in Blessington Street 

 Shortage of Community Care social workers for some service users, creating difficulty in devising 
full work plan for individual clients. Lack of social workers also impacts negatively on clients 
contact with family members. 

 Lack of affordable and appropriate accommodation presents a serious obstacle for service users 
when they are ready to move on. This blocks accommodation availability for new admissions. 

 Difficulty in securing support services in psychiatry, psychological services, training and education. 
 

 
Future Goals in Don Bosco Aftercare Service  

 
 Appointment of full-time manager to Don Bosco Aftercare service 
 Further development in outreach and pre-leaving service  
 Development of a twenty month programme for service users 
 Provision of accommodation for service users with in-built long-term support 

 
 
 
Search and Reunion Service 
 
The decision to place  children in alternative care, whether in adoption, residential care or fostering, can 
have life long effects on them. It is a common experience for those raised apart from their original 
families to harbour feelings over extended periods varying from mild curiosity to a strong desire to 
know about their origins. A research study conducted in Canada, found resounding agreement from all 
parties to the triangle that reunion services should be available to anyone who seeks to trace, (Sullivan 
1995). This study included birth parents, adoptees and adopters. 
 
In recognition of its responsibility to adults who were adopted or fostered, the Northern Area Health 
Board set up the Search and Reunion Service in late 2000. The service brief was to respond to tracing 
requests for those adopted through St. Louise Adoption Society and those brought up in the care 
system, who were placed outside its geographical location by the Eastern Health Board. It provides a 
counselling service to those making enquiries about their birth families, as well as to their birth and 
adoptive parents. While most requests are made by adoptees or fostered persons, some birth mothers 
also request the service. The Search and Reunion Service is operated by three part-time social workers. 
It is managed by the Principal Social Worker for the Intercountry Adoption service.  Community Care 
teams also have a role in search and reunion.  They provide a service for people within their own 
catchment area. 
 
The main functions of the Search and Reunion Service are: 
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 To provide counselling, advice and support to persons seeking information and reunion with their 
birth families. 



 To arrange reunions when possible. 
 To maintain essential relevant historical records.  
 To liase with social work Community Care teams, adoption societies, government and voluntary 

agencies on matters relating to search and reunion issues.  
 To assist in provision of advice and training to social workers engaged in Search and Reunion work. 

 
The Search and Reunion Service hold valuable archives on the history of care in the three Area Health 
Boards. These archives contain the social history of clients who passed through the alternative care 
system over many years.  
 
They include records for:  
 

 St. Louise Adoption Society  
 St. Patrick’s Mother and Baby Home  
 Register of Adoption Applications 
 Boarded Out files dating back to 1930 
 At Nurse registers dating back to 1920 
 Relevant Nursing Home registers from 1940 onwards 
 Roll Books for South Dublin Mothers Union from 1900 
 Social files and reports written prior to the setting up of the health boards  
 Names of children placed in children’s homes from 1940 – 1969 inclusive 

 
 
 
 

Table 11.2 Workload for Search and Reunion Service in 2001* 
Referrals to  

Search and Reunion 
Service 

Number of Cases  
Allocated 

Percentage  
of Total Referrals 

Allocated 
153 110 72 

* Percentage figures are rounded to nearest decimal point where possible. 
 
Table 11.2 demonstrates that 110 (72%) cases referred to the Tracing and Reunion Service were 
allocated in the first year of service. 
 

Search and Reunion Service Aims and Achievements for 2001 
 
 Compilation of a waiting list for clients who applied for a search and reunion service dating back to 

1990. This included cases referred from Community Care Areas and reactivated cases. 
 Consultation with the National Archives Office with the aim of providing a professional archive. This 

requires compiling a database to improve retrieval of information and providing a security copy of 
archival information. 

 Setting up a Link Workers Group for all those involved in tracing work within the three area boards. 
The service provides a forum for reflection on practice issues in relation to tracing issues. It plays a 
key role in training new workers to this field. 
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Future Search and Reunion Goals 
 
 Provision of an archive system 
 Increase in staff to respond to service needs  
 Provision of ongoing training for staff 
 Research into practice issues on search and reunion 

 
 
Achievements in After Care Service in 2001 
 
 Ten dedicated positions were created throughout the Northern Area Health Board to 

assist young people make the transition from life in alternative care to independent 
living. 

