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Our Board's exists to promote health and social gain for all people in our 
region. This submission to the Commission on the Family shows how we 
attempt to bring about this gain through the provision of health and personal 
social services in an equitable manner for all sectors of our population. 

We are conscious that families are seen to be experiencing particular stress in 
coping with the social changes currently being experienced within society and 
that this stress impacts most profoundly upon marginalised group and 
particularly upon families with children who live in poverty. 

Our submission therefore details how our services support families and makes 
recommendations in this regard, particularly in relation to services for mothers, 
children and the elderly and the way in which intersectoral co-operation will 
achieve the health and social gain of all families in our region. 

We begin, however, by noting the resilience of the family throughout time. 

1 
Historical perspective: Both the nature and :the definition of family have been 
troublesome for a number of years. Le Play (1806-1882) a social analyst, wrote 
in France of his concerns about the rise of the "unstable family" among the 
newly emerging rootless urban working class (Fahy 1995). Across the Atlantic 
in 1885, the Boston Quarterly Review published that "The family, in its old 
sense, is disappearing from our land, and not only our free institutions are 
threatened but the very existence of our society is endangered" (Giddens 1993). 
Central to this disquiet is a fear of change and a perception that the institution 
of the family is fragile and will not withstand waves of change. 

Definitions of "family" have also been particularly troublesome for theorists for 
a considerable number of years. Today, a generally accepted version of what 
constitutes a family is that given by Giddens (1993) as: 

"A family is a group ofpersons directly linked by kin connections, the 
adult members of which assume responsibility for caring for 
children. " ( p 3 9 ~ )  

For Ireland, Giddens' definition of family must be expanded to incorporate his 
definition of "kinship" as it gives recognition to the role of the grandparents, 
aunts and uncles of the children mentioned above - a role still central in our 
culture: 

"Kinship ties are connections between individuals, established through 
marriage, or through the lines of descent that connect blood relatives 
(mother, fathers, other offspring, grandparents etc.). " (p390). 



Throughout, the notion of family has been linked to that of the household 
economy which itself has undergone three major periods of change. The first 
of these was a pre-industrial household economy, an example of which is 
traditional Irish farm household. Within this structure, the household was not 
just a residential unit; it was also a work unit where the viability of the all 
depended on the work contribution of each member. Authority and work were 
strictly segregated by sex with men owning the property and controlling the 
resultant income and labouring in the fields. Women on the other hand worked 
in the farmyard and house with less status assigned to their role both in the 
family and in the wider society. 

In the second stage of the development of the household economy, the husband 
(and single women) went out to work with the housewife remaining at home 
looking after children and housework. This stage saw the rise in Western 
societies of intensive housework for women. Since the development of this 
stage was closely linked to industrialisation, its evolution occurred later in 
Ireland than in other European countries. 

The third stage of the development of the familyihdusehold economy is the 
,, large-scale entry of married women into the paid labour force or, to put it 

another way, the decline of full-time housework as an occupation for married 
women'' (Fahy 1995). While some theorists call such households "dual 
earners", others caution that because of women's part-time work and low 
earnings, that third-stage households retain their similarity to those of the 
second stage in many ways. 

Although moving towards the third stage, households in Ireland remain largely 
in the second stage: unpaid work in the home was still the principal occupation 
for over 60% of women in 1986 and thus was higher than other western 
countries. 

Our concept of a family held together by affective ties of love is also relatively 
recent. Stone (1977) describes three stages of the development of the modern 
family between the 16th and 19th century, the first of which he describes as 
"open lineage". The family of the time was not the location of dependence and 
emotional attachment, but was "low-keyed, unemotional, authoritarian". (p6). 

From the early sixteenth to the eighteenth century, the "restricted patriarchal 
family" held sway: although confined to the nobility of the time, its influences 
have spread to the present day. This family was a more separate entity than its 
predecessor, was less open to the community and there was a growing emphasis 
upon love, both between spouses and between parent and child. The third stage 
in the development of the family is the "closed domestic nuclear family" which 
has survived to the present day. This family has close emotional bonds, a high 
degree of domestic privacy and is preoccupied with the rearing of children. 



We can see from the above that our concept of the family cannot remain static 
at the stage of "closed domestic nuclear family". Just as change has persisted 
since the sixteenth century as shown above, Rapoport (1982) points out that: 

"families .... today are in a transition from coping in a society in which 
there was a single overriding norm of what family life should be like to a 
society in which a plurality of norms are recognised as legitimate and, 
indeed, desirable" (p476). 

Family dSfficulties in earlier years: When current commentators decry current 
trends and influences upon family life, it is well to remember that we should 
not wish to return to former days. Before industrialisation, many in Europe and 
here in Ireland were unable to marry and form families. In central Europe, the 
landlord's permission had to be obtained before marriage and family formation 
since landlords wished to ensure the efficient working of their estates. Those 
who were poor or without land were sometimes not allowed to marry and form 
their own families (Giddens 1993). In Ireland, the system of property 
inheritance ensured that high numbers were denied the opportunity to many 
and found a home; many had to emigrate or rqmain single (Fahy 1995). 

Birth rates outside marriage were "extraordinarily high by modem standards" in 
medieval Europe and little shame was attached to them, with the children of 
extramarital unions frequently taken into the family and reared alongside those 
of the marriage (Giddens p 394). 

Families were far less permanent that nowadays: far shorter life expectancy 
(because of disease and the risk of childbirth etc) meant that the deaths of one 
or both spouses frequently disrupted family relationships. In medieval Europe, 
more than a quarter of all infants did not survive beyond their first birthday. 
More recently, it should be remembered that the writer Sean O'Casey was the 
third child of his Dublin tenement family to be named John Cassidy, the others 
having died in infancy (O'Connell 1986). Children who did survive were seen 
as essential to the household economy, usually beginning to help with their 
parents' work from age seven. Others were apprenticed while very young to 
domestic or other work, often quite a distance away from their parents. 
According to Giddens: "they might rarely or never see their parents again" 
(~394 ) .  With the rise of industrialisation, children were conscripted into factory 
work in order to help in the family's economic survival, just as they had done in 
fanning or in craft and trade work. It was only with the rise of universal, 
compulsory education early in the 20th century and associated cultural changes 
that children were no longer counted as economic providers and began to be 
seen as individuals with rights. 

This rise in access to education had an equally profound effect on the role and 
status of women within the family. Formerly as Fahy (1995) points out, 
property inheritance by sons impacted particularly unfairly upon the daughters 



of a family. Even the giving of a dowry was intended for her prospective 
husband or his family and did not remain her personal property. Now that 
families endow their children with education rather than property, education 
can be seen as divisible between siblings in a way that property could not be. 
Daughters therefore profit from this, since education is a personal acquisition 
which cannot be transferred to a husband upon marriage. Fahy concludes: 
"Education in the long run provides a significant impetus towards greater 
equality in ..... relations inside .... the family" (~218) .  

Conclusion 

Notwithstanding the realisation that the family is in a constant state of change, 
our Board recognises that individuals and families can find such change 
difficult and stressful and that this change can impact most profoundly upon the 
marginalised groups within society, upon children and the elderly and 
particularly upon the poor. Access to factors such as education and to health 
and social gain will be experienced unequally by those groups. 

I t  is the objective of our Board therefore to attempt to bring about health 
and social gain for the families of our region by the equitable provision of 
health and social sewices underpinned by health education and prevention 
programmes which are specifically targeted at  the vulnerable. 

Our submission is therefore structured as follows: 

1. The first section details the demographic and socio economic trends 
being experienced in the region which affect children and their families, 
including the mortality and morbidity to which children are subject and 
which impact upon family life. 

2. Secondly, our submission details the abuse being experienced by 
children and women, often within their families. 

3. We detail the ways in which drugs misuse is impacting upon children in 
our region. 

4. In the fourth section we elaborate upon our Board's family support and 
intervention services for vulnerable families and children. 

5. Our Board's attempts to provide an experience of safe family life to 
children who must he taken into care through our fostering service is 
outlined in Section 5. 

6. Acknowledging the mother's central role in Irish family life, Section 6 
shows how our Board's services are directed towards women, both as 
mothers and as individuals in their own right; our Board's support of the 



role of parenting through the provision of parenting courses are also 
detailed. 

7. Recognising the importance of the elderly in Irish family life, we outline 
how our Board's services for the elderly strive to maintain them in their 
own homes and communities. 

8. Finally, our submission demonstrates the ways in which inter-sectoral 
liaison and co-operation must be harnessed to achieve health and social 
gain for families in the region. Section 8 therefore contains our 
recommendations regarding Family Income, Education and the Law in 
addition to outlining the ways in which our Board employs an intersectoral 
approach in providing health and social gain for families and indeed all, in 
our region. 



Section One 

Demographic and Socio-economic Trends 

The Eastern Health Board region comprises counties Dublin, Kildare and 
Wicklow. The region is divided into ten Community Care Areas: eight in 
Dublin (Area 1-8) and one each in Kildare (Area 9) and Wicklow (Area 10). 

Population Trends 

The population of the Eastern Health Board at the most recent census (1991) 
was 1,245,225. This represents 35% of the national figure. The population of 
every health board region in the country fell between 1986 and 1991 with the 
exception of the Eastern Health Board where it increased by 12,987 (1%). 
However this population increase was not evenly spread. Seven of the 
Community Care Areas had a net increase while three had a net reduction 
(Table 1). I 

1 

Kildare had the largest increase in population (5.5%) while Community Care 
Area 7 had the greatest reduction (3.9%) between 1986 and 1991. 

Community Care Area 8 remains the most populated area of the Eastern Health 
Board with a population of 188,606 while Area 3 has the smallest population of 
89,129. 



The proportion of the Eastern Health Board population in the 0-18 year age 
group has been dropping steadily in the past 20 years. In 1991 there were 
385,493 children under the age of 18 years i.e. 31% of the total population. In 
1986 the corresponding child population was 415,012 i.e. 33.7% of the total 
population. Nationally, children under 18 years represented 32.5% of the 
population in 199 1. 

The number of children in each Community Care Area is detailed by age group 
in Table 2. This shows that the largest proportion of children in the Eastern 
Health Board live in Area 8 (16.5%), while the smallest proportion live in Area 
3 (6.1%). 

Table 3 indicates that Kildare has the highest proportion of its population 
represented by children under 18 years at 36.5%. Community Care Area 5 has 
the highest proportion of children under 5 years at 9.3%, compared with 7.7% 
for the Eastern Health Board as a whole. The corresponding national figure is 
7.8%. In 1986 children under 5 years represented 9.2% of the national 
population. Children under 5 years represent a major need in terms of service 
usage. 



Births 

The number of births in Ireland has declined steadily since the early 1980s. The 
birth rate was stable at 20-22 per 1,000 population through the 1970s and early 
1980s but had dropped to 13.4 per 1,000 in 1994 (Figure 1). 

Figure 1: Annual birth rate per 1,000 population, Ireland 1970-1994. 

Table 4 demonstrates the number of births and birth rates in the Eastern Health 
Board region for 1990 to 1995. The birth rate in the region is falling at a slower 
rate than for the country as a whole. Total births have dropped by 6% for the 
Eastern Health Board between 1990 and 1995. However, this change has not 
been evenly spread throughout the region. Birth numbers decreased by 11% in 
Wicklow during this period, while showing a rise of 1% in Kildare. 
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* calculation based on 1986 census for year 1990, and 1991 census for years 1991-1 995. 

Non-marital and teenage births 

The number of non-marital births has increased in all areas between 1992 and 
1995. The most rapid increase has been in Kildare where the rate has almost 
doubled in that period but still remains lower than in most other Community 
Care Areas. The highest proportion of non-marital births is in Area 7 at 41 3% 
(Table 5). In 1994, 19.7% of births in Ireland were fion-marital. In 1993, 19.5% 
of births in Ireland were non-marital compared with' 2 1.7% for the 15 European 
Union countries (1993 is the most recent year for which EU statistics are 
available). 

I Number I % all births* 1 Number 1 % all births* 
1 273 I 15.9 I 314 I 18.4 

There has been a steady downward trend since 1980 in the number of marriages 
registered in Ireland. The annual marriage rate per 1,000 of the population 
which fell from 7.4 in the early 1970s to 6.4 in 1980 has continued to decline to 
4.6 in 1992 and 4.4 in 1993. 

I Total I 
Source: RICHS (EHB computerised child health records) 
*calculated on basis of births for which marital status recorded 

4074 21.4 5129 26.7 



Non-marital births are a poor indicator of deprivation or socialhealth need. 
They are no longer considered to be a risk factor per se as many are in the 
context of stable two parent families. More emphasis is now being placed on 
births to teenage mothers, many of whom are not in stable relationship and 
whose parenting skills are often poor if they are alone and unsupported by their 
families. 

Although teenage pregnancies are declining proportionately, the vulnerability 
of young mothers means they are cause for continuing concern. Teen mothers, 
by virtue of their age, have completed a lower level of education and 
correspondingly are more likely to achieve lower levels of income. 

A study of unmarried women who gave birth in the National Maternity Hospital 
between 1986 and 1990 showed that 91.6% of women under 18 years who were 
keeping their child planned to live with their parents after delivery, while 59% 
of those over 18 planned to do so. (Flanagan N and Richardson V, 1992). 

Number % all births* 
1 I 41 I 2.4 

10 61 4.0 
Total 80 1 4.2 

Source: RlCHS (EHB computerised child health records) 
*calculated on basis of births for which maternal age recorded 

Table 6 shows that 4.2% of all births in the Eastern Health Board region in 
1995 were to teenagers. There was considerable variation in this rate between 
Community Care Areas. Area 4 had the highest rate at 6.3% compared with a 
rate of 2.4% in Area 1. 

The number of teenage births in Ireland must be considered alongside the 
numbers of women travelling outside the country for termination of pregnancy. 



In 1993, the number of terminations performed in England and Wales on 
women usually resident in the Irish Republic was 4,402. Of these, 659 (15.0%) 
were under the age of 20 years (O.P.C.S., 1995). Therefore, the number of 
teenage births is not necessarily an indicator of the number of women in this 
age group who become pregnant. This must be borne in mind when using the 
teenage birth rate as an indicator of success of intervention programmes aimed 
at reducing the teenage pregnancy rate. 

Prematurity and Low Birth Weight 

Prematurity and low birth weight constitute risk factors for babies in terms of 
morbidity and mortality. Birth weight is generally acknowledged as one of the 
most important indicators of the risk of both mortality and handicap in the 
neonate, and is a broad indicator of health and socio-economic development in 
a population. Many studies have shown a linear relationship between birth 
weight and social class. An Eastern Health Board study examined the 
relationship between low birth weight and socio-economic factors (Johnson , 
Dack and Fogarty, 1994). There was significant positive correlation between 
the incidence of low birth weight and male u~employment, percentage of 
population in social classes 5 and 6, and proportipn of population covered by 
medical cards, and a significant negative correlation with percentage of 
population in social classes 1 and 2 and number of cars per house. The 
proportion of population covered by medical cards was the best predictor of 
low birth weight. 

Source: RlCHS (EHB computerised child health records) 
*calculated on basis of births for which gestationbirth weight recorded 

(Note: As numbers are small in some of the categories in the previous table, they should be interpreted 
with caution as small differences in numbers can result in large variation in rates. 

8 
9 
10 

Total 

144 
115 
67 

1098 

5.2 
5.3 
4.4 
5.7 

173 
11 1 
83 

1265 

6.3 
5.3 
5.5 
6.6 



In 1991 (the most recent year for which national perinatal statistics have been 
published) low birth weight babies (<2,500 grns) represented 4.21% of total 
births. The corresponding Eastern Health Board figure is considerably higher at 
5.7%. 

Breastfeeding 

The National Health Strategy set targets for increasing the rate of breastfeeding: 
an initiation rate of 35% by 1996 and 50% by the year 2000, and a rate of 30% 
at four months of age by the year 2000. These targets were repeated in the 
document "A National Breastfeeding Policy for Ireland" in which detailed 
recommendations were made regarding the promotion of breastfeeding in 
maternity hospitals, at the Community Care level and in the wider community. 

The prevalence of breastfeeding in Ireland is unsatisfactory (Table 8). There is 
a big variation with social class, as demonstrated by father's occupation (Figure 
2). The age of the mother is also associated with the rate of breastfeeding i.e. 
mothers at both ends of the age spectrum being less likely to breastfeed. 

Source: Perinatal Statistics 1991, Department of Health. 

Figure 2: Percentage of mothers breastfeeding by selected father's 
occupation in Ireland 1991 (singleton births). 

The prevalence and epidemiology of breastfeeding in the Eastern Health Board 
is largely unknown. A study carried out in Community Care Area 9 (Kildare) in 
1993 revealed a breastfeeding prevalence rate of 38% at birth and 13% at 3 
months (Table 9). It is recommended that a baseline study to establish the 

Higher skilled manual unskilled 
professional manual O% breastfeeding 



epidemiology of breastfeeding in all areas of the Eastern Health Board 
should now be conducted by the newly established Department of Public 
Health Medicine. 

Table 9: Method of infant feeding in Co. Kitdare, May 1993 (n=l45). 

Age of baby I Breastfeeding f Battle-feeding 
I Number I %total I N l l m h ~ r  1 % total 

- I 
- - 

I 
. .-.-. 

I 
- . - - - - 

I I - - -  I . . ,- 
I 12- 14 weeks 19 13% 126 87% 1 

Birth 
Discharge home 

Up to 14 days of age 
4-6 weeks 

Mortality and Morbidity 

The last 25 years has seen dramatic changes in child health. The emphasis has 
moved fiom the major killing diseases to aspects of ill-health which are 
influenced by social, educational, economic, environmental and behavioural 
issues. 

- -  
55 38% 
47 
43 
3 3 

Infant mortality 

The infant mortality rate (deaths of children under 1 year of age per 1,000 live 
births) has declined steadily in Ireland since the 1970s (Figure 3). 

90 
32% 
30% 
23% 

Figure 3: Infant mortality rate, Ireland 1970-1994. 

62% 
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102 
112 
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The infant mortality rate of 5.9 for Ireland in 1993 compares favourably with 
that for the European Union as a whole where it was 6.6 in 1993. 

Pigure 4: Perinatal mortality rates by selected father's occupation in 
Eastern Health Board region 1991 (singleton births). 

Table 11: Principal causes of death of infants (<I year) for E m  and 
Ireland 1994 

higher skilled manual unskilled 
professional manual 

Cause of death 

Note: The adjusted rate excludes all deaths due to congenital anomalies 

EHB region 
I 

Number I % all infant 

Ireland 

Number I % all infant 



 able 12: Perinatat mortality rates and stillbirth rates for EHB region 
1988-1991. 

1 1988 1 1989 I 1990 11991 
PNMR 1 11.3 1 10.2 1 10.7 1 9.1 

Perinatal mortality rate =Number of stillbirths and early neonatal (during first week of life) deaths per 
1,000 live and stillbirths. 
Stillbirth rate = Number of stillbirths per 1,000 live and stillbirths. 

Adjusted 
PNMR 
Stillbirth rate 

The perinatal mortality rate for Ireland in 1991 was similar, at 9.5, to the 
Eastern Health Board rate of 9.1. The corresponding figure for the European 
Union was 8.1. Studies from many countries have found perinatal and infant 
mortality to be closely linked with socio-economi~ background. 

There has been a dramatic decline in infant, neoiatal and perinatal mortality in 
Ireland since 1970. The factors which determine the level of perinatal mortality 
are complex: birth weight, gestation, parity (a mother's total number of 
previous live and still births), mother's age, social status, antenatal care, and 
many others. 

8.4 

7.3 

Sudden Infant Death Syndrome (SIDS) 

SIDS is the leading cause of death in infants aged one month to one year in 
Ireland, accounting for 4 in every 10 deaths in this age group. The SIDS rate 
per 1,000 live births in 1980 through to 1990 averaged 2.0. (Table 13) The rate 
has fallen considerably since 1990. However, Ireland's current SIDS rate, at the 
upper end of the European and international scale, has considerable room for 
improvement. 

In the late 1980's, international epidemiological research identified a number of 
risk factors for SIDS. In March 1992, the Department of Health launched a 
health education campaign entitled "Reduce the risk of cot death". The 

6.5 

5.4 

7.6 

6.1 

recommendations of this campaign were based on study findings which 
indicated an increased risk of SIDS in infants placed prone to sleep, infants of 

8.2 

6.7 

mothers who smoked and infants who are heavily wrapped. The guidelines also 
encouraged breastfeeding. 



Source: CSO, Report on Vital Statistics 1980-1988: CSO, Yearly Summary, 1992 and 1995; National 
Sudden Infant Register 1992-1995 

I 

Suicide 

An issue of growing concern in Ireland, as in the rest of Europe, is the increase 
in the rate of suicides, especially among young men. Table 14 shows the 
number of deaths in children attributed to suicide in 199 1 - 1994 for the Eastern 
Health Board and for Ireland. Table 15 details a breakdown by age and sex for 
1994. 

'~ahje 14: S~icide deaths in children aged 10-19 years jn EEJB by county 
and in Ireland, 1991 -1994 

County I 1991 1 1992 1 I993 1 1994 
Dublin I 5 1 4  1 9  I 6  

Suicide is a rare event, but because it occurs among young people it is the third 
most important contributor to life years lost, after coronary heart disease and 
cancer. Groups recognised to be at increased risk of suicide include current or 
former psychiatric patients, persons suffering from alcoholism, drug misusers, 
those with a history of attempted suicide, prisoners, those who have HIV or 
AIDS, Samaritan clients (Gunnel1 and Frankel, 1994). The Samaritans, Dublin, 

Kildare 
Wicklow 
Total EHB 
Total Ireland 
Source: CSO Vital Statistics 

2 
0 
7 
26 

0 
0 
4 
26 

1 
1 
11 
26 

- 
1 
0 
7 

31 



reported that about a thousand calls received in 1992 were from children of 15 
years or younger, and in 1993 the number of calls from those up to 19 years had 
increased by 50% on the previous year. 

1 I I I , I 
Source: CSO Vital Statistics 

Kildare 
Wicklow 
Total EHB 
Total Ireland 

In November 1995 the Minister for Health set up a National Task Force on 
Suicide which has the following terms ofrefererfce: 

(I) To define numerically and qualitatively the nature of the suicide problem in 
Ireland. 
(ii) To define and to quantify the problems of attempted suicide and para- 

0 
0 
1 
6 

suicide in Ireland, including the associated costs involved. 
(iii) To make recommendations on how service providers can most cost- 
effectively address the problems of attempted suicide and para-suicide. 
(iv) To identify the various authorities with jurisdiction in suicide prevention 

1 
0 
3 
21 

strategies and their respective responsibilities. 
(v) To formulate, following consultation with all interested parties, a national 
suicide prevention strategy. 