 
 Special accommodation for young people leaving care was planned. 

 
 

LARAGH Counselling Service  
 

The LARAGH Counselling Service, which is situated in the Northern Area Health Board, was 
established in 1993 in recognition of the long-standing effects of sexual abuse in childhood. 
Since then, the service has provided an extensive therapeutic programme to male and female 
adults who have been sexually abused in their childhood or youth. Since May 1999, LARAGH 
has widened its brief to include survivors who have experienced abuse in childhood of a sexual, 
physical or emotional nature, as well as neglect in institutional care.  

 
The service is committed to high standards of professionalism and employs an interdisciplinary 
team. During 2001 the staff consisted of seven counsellors from different health care disciplines, 
namely social work, nursing and psychology, with an additional, accredited qualification in 
counselling or psychotherapy.  

 
LARAGH Counselling Service has contributed to the development of the National Counselling 
Service (NCS) for victims of childhood abuse by providing templates for job descriptions, 
service provision agreements, and policies and procedures. LARAGH continues to play an active 
role in the shaping of policies and development of procedures for the NCS. 

 
The LARAGH Service in the Northern Area Health Board is community-based, having two 
service outlets in Clontarf and North Circular Road. An outreach service is available in the 
National Office for Victims of Abuse (NOVA). Service provision includes an initial appointment 
for clients in one of the prisons in the NAHB area, followed by a counselling contract as close to 
their release day as possible.  

 
Extent of LARAGH Service Provision 
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The impact of severe abuse in childhood has long-lasting effects. Clients expect to establish a 
long-term and stable relationship with their counsellor before they can address issues underlying 
their abuse experiences. At present, 74 clients are seen individually on a weekly basis, and more 



than 50 clients are seen in a group context or in individually scheduled aftercare or review 
sessions. 

 
LARAGH aims to see all clients seeking counselling within four weeks. The initial appointment 
primarily serves the purpose of explaining boundaries of confidentiality and service procedures. 
Arising from service commitment to support applicants to the Commission to Inquire into Child 
Abuse, established in 1999, referrals of those who were abused in an Irish Child Care 
Institution are given priority. These referrals constitute a third of all cases allocated in 2001. As 
a consequence of this commitment, the general waiting lists for clients to be offered a 
counselling contract has lengthened considerably in the last year and now stands between five 
months and one year. Priority is given to clients where there may be a child protection issue 
involved or where a recent change of personal circumstances may have exacerbated their 
situation. In such instances a short-term contract of between six and twelve session is offered 
within three months. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 11.3 Level of Referrals to LARAGH 1993-2001 

 
 

It is envisaged that extension of LARAGH’s brief to include survivors of institutional abuse will 
lead to an increased level of referral in the foreseeable future. 
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Due to the intimate nature of the work, the focus of LARAGH service delivery concentrates on 
direct individual counselling for approximately 80% of the client group. In addition LARAGH 
runs therapeutic groups for clients who have completed their initial individual contracts and 
who can benefit from a group setting.   

 
Achievements for LARAGH in 2001 

 
 Provision of two placements for the Postgraduate Psychology Programme of Trinity College 

Dublin, with one placement in Clinical Psychology and one in Counselling Psychology. 
 Two-day-training programme for volunteers from the survivor groups run conjointly with the 

South Western Area Health Board  
 Consistently positive qualitative feedback from individual clients and from those who make 

referrals to the service.  
 Positive evaluation from training participants who view the service as focussed, insightful and 

practical.  
 
 
Inadequacies 
•  Increased waiting list 
•    The necessity to prioritise certain types of referrals 
 

 
 
Actions 
• Further provision of placements to post graduate students 
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• On-going training programmes 
 



Chapter 12    
 
Resources, Monitoring and Evaluation 
 

Human Resources 
 
As in the previous year the greatest single difficulty encountered in service delivery for 
child care and family support services was the non-availability of staff in key areas, such as 
nursing, child care and social work. A national industrial relations issue that prevented the 
recruitment of 30 family support workers, accounting for 50% of unfilled posts compounded 
this difficulty.  
 