Unintentional injury in children (accidents) 

0 
0 
0 
0 

In recent years unintentional injury has become the greatest childhood epidemic 
in all western countries. In Ireland today over 40% of childhood deaths are due 
to unintentional injury. Furthermore it is estimated that one in six children 
attends an Accident & Emergency Department for treatment of injuries. 

The widely held belief that unintentional injuries are inevitable and "part of 
growing up" is gradually diminishing as there is substantial evidence to show 
that injuries have well recognised risk factors and are, therefore, predictable. 
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The factors associated with unintentional injuries are varied and their control 
falls within the ambit of many differing authorities, for example, health, local 
authorities and Garda Siochana, together with many other statutory and 
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voluntary bodies. Effective preventive strategies requires that these authorities 
adopt a multi-sectoral approach and co-ordinate preventive strategies. 

In 1995 the Office For Health Gain took an important step in facilitating the 
development of a unified approach to injury prevention by establishing a 
representative, multi-sectoral Forum at national level. The aims of the Forum 
are to: 

obtain and publish on a regular basis information on injuries including 
details relevant to prevention 
co-ordinate preventive strategies 
advise on national and regional targets and monitor progress towards 
achieving these targets 
liaise with multi-sectoral fora at regional level 
keep abreast of advances in injury prevention and make this information 
available. 

It is essential that prevention strategies are targeted to specific risk groups. 
Specific measures to reduce the toll of injuries among children in the Eastern 
Health Board Region are: 

Pre-school Children 

Education programmes highlighting dangers in the home, specifically 
targeting first time mothers and low social class groups 
Reduction of accidental poisoning by recommending the mandatory use of 
child resistant containers on medicines and by providing advice on safe 
storage of medicineslagents associated with poisoning 
Development and monitoring of safety standards for creches and pre- 
schools 
In association with the Garda Siochana to encourage the greater use of child 
restraints in cars for young children and to encourage greater seat-belt use 
for all age groups 
Greater availability of competitively priced child safety devices in the home 
Consideration of the provision of safety devices on a loanlrental basis for 
certain risk groups 
Consideration of the development of Accident Prevention Centres to 
provide advice on home safety, to demonstrate measures known to prevent 
injury and to make these devices available. 

School Children 

Education on safety on the road particularly regarding young pedestrians 
and regarding the use of bicycles 
Greater availability of cycle lanes 
Promote the need for legislation on compulsory use of bicycle helmets 



Promote the need for legislation on compulsory training prior to motorcycle 
use. 

General 

The success of accident prevention strategies is measured by comparing the 
rates of injury from one year to the next. Comprehensive information systems 
are available for injury deaths and hospital admission rates for injuries. 
However, less than one in ten people who sustain injuries are admitted to 
hospital and a very small proportion die. Measurement of success against death 
rates or hospitalisation rates is, therefore, not ideal. It is recommended that a 
comprehensive information system capable of capturing most injuries 
which require treatment be developed. Such an information system should 
be available in our Accident and Emergency departments. 

Table 16 shows national trends in road traffic accident casualties by type of 
road use. At a national level greatest change in casualties between 1992 and 
1994 relates to pedal cycle injuries, a drop of 31%. Whether this drop in 
cycling injuries represents the start of a downward trend will be determined 
over the coming years as will the possible effect of bicycle helmet use on such 
injuries. 

Pedal Cycle 

Motor Cycle 

Car User 

Other 

Total 

223 

46 

737 

84 

1561 

695 

1004 

6443 

1002 

10633 

32.1 

4.6 

11.4 

8.4 

14.7% 

- 31.4% 

- 2.1% 

+ 9% 

- 17.6% 

- 10.1% 



Congenital abnormalities 

defects 
Congenital 
heart disease 
Cleft liplpalate ( 45 
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Source: Eurocat. 
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disorders 
Down 
Syndrome 
Limb defects 
Congenital 
dislocation of 

Note: Care must be taken in the interpretation of these figures because of small numbers - minor 
random fluctuations in numbers may result in wide variations in rates. 
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Neural Tube Defects 
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Chromosomal I 68 
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Since 1980 there has been a considerable reduction in the rate of occurrence of 
neural tube defects (spina bifida, anencephaly and encephalocoele) from 46.9 
per 10,000 births to a rate of 11.6 in 1994. Extensive research has highlighted 
the importance of folic acid in the prevention of neural tube defects. Since 
1993, the Department of Health bas recommended peri-conceptional folic 
acid supplements. 

33 

A cross-sectional community survey was carried out by the Eastern Health 
Board in Dublin in 1995 to document the knowledge and behaviour of women 
in child-bearing years to peri-conceptional folic acid (Sayers et al). Of 335 
women who took part in the study, 63.6% had heard of folic acid, knowledge 
being significantly associated with higher social class and higher education. 
Few (5.4%) had been advised to take folic acid before pregnancy and only 
2.7% were currently taking folic acid supplements. Three quarters of the group 
said they would be willing to take peri-conceptional folic acid supplements if 
they knew it would reduce the risk of malformations. This study clearly showed 
that few women in childbearing years have been advised on folic acid. 
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However, if advised appropriately the majority would be willing to take peri- 
conceptional folic acid in tablet form. 

Eurocat 

Euocat is a programme supported by the E.C. for the epidemiological 
surveillance of congenital anomalies. In 1992 (the most recent Eurocat report) 
the prevalence rate (per 10,000 births) of all congenital anomalies recorded by 
the Eurocat Registry in the Eastern Health Board region was 226.3 compared 
with a rate of 212.1 for the 28 Eurocat Registries. In 1992 the prevalence rate 
for neural tube defects was 17.8 per 10,000 births in the Eastern Health Board 
compared with 9.9 for the 28 Eurocat Registries. 

Down Syndrome 

The prevalence rate (per 10,000 live births and fetal deaths from 20 weeks 
gestation) of Down Syndrome, 1980-1992, was 18.3 for the Eastern Health 
Board compared with 11.9 for the total 28 Quocat registries. This figure of 
11.9 rises to 15.1 when the figure for indudpd abortions following prenatal 
diagnosis is added. 53% of cases of Down Syndrome are to mothers aged 35 
years or more. A study of the epidemiology of Down Syndrome in Dublin, 
Kildare, Wicklow and Galway 1981-1990 showed that the risk of having a 
Down Syndrome child increased seventy fold from 1 in 1,84 1 at age 15-19 
years to 1 in 26 at age 45 years or older (Johnson et al, 1995). 

The percentage of births to mothers 35 years of age or more in the Eastern 
Health Board has increased from 14.0 in 1980 to 15.8 in 1992. The mean age of 
women at childbearing in 1993 was 30.3 years for Ireland compared with 28.6 
years for the European Union. The Irish figure has changed little in the past 2 
decades - it was 29.6 years in 1975. 

Communicable diseases notifications 

Communicable diseases are no longer so important for children in terms of 
mortality but are still responsible for considerable morbidity. Their importance 
also lies in the fact that many of them are preventable either by immunisation or 
by improving hygiene or social conditions and by education. 



1 Measles 1 244 1 134 I 

Under the Infectious Disease Regulations 1981 there is an obligation on the 
attending physician to notify to the health board cases of specified 
communicable diseases. It is well recognised in Ireland and in many other 
countries that there is considerable under-notification of these diseases. 
However the figures compiled are still important in indicating trends from year 
to year and in detecting excess cases and outbreaks. 

153 

86 
7 1 
6 1 

Meningococcal 
infectionlmeningitis 
Pertussis 
Infectious mononucleosis 
Hepatitis Alviral hepatitis 
unspecified 
Meningitis - pneumococcal, Hib, 
and bacterial unspecified 
Rubella 
Mumps 

Table 18 lists the most frequently notified diseases for 1994 and 1995. It is 
important to note that measles, pertussis, rubella and mumps are all 
diseases which are preventable by vaccines which are delivered as part of 
the childhood immunisation programme in Ireland. 
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Meningococcal infection 

Source: EHB Communicable Diseases Surveillance System 
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There were 153 cases of suspected systemic meningococcal disease notified to 
the Eastern Health Board in 1995, with 11 deaths attributed to the disease in 
this period. This gives a notification rate of 12.3/100,000. The majority of cases 
occurred in children, 72% occurring in children under 10 years of age. 
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The number of notifications has doubled in 1995 from those reported in 1994 
(75 cases). However, 72 of these in 1994 were laboratory confirmed cases 
which would suggest that not all cases were notified in that year. While some of 
the increase in 1995 is undoubtedly due to better notification it is likely that 



there was a true increase in the level of cases in 1995. This would be in keeping 
with trends seen in 1995 in some other developed countries e.g. the United 
Kingdom. 

Figure 5: Meningococcal infections in EHB - notification rate per 100,000 total 
population by Community Care Area 1995. 

Gastroenteritis in travellers 
1 

Gastroenteritis is notifiable when it occurs in those under 2 years of age. It is by 
far the most fiequently notified infectious disease (Table 18). Traveller children 
appear to be at increased risk for gastroenteritis and other enteric infections. It 
is difficult to verify this as records e.g. notifications of infectious disease, are 
not flagged for traveller status. In an attempt to clarify this issue, a search was 
made on the EHB Communicable Diseases Surveillance System (the 
computerised system recording all cases notified under the Infectious Disease 
Regulations) for all records having the following in the address: "campsite", 
"caravan", "halting", "CIS" (indicating campsite), "nfa" (no fixed abode). Such 
cases were then defined as travellers. Table 19 compares the notifications of 
cases of enteric infections in travellers with the total number of such cases 
notified in the Eastern Health Board. It is clear from this table that travellers 
represent a much higher proportion of these notifications than would be 
expected on the basis of their numbers in the population. Unsatisfactory living 
conditions such as overcrowding, lack of clean drinking water, and poor 
sanitary conditions predispose to enteric infections. 

* traveller defined by having the following in the address: "campsite", "caravan", "halting", "cis", 
"nfa". 



Traveller children's health in Community Care Area 5 

A study was carried out on the travelling community within Community Care 
Area 5 during the summer of 1995. Part of the study was concerned with a 
review of traveller children's health. It was undertaken to provide a baseline of 
information about aspects of traveller's health and their uptake of the health 
services offered by the Eastern Health Board. The results showed that: 

uptake of services deteriorated as the child got older 
immunisation rates were low at 57% and the majority were given in the 
Mobile Clinic 
there was a very high prevalence of hearing problems found in the pre- 
school children, comprising 70% of all medical problems found 
incidence of infectious diseases and the number of hospital admissions were 
high and those travellers who were more mobile utilised the hospital services 
to a greater extent 
there is a need for a culturally appropriate health education programme for 
travellers I 

Smoking in pregnancy 

The harmful effects of smoking in pregnancy have been well documented. 
These include: an increased risk of low birth weight, perinatal mortality, 
spontaneous abortion, placenta praevia, abruptio placentae, bleeding during 
pregnancy, premature rupture of membranes and premature delivery. Maternal 
smoking has been shown to have long term consequences for children in terms 
of physical growth, intellectual ability, emotional development and behaviour. 
Recent studies have also shown an increased risk of SIDS for the babies of 
smoking mothers. 