Overseas Recruitment for Professionally Qualified Social Workers 
 
The Community Care Areas and the Human Resources Department have undertaken a 
number of overseas recruitment initiatives in relation to the recruitment of Professionally 
Qualified Social Workers. 
 
The board used a number of recruitment agencies to meet staffing requirements and had 
successful recruitment drives in United States of America, Canada and Australia.  A number 
of video conferencing interviews have taken place with candidates from Australia and 
Zimbabwe. 
 
 
Source Country Professionally 

Qualified Social 
Workers 

Team Leaders Total 

USA 4 0 4 
Canada 12 1 13 
Australia 15 3 18 
Total 35 
 
Despite the difficulties encountered in recruitment, the process of capacity building 
continued with the establishment of a number of key posts. Some positions, such as the 
creation of Managers of Alternative Care, were introduced into the system for the first time.  
 

Table 12.1 New Posts Created in Northern Area Health Board in 2001 
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Post Title Number of WholeTime Equivalent Posts 
Family Support Workers 30 

Community-based Project Workers 24 
After care/Step Down Workers 10 

  Alternative Care Managers 4 
Childminder Advisors 3 

Counsellors – Survivors of Childhood Abuse 2 
Social Work Team Leader  

and Clerical Officer – Children First 
2 



Clerical Officer and  
Part-time Researcher Best Health for Children 

 

1.5 

Development Officer – Best Health for Children 1 
Management Information Officer 1 
Training Officer – Children First 1 

Total 79.5 
  
A national Expert Working Group was established to examine and report on issues affecting staff 
retention in a number of key professions in the health and social care sector. Arising from a 
recommendation of this Expert Working Group, a joint committee was established to consider the 
child care worker profession, with particular reference to career structures. The aim of the process is to 
achieve staff retention of child care workers who currently are induced to move on to other fields 
where rewards and opportunities are perceived to be greater.  The issue of retention is also addressed 
through the development of a Child Care Training and Development Unit.  
 
 Child Care Staff Training and Development 
 
The Training and Development Unit aims to: 
 

• Develop in-service training programmes to meet identified needs 
• Develop mutual respect of roles and improve co-operation between all teams and 

services involved in child care provision 
• Deliver information and training on new legislation and policies  
• Advise and lead initiatives on professional training of all child care and family 

support staff 
• Dedicated staffing for the roll out of Children First 

 
During the year much staff time was devoted to the ongoing implementation of Children First – 
the national guidelines for child protection and welfare.  This included briefings to all staff and 
related agencies, foundation level training, design and delivery of further training, and joint 
training with the Gardai. 

 
During the year the Unit also worked on an induction programme for new staff in child care.  
This is in addition to the generic induction that is available to all staff. 

 
As part of the implementation of the Regional Child Care Framework Dartington, a group of 
internationally renowned experts have been commissioned to work with the three Area Boards 
within the Eastern Region. They provide management consultation, research and training. As 
part of this process Dartington will deliver a number of training inputs to residential and 
community based staff. This will not take full effect until 2002. It is recognised that a critical 
success factor in the retention of staff is the ongoing provision of training for staff that is 
customised to their needs. Training that is perceived as relevant has a positive effect of staff 
morale.  
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Information Technology 
 

Social Work Information System 
SWIS is a management information system with a variety of uses for staff at all levels.  It holds 
case data for practitioners, and management has access to statistical information generated by 
the system. The development and maintenance of a professional information management 
system is a vital part of the operation of a responsive and effective child and family support 
service. Access to readily available and current information on the many facets of service 
provision aids policy making, fosters planning and execution of long term strategies for goal 
achievement. The Social Work Information System (SWIS) provides this service for the 
Northern Area Health Board.  

 
The SWIS service collects and distributes data on: 

 
 Referrals to social work departments  
 Social work file records 
 Child abuse notifications 
 Children in care records 
 Youth homelessness 
 Aftercare service 
 Asylum seekers / unaccompanied minors 

  
In addition to recording this information, SWIS also produces relevant reports on Children 
and Family Services for each Community Care Area, the three Area Health Boards in the 
Eastern Region and for the Department of Health and Children.  