In the past 2 decades there has been increasing concern about the effects on 
children of exposure to cigarette smoke in the home. Cough, phlegm and 
wheezing, chronic infections of the lower respiratory tract (pneumonia, 
bronchitis and bronchiolitis), middle ear effusion (glue ear), and childhood 
asthma occur more frequently in children exposed to passive smoking. 

In Ireland 28% of women smoke (Joint National Media Research Survey, 
199314). Many studies in Ireland and internationally have shown that smoking 
is more common among the younger age groups, those in manual jobs, having a 
lower level of education, and living in urban rather than rural areas. Preliminary 
analysis of smoking rates among women attending the public antenatal clinic at 
the Rotunda Hospital in Dublin in 1995 has shown a smoking rate in these 
pregnant women in excess of 50%. The Eastern Health Board, in conjunction 
with the hospital, and with the support of Europe Against Cancer and the 



Health Promotion Unit of the Department of Health, is now piloting a smoking 
cessation programme for pregnant women in the Rotunda Hospital. 

Disability 

Mental Handicap 

A national database has been set up for planning services for people with 
intellectual disabilities or mental handicap. This system has been in use in the 
Eastern Health Board since August 1994. The table below gives a breakdown 
of cases entered on this database by age and degree of handicap. 

Severe 28 20 1 102 
Profound 4 I 52 17 

There is no formal register for physical and sensory disability at present but one 
is being proposed at national level. Consequently, comprehensive figures for 
physical and sensory disability are not available. 

I I I I 

Domiciliary Care Allowance 

Total 

Domiciliary Care Allowance is paid in respect of a severely physically or 
mentally handicapped child between the ages of 2 and 16 years. It applies to 
children normally resident at home. It is not means tested. 

Source: Department of Health Intellectual Disability System, EHB. 

975 381 1847 



Malignancy 100 
Endocrine and metabolic I 197 

L 
2 
3 
4 
5 
6 
7 
8 
9 
10 

Total 

Psvchiatric 1 93 . 
Epilepsy 63 
Blindness and low vision 50 
Deafness 135 

181 
156 
345 
311 
349 
23 5 
459 
320 
269 

2844 

Congenital anomalies 146 
Cerebral palsy, with or without mental 328 
handicao 

24,699 
23,373 
50,760 
38,266 
43,055 
29,375 
63,673 
44,734 
33,143 

385,493 

Down Syndrome 340 
Spina Bifida, with or without mental handicap 101 
Other mental handica~ 595 

Asthma and Wheeze in Schoolchildren 

Asthma is a common condition in children and it is generally accepted that the 
prevalence of asthma is increasing. A questionnaire survey of schoolchildren 
aged 4-19 years in counties Dublin, Kildare and Wicklow was carried out in 
1992-93 (Taylor MRH, Holland CV and O'Lorcain P). The reported prevalence 



of asthma was 11.9%, compared to 4.4% in 1983-4 - a rise of 170% over 9 
years. The asthma prevalence was 8.35% in girls and 14.8% in boys. The 
prevalence of asthma and wheeze were slightly higher in urban than in rural 
children but this difference was not statistically significant. 

The apparent rise in the prevalence of asthma is likely a combination of a true 
increase in the number of cases and also an under-reporting of cases in the past. 
The increased prevalence of asthma in children is probably multi-factorial in 
origin e.g. increased exposure to allergens in the environment, urban pollution 
and others. The implications of this frequent illness are considerable in terms of 
costs of treatment and in morbidity and mortality for children. 

Socio-economic status of children 

Social deprivation and poverty and their impact on the health of children have 
been well documented. In areas of social dispdvantage and high unemployment 
there is a very poor uptake of breastfeeding, a higher rate of gastroenteritis, a 
higher rate of childhood accidents, both in the home and as a result of road 
traffic accidents, a lower uptake of childhood immunisation programmes, a 
higher incidence of smoking, serious substance/drug use, and related HIV 
problems, and suicide. In these areas the higher incidence of teenage 
pregnancies may perpetuate the poverty trap. 

The Black Report "Inequalities in Health" in 1980 stated that "class differences 
in mortality are a constant feature of the entire human life time. They are found 
at birth, during the first year of life, in childhood, adolescence, and in adult life. 
In general they are more marked at the start of life." The report stressed the 
social vulnerability of children. There are class differences in the incidence of 
low birth weight, mortality in infancy, physical growth, educational 
performance, accidents, illness (especially respiratory) and the provision and 
use of services. The report stated that early childhood is the period of life at 
which intervention could most hopefully break the continued association 
between health and social class. 

The proportion of the population in each D.E.D. of the Eastern Health Board 
having a medical card is a good indicator of material deprivation. It can be used 
as a health need indicator as it is means tested and takes account of the elderly 
and children in the population. 28.8% of the Eastern Health Board population 
have a medical card (June 1995). The D.E.D.s where over 50% of the 
population had a medical card at the end of 1995 were calculated. This 
highlights the areas of greatest material deprivation. They are: 



D.E.D. % with GMS card 

Community Care Area 2 

Community Care Area 3 

Community Care Area 4 

Community Care Area 5 

Community Care Area 6 

Community Care Area 7 

Community Care Area 8 

Community Care Area 9 

Community Care Area 10 

Royal Exchange A 69.6 
Royal Exchange B 58.2 
Wood Quay A 56.6 
Mansion House A 51.6 

Merchant's Quay A 72.5 
Ushers E 54.8 
Ushers C 54.5 
Ushers B 52.7 

Tallaght Jobstown 73.8 
Tallaght Killinardan 60.0 

Cherry Orchard C 60.6 
Kylemore 55.6 
Clondalkin Rowlagh 52.7 

Arran Quay C 
Blanch.-Mulhuddari 
Rotunda B 
Inns Quay C 

Ballymun D 
Mountjoy A 
Ballybough A 
Rotunda A 
Mountjoy B 
Ballymun B 
Ballymun C 

Priorswood C 
Priorswood B 

Rathangan 
Numey 

Rathmichael (Bray) 
Bray No. 1 
Ballyarthur 

No D.E.D. in Community Care Area 1 had 50% or more of its population with 
medical cards. (Note: this analysis is based on coding of approximately 90% of 
GMS addresses for Dublin D.E.D.s and less for Kildare and Wicklow). 



Table 23 shows that over 40% of children living in Community Care Area 5 
and 7 are covered by a medical card, more than double the rate in Area 1. 

Unemployment 

Research by the Economic and Social Research Institute (ESRI 1991) in 1990 
and 1991 found that there has been a sharp increase in the risk of poverty 
among households with children, especially for large families. The most 
significant single finding associated with the risk of childhood poverty was the 
adverse effect of increased unemployment (Nolan, Farrell, 1990). Households 
with children were about 15 times as likely to be below the poverty line as 
those without children. Therefore a much greater proportion of children than 
adults were found to be in households below the poverty line. 

Measures of unemployment: The Live Register is a register of those claiming 
a social welfare payment. An individual may not be put on the Live Register 
unless helshe is entitled to such a payment. It is possible to be on the Live 
Register and still be working up to 3 days a week. The Live Register figures 
tend to underestimate rates of unemployment among women. The explanation 
for this is as follows: The means test for social welfare payments covers the 
whole household. Thus, if a woman is married or cohabiting and her husband or 
partner is earning, in most cases she would not be entitled to a social welfare 
payment and so would not be entered on the Live Register. Similarly, if her 
husband or partner is unemployed and is claiming Assistance, including an 
allowance for an adult dependant, the woman would not be entitled to go on the 



Live Register. There is no financial incentive for the woman to demand a split 
payment thereby gaining access to the Live Register. 

Labour Force survey figures for unemployment may be more reliable than the 
Live Register. Labour Force Survey figures show a much lower rate of 
unemployment than the Live Register. The Labour Force Survey uses h ~ o  
different measures of unemployment: (1) Principal economic status, which is 
based on the individual respondent's own assessment of hislher usual situation 
with regard to employment, and (2) ILO measurement, based on the 
individual's employment in the week before the survey. 

In summary, there is no one measure of unemployment. Each measure has its 
own problems and shortcomings. All measures are likely to underestimate the 
rates of unemployment among women to some extent. The table below details 
figures for unemployment based on the Live Register. 

*This category covers Disability Benefit, Invalidity Pension, Injury Benefit and Interim Disability 
Benefit. 



Child Support Entitlements 

The most widespread form of child income support in Ireland is Child Benefit 
which is paid by the state for all children. It is directed at all families whether 
the parents are in paid employment or not. 

In addition to this, parents on social welfare payments are eligible for additional 
child dependant allowances. Since child dependant allowances form the 
mainstay of child support payments provided by the state and are available only 
to parents out of work, families where the parents are in paid employment 
receive only a fraction of the cost of child-rearing. This system of child support 
can create disincentives for parents to take up employment, particularly 
amongst larger families (Carney, Fitzgerald et al, 1994). Increasing child 
dependant allowances hrther exacerbates existing unemployment and poverty 
traps. 

The Budget of January 1995 brought about a major rise of 35% in Child Benefit 
- this increase came into effect in September 1995. The objective of 

I substantially increasing Child Benefit was /o reduce deprivation and poverty in 
families with children without having a knock-on effect of creating or 
exacerbating disincentives to work. 

I I 
*The figures for "children" include some individuals up to 22 years of age. However, approximately 
98% are under 18 years of age. 



Section 2 

ABUSE OF CHILDREN AMD WOMF,N 

CHILD ABUSE 

The philosophy which underpins our Board's strategic response to child abuse 
is that the welfare of the child is paramount at all times. 

Only two Community Care Area report a decrease in the number of cases 
reported to them of child abuse in 1995. In all other Areas, the increase in the 
rate of referrals continues. Comparisons between referrals in 1993 and 1994 
show that there has been a 23% increase in referrals. 'Since 1992, there has 
been an increase of almost 63% in the number of referrals. This can be seen in 
the following Table: 

The implications of this increase in referrals must be discussed. Staffing 
shortages which are currently being experienced are compounded by the 
increased rate of referrals. Whether or not a case is ultimately confirmed or 
unconfirmed, each referral represents a considerable time investment, 
principally on the part of social workers. The ripple effect since 1992 of this 



considerable increase which is taking place throughout the service must also be 
examined in terms of increased staffing requirements and the need for 
augmented administrative services and infrastructure. At the same time, while 
the increased volume of referrals demands attention, the time cost of the 
increased volume of referrals must be recognised along with the concurrent and 
urgent need for preventive services. 

Categories of Abuse reported 

The Report of the Kilkenny Incest Investigation points out that children may 
experience four different types of abuse: 

"Physical abuse: any form of physical abuse where there is definite 
knowledge or a reasonable suspicion that the injury was inflicted or 
knowingly not prevented. Such examples would be: hitting, shaking, 

i 
squeezing, biting, burning, attempted ,sufSocation, use of excessive force 
when handling a child and deliberate pbisoning. 

. Emotional abuse: persistent andor severe emotional ill treatment or 
rejection. This includes aflkction being withheld and being subject to 
derision and constant criticism. 

Neglect: persistent andor severe neglect which results in serious 
impairment of the child's health or development including non-organic 
failure to thrive. This includes inadequate medical care, being left alone or 
inadequately supervised, being starved or kept without adequate comfort 
such as heat. 