 
SWIS Service aims and achievements in 2001:  
 
 SWIS achieved full operational service in Community Care Area 8 in 2001. The service 

was already completely established in Community Care Areas 6 and 7.  
 Support of existing users.  
 Training for new service users 
 Maintenance of data in the three Community Care Areas which make up the Northern 

Area Health Board. 
 
Future SWIS Service Goals: 
 
SWIS aims to comply with requests from child care consumers to expand the service. This 
expansion would include collection and maintenance of data in the following areas: 
 Child care plans 
 Children First 
 Out of Hours social work service 
 Inter-country adoption service 
 Search and re-union service 

 
Other SWIS Service goals include 
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 Clarification of management structure 
 Identification of service priorities  
 Increase in staffing complement 
 Designated training facilities 
 Provision of budget to facilitate goal actualisation 
 Provide access to Child Care Managers 

 
Child Care Management Information Project 

 
The Department of Health and Children have initiated the Child Care Management Information Project.  
Its ultimate aim is to produce a common child care information for the 10 health boards nation-wide.  The 
first phase of the project was completed in December 2001.  This comprised a review of the status of 
current child care information around the country.  Phase II aims to look at international practice, while 
Phase III will entail the preparation of a report on priority management information. 

 
Residential Registration and Inspection Services 

 
There is an increasing appreciation of the value of monitoring and evaluation of service provision in Child 
Care and Family Support services. The Northern Area Health Board aims to deliver a professional service 
against agreed standards and to promote developments which facilitate client sensitive expansion. The 
Residential Registration and Inspection Service is an embodiment of this principle operating in practice.  

 
The residential childcare inspection services were established in 1998 under Child Care 
(Placement of Children in Residential Care) Regulations 1995, and Child Care (Standards in 
Children’s Residential Centres) 1996. These regulations are the statutory instruments of the 
preceeding 1991 Child Care Act. The service began its first inspections in October 1999.  
 

“Although inspection can be an intense and rigorous experience for health board 
managers and professional staff alike, it is intended to act as a catalyst for 
improvement. It does this by making specific recommendations for change when 
necessary, and by encouraging agencies to develop greater aptitude for self- 
assessment and resolve limitations in advance of inspections”, (Social Services 
Inspectorate, 2001).   

 
The purpose of the service is to ensure that children and young people in the care of health 
boards and placed in voluntary or non statutory centres, have good management and care 
practices in place, thereby ensuring a safe, nurturing environment appropriate to meeting the 
needs of children. Responsibility for inspection of “any service provided or premises 
maintained by a health board” lies within the remit of the Social Service Inspectorate 
(Child Care Act 1991). 
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The Northern Area Health Board currently operates the inspection of voluntary children’s 
residential centres on behalf of all three boards within the Eastern Region. As well as the 
inspection of existing children’s residential services, the service has responsibility to ensure 
that any new agency wishing to create a new service, does so in compliance with the 
standards and criteria for residential provision for children pertaining to the existing 
legislation. 



 
The goal of the service for the year 2001 – 02 was to carry out the first round inspections of 
all non-statutory children’s centres and register them as required by the end of October 
2002. At the end of 2001, this objective was on target.  
 

Table 12.2 Registration Profile of Non Statutory Children’s Residential Centres 
 

Health  
Board 

Total  
Number  

of Centres 

Inspected Registered Registered  
with  

Conditions 

Inspected /  
Not Yet  

Registered 

Due for  
Inspection 

2002 
NAHB 15 9 7 0 2 6 

ECAHB 8 7 6 1 0 1 
SWAHB 15 13 3 3 7 2 

Total 38 27 15 4 9 9 
 
Table 12.2 demonstrates that inspections were carried out on 27 non-statutory children’s 
residential centres in 2001. There were 15 registrations for the period, while four centres 
were registered with conditions. Nine centres were inspected, though not yet registered and 
a further nine centres were due for inspection in 2001 in the Eastern Region. 
 