. Sexual abuse: the involvement of dependent, developmentally immature 
children and adolescents in sexual activities that they do not fully 
comprehend, are unable to give informed consent to, and that violate the 
social taboos offamily roles." (pp36-37) 



The following Table shows the categories of abuse which were reported in the 
region in 1995: 

This review draws attention to the high rate of referrals of cases of suspected 
neglect. Heretofore, cases of child sexual abuse have attracted great attention. 
It should also be recognised however, that the effects of neglect are silent and 
pernicious. Some professionals speak of the "neglect of neglect" (Wolock and 
Horowitz, 1984) in both public and professional attention. The attention paid to 
the role of mothers is also notable in the literature; the "neglect of fathers" is 
very apparent. Savage (1994) has reviewed the literature on child neglect and 
has shown that early studies of neglecthl parents tended to be judgemental. 
She cites Oliver and Buchanan's (1979) study which concluded that "almost 
without exception, the mothers were at all times prepared to put even slight 
interests of themselves or their co-habitee before the children's interests. The 
maternal drive failed to compete with the mother's own need to be loved by 
anyone ". (p30) 

More recent theories cite factors such as limited intelligence and a tendency to 
cope with problems by ignoring them. Savage reports on Polansky's 1992 
study which highlighted that the lack of support available to these mothers, 
whether real or perceived, is also crucial; and where Thompson (1992) has 
highlighted the role played by alcohol abuse by the mother in cases of child 
neglect. Savage quotes Thompson's conclusion that: 

'policies in child protection agencies should reflect an understanding of 
the harm caused to children who live in alcoholic families and should 
encourage intervention in order to identzfi and obtain treatment for the 
alcoholic family. Seventy per cent ofthe neglecting sample had dzflculty 



in budgeting for essential items such as food, fuel or children's clothing. 
... Repeated requests for this type of financial help should arouse 
suspicions and may provide an opportunity to discuss the problem and 
find out if the financial problem is alcohol related. " ( ~ 2 8 )  

Iwaniec (1985) studied failure-to-thrive infants who presented as "they looked 
starved; all of them were withdrawn, lethargic in movements, apathetic, 
depressed-looking, detached and irritable. " ( ~ 2 5 5 )  They were developmentally 
delayed in motor, language and social skills. The study showed that no specific 
psychpathology was demonstrated in the mothers of these infants, although 
there was some predisposition among them to react to stress with anxiety. 
Their self-esteem was low. The social backgrounds of the infants studied was 
one of deprivation and there was a tendency for their families to be large. 
Living conditions were inadequate; there were more financial problems in their 
homes compared to the control group and "more of their parents tend to 
mismanage what income they do receive". ( ~ 2 5 0 )  For their part, the infants 
displayed acute feeding problems and were tempramentally 'difficult'. As 
Iwaniec remarks, we must not forget their unwitting role in their "sad fate as 
seriously malnourished beings". (p254) I 

Preventive services have an important role to play in interrupting the onset of 
child neglect. Iwaniec (1985) showed that the parents in her study "cannot call 
on as much extended family support as can the contrast groups. This isolation 
and lack of support is widely based and relates to friends and neighbours." 
(p250) Antenatal and early post-natal support, particularly for mothers of infants 
perceived as "difficult" and access to programmes such as Community 
Mothers, Family Resource Centres and nurseries is vital. As Savage remarks 
when examining one intervention study: 

"The mothers reported that having a person to talk to who reallly cared 
about one was the most important element in the helpingprocess ". (p28) 

Supervision 

The importance of adequate supervision of social workers engaged in child 
protection is often emphasised. The Kilkenny Incest Investigation Report 
pointed out that: 

"Child abuse is a complex, challenging and emotionally charged area of 
work. The work can evoke feelings of anger, distress and revulsion. 
Workers may be faced with conflicting evidence, retraction of 
statements, disbelief and denial. Many workers will be subjected to 
intimidation, violence, threatening behaviour and language .... Regular 
professional consultation and supervision are essential for those 
working in child abuse. Supervision facilitates learning, provides and 
opportunity to plan and evaluate and supports workers. Supervision 



also promotes good standards of practice to the beneJit of the public." 

(PI131 

In order to enhance the supervisory ratio in the Eastern Health Board, ten 
additional Team Leaders were recruited to social work teams during 1995. 

Training 

The expertise gained by staff who had completed the Diploma in Child 
Protection is shared with other staff in the Board. A number of training 
seminars were held which had a multi-disciplinary attendance. Staff also 
continue to avail of other training in the area such as joint conferences in St 
Louise's and St Clare's Units. In addition, a number of staff continue to attend 
T.C.D.'s Diploma in Child Protection. The forthcoming appointment of a 
Training Officer to Child Care and Family Support Services who will undertake 
responsibility for training in this area is welcomed. 

Protocol 

/ 
Following the publication of the Kilkenny Incest Investigation Report in May 
1993, the Eastern Health Board undertook a review of child abuse procedures 
within its region. In 1995, a working group was established, comprising 
representatives from social work, Directors of Community Care and Public 
Health Nurses, to oversee the development of a protocol for the investigation of 
cases referred to our Board. 

In addition, procedures in relation to the notification of suspected child abuse 
will be circulated in the very near future. This will ensure that all staff in the 
Board, regardless of area or location of work are hlly informed about child 
abuse notification systems in the region. 

Assessment of allegations of sexual abuse and treatment of victims 

Two units in Dublin, each located in children's hospitals, are responsible for the 
validation of allegations of sexual abuse. Children from Dublin's northside 
attend Temple Street Hospital, while those on the southside and in Wicklow 
and Kildare attend St Louise's Unit at Crumlin Hospital. 

In addition to confirmation of abuse, the development of a treatment service 
for children who have been sexually abused is important so that a seamless 
service is available for victims. Until recently there was a paucity of such 
treatment services available in the region. and in order to rectify this, a new 
treatment service at St Louise's Clinic in Crumlin Children's Hospital was 
proposed. Staff have now been recruited to this service and a range of 
treatment services have commenced. It is intended that this staff group will be 
augmented by the secondment or rotation of staff from Community Care and 



child psychiatry teams. In this way, it is hoped that the expertise gained in 
working in the Units will be dispersed through both of these services. The 
possibility of outreach treatment service from St Louise's will be considered in 
the future as an extension of this work. In the north side of the region, 
discussions are taking place between St Clare's Unit in Temple Street Hospital 
and Eastern Health Board staff regarding the most appropriate way to develop 
treatment services for victims of child sexual abuse there. 

Liaison with Garda Siochana 

In order to ensure that both health boards and Gardai are kept fully informed of 
suspected cases of child abuse known to each agency, a national system of joint 
notification of suspected cases of child abuse commenced in 1995. 

Joint training for social workers and Gardai is seen as a priority in order to 
ensure the effective operation of the new system and therefore the Dublin 
Metropolitan Area of the Garda Siochana invited Eastern Health Board social 
workers to provide training at a series of one day seminars for over 600 of their 
officers. I 

Meetings have been held in all Community Care Areas between the social work 
team and local Gardai in order to enhance communication between both 
agencies. It is intended that these meetings between each agency will continue 
and it is envisaged that joint training and joint working will develop. A number 
of proposals in this regard are under active consideration. It is understood that 
the joint notification procedures are to be evaluated in June 1996. It is 
considered that the requirement to report all underage sexual activity to the 
Gardai will require close consideration during that evaluation. 

The Department of Health has issued Putting Children First, a discussion 
document on manatory reporting in cases of child abuse. The Eastern Health 
Board is consulting with professionals in the organisation regarding the 
document and a response will be sent to the Department. 

Adolescent Abusers 

The Northside Inter Agency Project provides a treatment programme for 
adolescent sexual offenders. The project is an excellent example of inter- 
agency collaboration as personnel from the Department of Child and Family 
Psychiatry in the Mater Hospital, the Eastern Health Board and St Clare's Unit 
are involved. Following a detailed assessment and acknowledgement by the 
young person of the abusing behaviour, he may be selected for group therapy 
while professionals also work with his parents. The effectiveness of this 
programme is being evaluated and a similar programme for the southside of the 
region is being examined. The proposal for this project makes the following 
points: 



Both in the UK and US, research studies have established that young people 
commit a significant proportion of sexual offences. UK studies have found that 
between 36% and 52% of all reported sex offences committed in one particular 
year were perpetrated by adolescent males. (Lurney et al 1989, Home et al 
1991). Equally, one fifth of those cautioned or prosecuted for sexual offences 
were juveniles over the age of ten and under the age of seventeen years, and 
this age group is also responsible for up to one third of indecent assaults against 
females in any one year in England and Wales (HMSQ 1990). 

Furthermore, there is sound evidence from other countries that there is a strong 
association between sexual offending behaviour in young males and sexual 
offending in adulthood. (Becket 1986, Groth 1982, Abel 1985, Beckeer 1986). 
In this country, clinical experience by agencies and professionals suggests that 
the Irish situation is no different. 

It is argued that a juvenile justice response to the issue of adolescent abusers 
may be inadequate as research suggests that the offenders' behaviour patterns 
and thought processes are significantly different from ~ t h e r  offenders. It 
appears therefore that a response is required which : 

. focuses on the offending behaviour and demands accountability from the 
young person. 

provides specialised assessment, evaluation and treatment of these offenders 
and their families with a view to intempting the behaviour and preventing 
its re-occurrence and escalation. 

. selects the appropriate placement for the young person from a range of 
treatment settings including community based, non-residential through to 
secure residential accommodation followed by post-treatment services. 

The establishment of the project on the southside of Dublin is 
recommended. 

Prevention 

The Child Abuse Prevention Programme began in the region in 1991. It is 
funded by the Board and by the Departments of Health and Education. Its 
purpose is to equip teachers and parents with the knowledge and skills 
necessary to protect children in their care. Children are also taught personal 
safety skills to help them in potentially dangerous or threatening situations. 
The Board assists the Programme through administrative help and through the 
secondment of a social worker. 



There are a number of elements to the Programme. These include information 
meetings for principals and chairpersons, meetings for parents, training for 
teachers and classroom programmes for the pupils. Linkages between home 
and school are hrther formed through worksheets which children complete at 
home with the help of their parents. 

There has been high acceptability of the Programme in schools in the region as 
is demonstrated in the following Table: 

1 Total 
I I I 

624 1 623 (99.9%0 1 587 (94.1%) 1 566 (90.7%) 1 
The acceptability of the Programme is confirmed by a national survey which 
has been undertaken by the Department of Education (1995) to determine the 
extent of the Programme and to obtain the opinions of all those involved on its 
suitability and effectiveness. Support for the Programme was expressed by 98% 
of parents and 87% of them felt that the Programme was having a beneficial 
effect on their child. 73% of chairpersons and 84% of teachers believed the 
Programme was achieving its purpose in giving children personal safety skills. 

Respondents to the survey proposed some alterations to the Programme, in 
particular the need to include ways of increasing children's self esteem and 
confidence, especially as a response to peer-pressure and bullying. The need to 
develop broad life-skills and sexuality education elements to the programme 
was also highlighted. The survey concludes: 

"The programme is efective in educating school personnel, parents and 
children regarding prevention of child abuse and in heightening their 
awareness ojthe subject. Only time will tell whether it is effective in the 
long term in preventing child abuse. On the evidence of the survey there 
is reason to be optimistic that the Stay Safe programme will be efective in 
achieving its long term as well as its short term objectives. " (p16) 

Domestic Violence: 

Two services for women who are out of home due to domestic violence and 
other causes are managed directly by the Eastern Health Board. The Women's 



Refuge in Rathmines is exclusively for the use of victims of domestic violence 
and their children. Haven House is a hostel which caters for women who may 
be out of home because of eviction or other problems in addition to victims of 
domestic violence. Other refuges in the region are funded by the Board . 
These include Aoibhneas in Ballymun and a new purpose-built refuge provided 
by Bray Women's Refuge. Construction of a new refuge provide by Aoibhneas 
in Coolock began in 1995. It will provide accommodation for up to ten 
families and is expected to be in operation in June 1996. This section focuses 
exclusively on the services which are directly managed by the Board: 
Rathmines Women's Refuge and Haven House. In each, the number of 
children is considerable and, as can be seen in the Table below, shows no sign 
of abating: 

I I I 
. .. 

Women's Rehge 190 316 I 
I Total 1 990 1 1024 I 

Play and recreation 

Play is extremely important for children whose mothers have experienced 
domestic violence. Adequate play facilities and supervision of children in 
refuges and hostels allow their mothers to attend to the very many issues which 
they face such as counselling, accommodation finding etc. For the children 
themselves who have witnessed distressing scenes before admission to the 
service, play has an important therapeutic role. 

The Women's Refuge has adequate play and recreation facilities for the 
children there and these are staffed by fully trained child care workers. Staff in 
Haven House were involved in fimd raising to acquire a play bus; although the 
child care staffing for this facility was disrupted this year, further child care 
staff are about to be appointed. It is important that this is done as quickly as 
possible given the notably high number of children each year in Haven House. 
The provision of an art room in the Refuge in Rathmines would be invaluable 
for teenagers as the existing play facilities are appropriate for much younger 
children. It is recommended that the provision of such a facility should be 
considered and that particular attention is paid to the maintenance of 
adequate play facilities, including staffing by child care workers. 



Children's access to services 

Schools: Haven House reports excellent relationships with local schools. 
Similarly, the Women's Refuge in Rathmines finds local primary schools 
extremely supportive, with regular reports being received by them on the 
progress of children in their care. However, difficulties have been experienced 
by the Refuge in placing children in secondary schools. Since continuity of 
education is vitally important, this situation should be addressed. 

Nursing: Public Health Nurses visit each service on a regular basis and babies 
are examined and health information disseminated. The Women's Refuge 
reports a high turnover of Public Health Nurses assigned to their service and 
have requested that a Public Health Nurse be attached specifically to hostels 
and refuges. 

Medical: Each service has a house medical card and high satisfaction is 
reported with the service. The general practitioner holds a surgery twice 
weekly in the Refuge in Rathmines. 4aven House reports similar satisfaction 
with this service, particularly in the light of the fact that so many of their clients 
are drug abusers. 

Social Work Service: Women and children in each service remain the 
responsibility of the Community Care Area in which their family home is 
located. This involves the service managers in liaison with ten different social 
work teams and Directors of Community Care. Effective and efficient working 
relationships are difficult to establish under these circumstances. If child 
protection concerns arise, this is highly unsatisfactory and the Women's Refuge 
in Rathmines requests a change in this system. In addition, they point out that 
maintaining the connection with the family's home Community Care Area may 
be pointless as many families do not return to live in their home area. It is 
recommended that effective and efficient liaison occurs when child 
protection concerns exist, perhaps through the appointment of a liaison 
social worker to all refuges. 

Child Psychiatry: Once more, the requirement that children are referred back 
to their area of home origin causes difficulties. In addition, the insistence of 
some Child and Family Centres that fathers attend clinics with children and 
their mothers should be reconsidered in the light of most women's fears for 
their own and their children's safety. Waiting times for the service are also 
found to be unsatisfactory. As many of the children in both services have 
had recent, acutely distressing experiences, the provision of a more 
responsive sewice to meet their needs is recommended. 

Clothing: Consideration should be given to the provision of a small clothing 
budget for some important items of clothing. 



Staffing, induction and training 

An induction programme for new staff is being completed. Staff in each 
service are attending a series of workshops which are being organised by the 
Eastern Health Board, Focuspoint and Dublin Corporation. These have been 
found to be extremely satisfactory. Attention should be paid to the training 
needs of managers in each service. There is an unsatisfactory level of 
temporary staffing in each service although a permanent Assistant Manager is 
being appointed to each. Counsellors are required in Haven House. 

Client groups 

The unsatisfactory mixture of client groups in Haven House which was 
reported in this Review last year still pertains. The Women's Rehge in 
Rathmincs also reports a problem with women who were not co-operative or 
truthful regarding house rules about drugs and alcohol. The effects of the 
growing numbers of drug misusers on these as on many parts of the Board's 
service are considerable. In each of the services under dikussion here, these 
clients are disruptive, abusive, threaten security and are frightening to children. 
Women referred from the psychiatric service can be equally difficult to contain 
or to help. Managers request that facilities for women who are addicts, 
psychiatrically ill or  chronically homeless be established and this is 
recommended. 

Linkages 

Linkages between Haven House, the Women's Refuge and other services 
within the Board are unsatisfactory. Clear procedures should be in place when 
child protection concerns exist and more vigorous attempts made to incorporate 
and involve each service with other Board services. 

Domestic Violence Act 1995 

The Domestic Violence Act 1995 places new and extensive obligations on 
health boards. The Act enables health boards to apply for barring orders on 
behalf of a spouse or partner where their saIety and welfare is at risk and where 
that person is unable or unwilling to apply on their own behalf. It is anticipated 
that the implementation of this will have major staffing and other resource 
implications. In view of this legislation and other issues it is recommends 
that a cross-programme task force on domestic violence be established. 



Section 3 

DRUG MISUSE 

Altered patterns of drug misuse in the region became evident recently; in 
particular an increase in the smoking of heroin by young people was noted 
along with an increase in the supply and consumption of ecstasy. The use of 
each drug is inter-related: ecstasy is endemic in the rave scene in Dublin, and 
young people are then smoking heroin to come down from ecstasy before going 
home at night. Ecstasy can therefore be seen as a major gateway drug. This 
calls for new approaches. 

The first objective of the drugs service is to re-engage drug users with health 
professionals. This is being achieved through a number of important initiatives, 
the first of which is the expansion of the methadone programme, or a 
methadone-alternative programme which may be more suitable for adolescents. 
The opening of a ten-bed assessment and detoxification unit At Cherry Orchard 
Hospital in July 1995 represents a major increase in the level of service 
provision for young drug users. In 1996 this will increase to fifteen beds. In 
addition, the provision of a number of downstream detoxification beds will 
ensure maximum use of acute detoxification facilities. 

For young people, treatment by their own general practitioner may prove to be 
the most effective medical intervention as general practitioners will have 
detailed knowledge of each young person's history and family background. A 
number of general practitioners in the region are participating in a pilot project 
which commenced in March which will pilot a methadone prescribing protocol. 
The doctors' participation in the programme will heighten their skills in the 
detection of the signs of early drug misuse among their young patients, and 
will place them in a particularly advantaged position to begin intervention. An 
anticipated result of the pilot, is that a significant increase in the number of 
participating general practitioners will take place. 

The importance of education and prevention programmes cannot be over- 
emphasised. The Board's drugs counsellors and outreach staff work in schools, 
often making presentations to classes in conjunction with the Gardai Juvenile 
Liaison Officers and Community Gardai. Education and support for teachers 
and parents is also provided. In June 1996 a pilot prevention programme will 
begin in the north and south inner city. Health education workers will work in 
settings where young people are found, such as schools, youth clubs, residential 
centres etc to ensure that preventive work is more focused on young people. 



Drug misuse among females presents many child care issues. Accordingly, a 
rehabilitation programme has been established which is specifically targeted at 
female drug users who have stabilised through the Board's clinic in Amiens 
Street. Seventeen women are participating in the first round of the programme 
which is jointly funded by the Eastern Health Board and FAS. This programme 
will have a positive impact on child care in the north inner city of Dublin. 

In the past, communities reacted to drug users in a way which further 
marginalised them. A welcome change is noticeable during the past year. 
Programmes of early intervention have been established to address the issue of 
heroin smoking and early heroin injecting in a number of communities. This is 
in response to changing trends in drug misuse in young people which was noted 
above. The Eastern Health Board, through grant-aid and staffing, will support 
initiatives where local communities are empowered to develop responses which 
best suit their own area. It is expected that these initiatives should lead to 
substantial improvements in quality of life. 

The Board experienced extreme difficulties in 1995 in recruiting qualified staff 
of a suitable calibre. Because of his,  planned initiatives in relation to a 
programme for drug using parents id the north inner city did not commence 
during the year. The underlying issues which have led to addiction are now 
becoming more apparent among women drug misusers and issues of an 
emotional and psychological nature have arisen among them which need to be 
addressed in a comprehensive way. Issues such as these require to be addressed 
by the parents' programme which is planned to commence in July 1996 and by 
the recruitment of suitably skilled staff. 

In addition, two programmes will also commence for adolescent drug misusers, 
one each in the north and south inner city. These programmes are aimed at 
adolescents who are either dependent or at high risk of dependency on opiates. 
While the programme will engage each young person for six months, 
participants must commit themselves to involvement in follow-up, further 
training or education when their participation in the programme is completed. 
The programme's mix of occupational, recreational, educational therapeutic 
and medical input will be of sufficient variety, challenge and interest to engage 
the young people. Clear expectations of participants and rules will be 
elaborated. The programmes will be evaluated to assess their effectiveness. 

The Eastern Health Board has engaged the services of a team of international 
consultants who are experienced in the field of the management and delivery of 
drugs services abroad. The team is assessing the quality of service provision in 
the region. Their recon~mendations are awaited. 



Section 4 

FAMILY SUPPORT AND INTERVENTION SERVICES 

EARLY CHILDHOOD SUPPORT & INTERVENTION 

The effectiveness of early childhood support and intervention has been well 
proven, both here and internationally. Gibbons (1990) details research which 
has taken place in this area beginning with the Head Start Programme in the 
United States: 

"The Head Start approach assumedfirstly, that environment was the key 
determinant of intellectual and social development; secondly that poor 
children were deprived oj. experiences enjoyed by their middle-class 
counterparts; and thirdly, that "enrichment" of their environment at a 
critical point in early development would compensate for environmental 
deficits". (p I 9 )  

/ 
The long-term outcome of children who had participated in Head Start showed 
that: 

"For example, more children who had experienced pre-school 
programmes were kept in their original grades (i.e. kept up with more 
fortunately circumstances classmates) and signiJicantly fewer were 
referred for special education. Longer term gains appeared to depend on 
the involvement ofparents, as well as children, in the programme, and on 
pre-school enrichment being followed through in the ordinary school 
programme. " (p20) 

In Britain, similar favourable outcomes were demonstrated in children who had 
attended nursery school or playgroups. Gibbons writes of a longitudinal study 
of all children born in one week in 1970: 

"Children who had attended nursery schools or playgroups showed 
signtficantly greater achievement on a variew of measures atfive and ten 
years of age. Socially disa$vantaged children gained even more than 
othersfrom their participation ". (p20) 

Involvement of parents is shown to be important to the success of early 
intervention programmes. In one programme, disadvantaged black children 
were involved in a two year attendance at nursery school which also involved 
regular home visits from a teacher: 

"In subsequent evaluations at age 14. 15 and 19 the experimental 
group .... outscored the controls on some measures of attainment and were 



more likely to have been retained within the mainstream school course. 
By age 19 they were less involved in crime; made less use of welfare 
services; and had a lower incidence of teenage pregnancy. they more 
ofien graduatedfiom high school and obtained work. " (p20) 

Similarly, in a small study undertaken by Yale Child Welfare Research 
Programme, inner-city, poor parents who were expecting their first child were 
selected to receive an individualised package of services which lasted from 
pregnancy to when the child was two and a half. Services offered included 
paediatric care, day care, social work and psychological services and access to 
an informal children's centre. Because the service began in pregnancy, it was 
seen as a service which was directed at meeting the adult's needs. Results of 
this study were encouraging: 

The programme was shown to have a long-term influence on family 
functioning: more experimental mothers continued with their education 
afier the birth of their first child; they had smaller families; more of them 
were self-supporting and fewer were living with extended families. There 
were no drfferences in parenting style or in the children's IQ; but 
experimental children had less hbsenteeismj-om school and better school 
performance. " (p21) 

It can be seen that a common indicator of success of such early intervention 
programmes is that of school success. Retention in school and a positive 
experience of education is perhaps one of the best predictors of improved life- 
chances for a child. Reports from the Board's professionals highlight the 
current high levels of school refusal and school exclusion of young people who 
come to the attention of staff of the Board. School, then, can be an excellent 
barometer of a child's social health and programmes which enhance a child's 
performance in school should be fostered. The later such programmes are 
initiated with a child the more problematic is its outcome and evaluated 
programmes such as those cited above clearly state that early intervention is 
successful. 