Expansion of Residential Registration and Inspection Service 
 
The inspection team was originally comprised of two members, an Inspector / registrar and 
an assistant inspector. Following a recruitment drive in September 2001, the team was 
expanded to five members, comprising of a  Manager and four inspectors with 
administrative support. It is anticipated that all inspectorate posts will be filled by July 2002. 
The team are currently working to a full schedule of inspections. The expansion of the 
service will allow for all outstanding first time inspections to be completed by October 
2002. The service advocates consistently high standards of inspection, whilst maintaining 
strong links with colleagues in the Social Services Inspectorate, and with the other Health 
Board Inspectorates around the country. Meetings are held on a monthly basis to discuss 
common issues and inspection themes. Joint inspections have been undertaken to enhance 
quality standards. It is intended to conduct a systematic external service review in 
November 2002 to monitor quality of service. 
 
Implications of the Children Act for the Registration and Inspection Service 
 
Section 267 of the Children Act 2001 has amended Section 59 of the Child Care Act 1991, 
so that certain children with a disability placed in residential care become subject to an 
inspection process provided by the health boards. For the purpose of the 2001 Act “an 
institution for the care and maintenance of physically or mentally handicapped children” 
require to be inspected. There are approximately 57 centres in the Eastern Region, which 
fall into this category.  
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In anticipation of the enactment of this Section of the Act it will be necessary for the 
Registration and Inspection Service to expand significantly. The current projected 
productivity of the inspectorate service, working at full capacity, is approximately 17 



inspections per year, with the additional requirement of re-inspection and monitoring. In 
order to fulfil this requirement of the 2001 Children Act, the number of inspections would 
have to be increased to 34 per annum. Such an extended remit would also require the 
expansion of specialist knowledge base for staff in relation to the needs of children with 
disability and the specialist services they require.  
 
Social Services Inspectorate* 
*Source: Annual Report Social Services Inspectorate 2001 
 
The Social Services Inspectorate (SSI) derives its authority from Section 69 of the Child 
Care Act 1991 which allows the Minister for Health and Children to “cause to be inspected 
any service provided, or premises maintained by a health board”. The SSI functions 
independently though it is administered by the Department of Health and Children. The 
Health Strategy provides for its remit being extended to the area of disability and services 
for older persons. The Northern Area Health Board welcomes the role of the SSI in 
contributing to service improvement and development for children and families in its area. 
 
The main activities of the SSI are: 
 
 Inspection of Children’s Residential Centres, with 39 such inspections undertaken by 

the end of 2001. Following inspection, two centres were relocated to more suitable 
premises and two more centres were closed. 

 
 Monitoring of the Implementation of the Children First Guidelines. To this effect 

every Health Board was visited and meetings were held with the National 
Implementation Advisory Group and with the Health Boards Executive implementation 
support teams. 

 
 Development of Standards against which a service is inspected. These standards will 

be government policy and will state what is expected in all aspects of the service 
concerned. They will be informed by international conventions ratified by the state, such 
as the UN Convention on the Rights of the Child. It is the aim of SSI that written 
standards will be helpful for providers and for service users alike. Criteria will be 
outlined concerning how standards can be achieved and measured. 

 
 National Standards for Children’s Residential Centres. SSI contributed to the 

development of these published in September 2001. National Standards pertain to all 
community-based centres and high support units in the health board and non-statutory 
sectors nation wide. 

 
 National Standards for Special Care. SSI piloted draft standards when inspecting two 

special care units during 2001. 
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 Foster Care Standards. SSI is represented on a Foster Care Standards Group set up in 
2001. A draft document is due in mid 2002. 

 



 Standards in Other Social Services. SSI is involved with a variety of service groups to 
support the development of statements of quality assurance and standards for their 
individual services. 

 
 Information about SSI and Practice Guidance.  The SSI has met all relevant health 

board staff to describe the workings of the office and explain the inspection process, as 
well as setting up a website and publishing a hard copy information booklet and leaflets.  

 
 Unaccompanied Children Seeking Asylum. SSI has been involved in giving advice to 

health boards, especially in the Eastern Region, concerning required standards of care 
for children seeking asylum in residential and hostel care. SSI will support health boards 
developing services for all unaccompanied minors. 