Research points out that certain criteria must be applied to the provision of 
early intervention programmes. O'Flaherty (1995) highlights that: 

"An analysis of the research indicates that programmes most likely to 
succeed in preparing children for school are those which emphasise both 
cognitive and social skills; where staff support and encourage and are 
flexible in their approach, where parents are involved and integral to the 
curriculum; programmes that are rooted in local culture and traditions, 
which understand the central role of women and support them in their 
many tasks; and those which recognise the need for a holistic approach - 
in other words 'good quality curricula '. " 



In addition, when resources are limited, the relatively low level of the cost of 
early intervention should be carefully considered against far more expensive, 
later intervention. 

Two main forms of early intervention programmes are employed by the Eastern 
Health Board and these are detailed below. 

Community Mothers Programme 

This programme, which has been closely evaluated, supports young mothers by 
providing a "mentoring" relationship with a more experienced mother who 
visits in order to foster the inherent skills of the young mother and to encourage 
the mother's own problem solving skills. In the Eastern Health Board region in 
1995, 960 first and second time parents were visited by 160 Community 
Mothers. After initial training of four weeks, the Community Mothers work 
under the guidance of a Public Health Nurse on special assignment who is 
known as a family development nurse. During 1995, the Programme was 
expanded in Community Care Areas 4 and 10; it is intended in 1996 to re-start 
the Programme in Area 3. I 

Evaluation 

When the Programme was evaluated in 1989, "items for which the intervention 
group scored significantly better than the controls: 

Immunisation of the child 
Child's diet 
Time of introduction of cow's milk 
Cognitive stimulation of the child 
Maternal self esteem 
Maternal diet 
Maternal positive feelings" (Johnson and Molloy 1995) 

0 

In the U.K. publication What Works in the Ear& Years?, MacDonald and 
Roberts (1995) for Bamardo's have undertaken a detailed literature review in 
search of early intervention programmes which have demonstrable 
effectiveness. Having discussed the Community Mothers Programme in the 
Eastern Health Board and other initiatives, the authors conclude: 

"among the perinatal and early childhood intervention programs, 
according to the outcomes assessed in this overview, long-term visitation 
has been shown effective ... among families with one or more of single 
parenthood, poverty and teenage parent status. The evidence regarding 
the effectiveness of intervention of shout-term home visitation, early and 
extendedpostpartum contact, intensive paediatric contact, use of a drop- 



in centre, classroom education and parent training remains 
inconclusive. " (p32) 

In short, the report concludes that the success of Community Mothers has come 
about "because parents have been supported ... to become better parents" (p32) 

As discussed above, early intervention programmes show very clear benefits 
for children which are retained throughout childhood and into young adulthood. 
These benefits can be seen most clearly in the school careers of participating 
children. It is recommends that a follow-up the 1989 group of Programme 
children, concentrating on their school performance is begun to begin a 
longitudinal study of the impact of the Programme upon them. 

Other Programme benefits 

In addition to the above, the Community Mothers Programme has shown clear 
advantages to the mothers who deliver the Programme. In addition to their own 
sense of self-worth being enhanced, Johnson and Molloy (1995) point out: 

/ 
Many ofthe Community Mothe~s have become involved in adult education 
programmes, for example, literacy, counselling and personal development 
as a result of their contact with the Community Mothers Programme. 
Once the process of empowerment has begun, it then appears to develop a 
momentum in other directions". (p80) 

Many spin-off initiatives have also taken place within the Community Mothers 
Programme. These include parent and child groups (14); breastfeeding support 
groups (7); a toy library; an additional health information visit to families on a 
pilot basis; and a Programme for travellers in which 70 traveller parents 
received visits from the Programme during the year. 

Programme targets for 1996 

To restart the Programme In Community Care Area 3 
To evaluate and extend the Health Information Visit to all Areas 
To increase the number of ante-natal visits by 5-10% 
To further develop the home support visits by Community Mothers to 
breastfeeding mothers 
To continue the development of Irish-based materials for the Programme, 
using a participatory process, involving users in the development and 
production of materials 

Nurseries 

The second important early childhood intervention which is fostered by the 
Eastern Health Board is that of nursery provision. In the region, nurseries can 



frequently be the location also for additional initiatives such as after-school 
intervention, afternoon programmes, mother and toddler groups, toy libraries 
and individual work with particular parents and their children. It should be 
noted that staff in Eastern Health Board hnded nurseries have early childhood 
qualifications in child care, Montessori education or in nursery nursing. The 
following Table shows their distribution across Community Care Areas: 

It can be seen that provision of nursery services is unequal throughout the 
region and that provision is inadequate in Community Care Area 4. This Area 
has an almost identical number of children in the 0-4 group as Area 6, yet 
access to nursery care in Area 4 is a kaction of that in Area 6. Area 3, with 
almost half the number of children in that age group has a comparatively 
handsome provision of places. It is strongly recommended that future 
nursery school provision in the region be matched more carefully to meet 
need. 
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Up to 90% of agreed running costs of the nurseries are met by the Eastern 
Health Board. Parents must contribute towards the cost of their child's place in 
the nursery; in cases of hardship the cost is met by the Community Welfare 
Officer. Fundraising must also take place in many instances to make up the 
balance of the budget. 

Some confusion has arisen in relation to the pre-school provision by the 
Department of Education in deprived areas. One element contributing to this is 
that such pre-school places are totally free, unlike the nurseries. This may be a 
very important factor in such poor areas. In addition, since nursery places are 
usually reserved for children who are seen by professionals to be at risk, an 
element of stigma may attach to their use, unlike the Department of Education's 

'Places are designated as full time if children remain until 3.30 p.m. or later 
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Early Start pre-schools which are open to all children. All services provision 
which is targeted and which is not universally available can become 
stigmatising and their acceptability to consumers consequently unattractive. A 
fundamental examination of the role of the nurseries may have to be undertaken 
as a result of these developments. An Early Start Monitoring Committee has 
been established by the Department of Education and a submission was made 
by the Eastern Health Board which highlighted many of these issues. 

Conclusion 

Since the effectiveness of early childhood intervention programmes has been 
clearly demonstrated, a clear and comprehensive strategy for its development in 
the region should be developed. Particular attention should be paid to the 
fostering of such services in areas of acute need so that equitable service 
provision exists in the region. In addition, it is important to ensure that these 
services are delivered in a manner which has high acceptability to consumers. 
It is noted that the proposal of our Board's Child Care Advisory Committee to 
establish an early intervention pilot project has been approved by the Board and 
the project will commence in 1996. 

1 

CHILD AND FAMILY SUPPORT & INTERVENTION SERVICES 

In writing on families under stress, Gibbons (1990) remarks that: 

"There is good reason, ... fo r believing that family support ... might have 
bene3cial effects. There is a large literature on the importance of social 
support in mediating the effects of stress and preventing adverse 
physical and mental reactions to it. Social support ... may have a direct 
influence on individuals' mental and physical health; or it may have a 
"bufjkring" effect against sbess, so that those with adequate social 
support are more able to weather adverse life events. In that case, if 
family support projects were available to families under stress, they 
should be more able to cope, and less likely to develop serious and 
continuingpersonalproblems" ( p ~ s )  

The stress which many families are experiencing from a variety of causes - 
most notably deprivation - can be seen throughout this document. A range of 
family support services, which are targeted at families undergoing stress or 
otherwise in need of support in raising children, exists in the region which are 
either directly managed by the Eastern Health Board or managed by voluntary 
agencies which are funded by the Board. These include the following services: 

Family Resource Centres 

Family Resource Centres are a community resource which are readily 
accessible to all families in the district in which they are located. They provide 



a wide range of activities including mother and toddler groups; parenting 
courses; personal development programmes; after-schools groups and teenage 
groups. Accessibility and community involvement are the key features of 
Family Resource Centres. Three such centres are located in the region: 
Ballymun, Finglas and Tallaght. Each has developed in a unique way, 
reflecting the needs of the communities in which they are based. 

Homestart 

Blanchardstown Homestart is a voluntary scheme in which volunteers offer 
support, friendship and practical help to families with children under five in 
their own homes. Homestart works toward increasing confidence and 
independence by offering support, friendship and practical assistance to 
families and by being available to families who are experiencing frustrations or 
difficulties. Families are visited in their own homes and at all times the identity 
and dignity of the individual is respected. A relationship is developed with the 
family in which the parents' own strengths and emotional well-being is fostered 
for the ultimate benefit of the children in the family. Families are encouraged 
to widen their network of relationships and to use community support and 
services effectively. 

Families helped by Homestart include parents who have children who are very 
close in age or those who are finding it difficult to adapt to their role as parents. 
Single parents are also supported as are parents who have had severe depression 
or psychiatric illness. All Homestart volunteers are parents themselves who 
come from a variety of backgrounds and they attend a basic preparation course 
before they begin visiting. 

Neighbourhood Youth Projects 

Neighbourhood Youth Projects enable young people to remain in their own 
communities while receiving skilled help directed towards resolving personal 
or family problems. They provide a resource to mobilise the potential of the 
neighbourhood in which they are located to define and meet the needs of its 
younger people. There are Neighbourhood Youth Projects in the north inner 
city of Dublin, Blanchardstown, while Dochas opened in Clondalkin in 1994. 

Children and families are referred to Dochas if there is concern about a child's 
social, behavioural or emotional development and its effect on the child's 
family, social and school life. Dochas works in close partnership with parents 
and a commitment is made by parents to support the aims of the programme. 
Families are visited by the child's key worker and parents participate in twice- 
yearly reviews. In the first year of service, over half of the families who were 
referred already had at least one child in care. The support offered to families 
extends beyond specific child care issues; for example there is close liaison 



between Dochas, 'the parents and the locally based money and debt advisory 
service. 