 
 Contribution to Conferences, Training and Working Groups. During 2001, SSI 

contributed to the conference on Best Practice in Residential Child Care and to the 
Annual Conference of the Association of Mentally Handicapped in Ireland, as well as to 
in-service training in health boards. 

 
 Publication of Reports. Following consultation with health boards and with the Irish 

Association of Young People in Care, it was decided that in the interest of young 
people’s confidentiality, full addresses of community based children’s residential centres 
would no longer be used in published reports. 

 
 Research in Children’s Residential Centres. SSI supports research initiatives that 

provide better information on the lives of children in residential centres while being 
sensitive to the impact on children of being the subject of multiple research studies. SSI 
advocates an agreed ethical process to be adhered to for research with young people in 
care.  

 
Minimum Data Set 
 
An information set is required by the Department of Health and Children comprising information on 
child abuse, admissions to care, numbers of children in care by placement type and levels of youth 
homelessness. Most of this information is held on SWIS. This is submitted to the Eastern Regional 
Health Authority on a half-yearly basis. In addition to this information, the Authority requires 
information on pre-school inspections, immunisations and school boosters and demographic 
information on residential care. National performance indicators are also submitted.  These include: 

• Percentage of children in care by type of care 
• Number of children awaiting foster care 
• Percentage of foster carers with a link worker 
• Percentages change in availability since the last reporting period 
• Number of new foster parents 
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• Number of foster parent who left 
 
 
 
 



Child Care Advisory Committee 
 
The Child Care Advisory Committee, for the Northern Area Health Board, was established 
under Section 7 (1) of the Child Care Act 1991: 
“A health board shall establish a child care advisory committee to advise the health board on 
the performance of its functions under this Act and the health board shall consider and have 
regard to any advice so tendered to it” 
Each Child Care Advisory Committee shall: 
(a) Have access to non-personal information in relation to child care and family support 
services in its area 
(b) Consult with voluntary bodies providing child care and family support services in its 
area 
(c) Report on child care and family support services in its area, either on its own initiative or 
when so requested by the health board 
(d) Review the needs of children in its area who are not receiving adequate care and 
protection 
 
The membership of the Child Care Advisory Committee (2001) is as follows: 
 
Board Members: 
Cllr. Christy Burke 
Cllr. Deirdre Heney 
Cllr. Eamon O’Brien (Chairperson) 
 
Officers: 
Ms. Sheila Armstrong, Director of Public Health Nursing – retired October 2001 
Mr. Colman Duggan, Child Care Manager 
Ms. Marianne Healy, Acting Director of Public Health Nursing - from October 2001 
Ms. Suzanne Phelan, Child Care Manager 
Dr. Mary Scully, Senior Area Medical Officer 
 
External Members: 
Dr. Nollaig Byrne, Mater Child and Adolescent Psychiatric Service 
Fr. Val Collier, Don Bosco House 
Chief Superintendent Pat Cregg, An Garda Siochana – to June 2001 
Ms. Emer Hanna, Probation and Welfare Service 
Inspector Karl Heller, An Garda Siochana – from October 2001 
Mr. Declan Jones, Focus Ireland 
Ms. Hilary Kenny, Irish Pre-School Playgroup Association, The Early Child Organisation 
Mr. Michael Travers, Department of Education and Science 
Ms. Pat Whelan, Irish Foster Care Association 
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Summary of Activity: 
The Child Care Advisory Committee agreed to give detailed consideration to the following 
service areas; Youth Homelessness and Aftercare Services.  
A number of topics relating to child care were prepared and presented to the committee in 
2001: 

o Child Care Services in the Northern Area Health Board 
o Child Care Training and Development Unit 
o Step-down/Aftercare Services 
o Ballydowd Special Care Unit 
o Scottish Model for Training Child Care Workers 
o Staff Recruitment and Retention in the Northern Area Health Board 
o Review of Adequacy Report 2000 

In addition the committee held off site meetings in the following locations;  
o City Lodge, Heytesbury Street - Services to Homeless Young Persons 
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o 1-5, Orchard Terrace – Special Arrangements for Young Persons 
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