In working with the children, emphasis is placed on maintaining and supporting 
them in their school. The child's keyworker draws up an individual programme 
which identifies specific needs and goals; this may include the need for 
"regressive" play, language development, temper control or school attendance . 
In 1995, as a result of concerns expressed by schools and information received 
in working with families, a breakfast club was established for a specific group 
of children. A hot nutritious breakfast is provided and the children's hygiene 
receives attention before they leave for school - towels and personal toiletries 
are provided. Participating children appear to benefit significantly by this 
intervention in terms of school attendance and behaviour. It appears that 
attention to hygiene and dress improves the child's sense of well-being and 
their school attendance through the reduction of the bullying or teasing they 
may receive from other children. Although Dochas staff try to ensure that the 
child's home circumstances improve so that the need for the breakfast club will 
not be long term, sadly it appears that there is a need to extended the service to 

I 
include other children. 

Family Support Sewices 

Family Support Services have been developed in a number of Community Care 
Areas over the past number of years. Staff are specially recruited from the 
local community and before being allocated to work with individual families, 
they undergo a specially designed training programme. The service is 
preventive in its approach and staff are assigned to families when there are 
concerns about the care of the children. Specific plans are drawn up for the 
intervention in each family and the primary objective is to assist the mother in 
developing the potential of the children and to enhance the quality of life in the 
family. Families are empowered to care for their children and to maintain and 
nurture links with the extended family and with the wider environment. Help 
and support is given with childcare, budgeting and general household 
management. As the service is delivered in the family's own home and for the 
most part by local people, it is seen as accessible and acceptable. 

Family Centres 

Family Centres provide professional support to families which are experiencing 
difficulties in child raising, personal relationships or parenting. One Centre is 
located at Claidhe Mor in Santry, while another has recently opened in 
Phibsborough. The Centres provide comprehensive, specialist support for 
referred families: family therapists, counsellors, social workers and 
ps.jchologists are included in the staff group. A family therapy approach is 
employed; rather than focus upon a "problem" child, there is an emphasis on 



supporting parents to f d f i l  and develop their own potential at a personal and 
parental level. 

Child Care Workers in the Community 

The number of community based child care workers in the region was increased 
during 1995. Although direct work with individual children is an important 
part of their work, work with families in a preventive role also features to a 
great extent. With individual families, work can include the development of a 
programme to manage a child's behaviour difficulties; helping a parent 
intellectually stimulate a child; preparing a family for the return of their child 
from care. Group work also takes place either for parents or in the fonn of 
women's groups, facilitated by a child care worker and social worker. 

It can be seen that services such as the above help the Eastern Health Board 
towards meeting the objectives of family intervention services as stated by 
Gibbons: 

"Relieving family poverty / 

compensating for material or other disadvantage :in individual 
families 

preventing serious childrearing problems and removal of children 
porn home 

strengthening resources for families in local areas with many social 
needs ". (p15) 

It is recommended that all deprived districts should have a full range of 
family intervention services so that health and social gain for all families in 
the region can be brought about for all families experiencing stress. 
Although the demand for other services may be pressing, it is important 
that such interventions always remain a priority and are targeted towards 
the Areas which experience the most deprivation. 



Section 5 

Fostering plays a key role in providing a family life to children whose own 
family places them at risk. This section details the difficulties which have been 
experienced by our Board in recruiting foster families and welcomes the recent 
initiative which we have undertaken in the launch of a recruitment campaign to 
attract more families to the task. 

The Minister for Health introduced regulations in relation to foster care in 
October 1995. Of key importance in the regulations is the requirement to 
produce a care plan prior to the placement of a child. This care plan must then 
set out aims and objectives of the placement and arrangements for reviewing 
the plan. The regulations also lay down standards for reviews of placement. 
Emphasis is placed on including the views of foster parents, the child and 
parents. In addition, minimum standards have been set for the holding of 
reviews. A review must be held at least every six months in the first two years 
and at least every year thereafter. Minimum standards have also been set for 
visiting. A child in foster care is required to be visited at least every three 
months in the first two years and every six months thereafter. Similar 
regulations have been set for the placement of children with relatives. Under 
the regulations a relative can be any person who has acted in loco parentis. 

The following table shows the number of children in foster care in the region on 
3 1st December 1995 compared to those in foster care in previous years: 

Short term 
Day foster care 
Holidavlweekend 

While numbers in most types of fostering are either static or falling, the number 
of fostering applications by relatives, either under Section 61 of the 1970 
Health Act, or more recently under Section 36 of the Child Care Act, has more 
than doubled in the past year. This is discussed further below when recruitment 
to fostering is examined. 

Sections 6 1136 
(with relatives) 
Total 

215 
75 
26 
37 

895 

27 1 
73 
30 

270 
45 
25 

52 

973 

-. 

11 1 

1008 



Recruitment and retention of foster carers 

There are 628 families involved as foster carers in the region at the moment. 
Serious difficulties exist in the recruitment of further numbers, particularly in 
some areas of Dublin and social work managers remark on the recruitment 
problems which are experienced in a number of Areas. Steps which have been 
taken there to recruit additional families have not met with much success. 
Disincentives to fostering which are noted by managers include the level of 
payment, the level of challenging behaviour which many children now present, 
the changing role of women in society and the expectation among applicants of 
quasi adoption. 

The Eastern Health Board region is not alone in experiencing a scarcity of 
foster families. Triseliotis (1995) points out that the recruitment of more foster 
carers has been the preoccupation of very many countries for a long time. 
Studies are cited by him which demonstrate that suitable placements for many 
children may be difficult, if not impossible to find. Other studies which he 
quotes also highlight a scarcity of foster carers with the necessary skills, 
especially for teenagers and chilgren with special needs. This experience is 
borne out in the Eastern Health Board region where managers note the 
difficulty in recruiting families who were both suitable and prepared to endure 
at the task. 

Historically, the provision of a financial incentive was not seen as important in 
recruitment; altruism was viewed as the primary motivation in the decision to 
embark upon fostering. A "reward" element in fostering allowances attracted 
suspicion, as did those foster carers who questioned the levels of those 
allowances. In Britain, as in other countries, falling numbers of foster carers 
forced policy makers to re-think these firmly held views. Recently, increased 
fostering allowances for children aged twelve and over were announced. This 
decision is in line with the recommendations made in the report by the 
Commission on Social Welfare which states in relation to child benefit: 

"There is universally accepted evidence that the costs of adolescent 
children are significantly greater than the costs of younger children and 
infants. We therefore recommend the introduction of an age supplement 
in respect of all children aged 12 years or over or, alternatively, aged 13 
years and over .... We regard this supplement as a useful device for 
targetting expenditure on the basis of need.. . . . " (p299) 

Triseliotis concludes: 

"It would .... be a very unusual foster carer who did not consider the 
question of rewards in a society whose emphasis is on allowing market 
forces to determine the value ofgoods and services. " ( ~ 3 9 )  



Social work managers in the region agree with this viewpoint. They repeatedly 
remarked on the unattractiveness of the payment for fostering and feel this 
contributes to the difficulty in recruitment. At the same time however, 
Triseliotis notes that on present evidence, the relationship between recruitment 
of foster carers and levels of rewards is still tenuous. A report of the U.K. 
National Foster Care Association quoted by him points out that it is 
resignations from fostering which should cause concern rather than recruitment 
and that four main reasons apply: 

0 the low level of allowances paid by some authorities 
the expectation of much more contact between children and their families 

0 the fear of being accused of abusing a child 
0 the pressure on social services budgets, and increased workloads from new 

legislation leading to some authorities cutting back on support for foster 
carers 

Social work managers here make additional points regarding the ways in which 
the changing lives of women contribute to recruitment difficulties and that 
women's increased participation in the labour force is the principal factor in 
this. Fostering has often been seen by women as a chance to rear a 'L~econd" 
family when their own children were reaching a level of independence. 
Delayed childbirth, a trend which is noticeable in many Western societies, 
means that women do not have those years available to fostering when their 
children are "off their hands" while they still remain comparatively young. 
Private childminding, for which they may be paid £10-£12 per day, also 
presents a more attractive option, with fewer responsibilities and stresses. Such 
economic considerations are particularly acute in deprived areas. 

Greater recourse to additional help such as training in behaviour management, 
respite care, laundry service and access to care workers for particularly difficult 
children should be available. In this way, the need to retain foster carers, as 
highlighted by Triseliotis, might be met. 

It can be seen that the rate of increase of fostering applications is growing very 
slowly. This is in contrast to the growth in the number of children who are 
placed with relatives as was shown above. It was pointed out to this Review 
that applications from relatives are as demanding on social work time as any 

.. 
Table 33: W~stering Appiieatbns in EHB region 1990-1995 

Year 1 Number received 
1090 129 



other, since the same level of assessment etc must be undergone as with any 
other fostering application. The resulting fostering "capacity" of that family is 
extremely limited however, as their application relates only to a particular 
child. Fostering applications from the general public on the other hand, 
represent a potential capacity to foster very many children. 

The low number of fostering applications is in contrast with high numbers of 
applications for both foreign and home adoptions. It is clear from this contrast 
that the temporary nature of fostering and the high levels of contact which 
children maintain with their birth families are even further disincentives to 
fostering. 

Recruitment to fostering in the region now takes place on a local Community 
Care Area basis. During the year, many Areas ran fostering recruitment 
campaigns and the disheartening experience of one Area is described by the 
manager: 

"A local campaign was held in February/March 1995 and this included 
producing a video. 46 enqiriries came as a result of this campaign, four 
of whom were fiom this Arba. A public meeting was attended by eleven 
people, five of whom were fiom this Area. From these, we got three 
applications. Two subsequently withdrew, and the third is in the final 
stages of assessment. It appears that this application will be a resource 
for two children in long-term care. 8 ,  

Another Area manager reports: 

"Nine thousand leajlets on fostering were delivered to the homes in the 
Area through primary schools and An Post. Local newspapers were also 
asked to print articles on fostering. Four public meetings were held, two 
at night and two coffee mornings during the week at dzfferent venues. 
The meetings had a very poor attendance. Sixteen enquiries for follow- 
up visits resultedfrom this campaign. All of these follow-up visits have 
been done. At this time, there has been no applications made. 3 ,  

A major national fostering campaign is planned to take place shortly. It should 
be noted that speed is of the essence in following up applications from such 
campaigns. As Triseliotis warns: "In order not to lose these potential recruits, 
social workers need to respond quickly. They need to be at the end of a 
telephone. " (p43) He also quotes two studies which each point to the importance 
of increased fostering allowances in retaining applicants. The first, from the 
U.K., claims to have found that higher allowances resulted in a greater 
proportion of approved families who proceeded to take children. The difficulty 
experienced in retaining applicants and in processing these to the final stage of 
approval by the Placement Committee is shown in the following figure which 
gives data for 1995 from six of our Board's Community Care Areas: 



Figure 6 

Supporting foster carers 

An American study showed that the drop-out rate of fostej carers is 
significantly reduced when they are better paid, better trained, and better 
supported by the agency. Triseliotis concludes that social service agencies 
should concentrate on supporting existing carers in order to retain them, rather 
than continued new recruitment. 

The need to support and retain existing foster carers is recognised by social 
work managers. However, Areas differ in the range of support options which 
they list as being available. These include the provision of home helps; family 
support worker; child care worker; counselling; help with the cost of child 
minding and some limited recourse to respite care. Of the Areas which 
provided detailed information, it is notable that those which experienced least 
fostering breakdowns during 1995 were those which listed the most 
comprehensive range of support services which they offer to foster carers. 

Breakdown of placement is seen by social work managers as being attributable 
to three main causes: recruitment of foster carers; recruitment of social workers 
and lack of support services. Foster parents appear to experience difficulties in 
coping with the behaviour of a number of teenagers; in these cases, greatly 
increased social work support may be needed which may not be possible for 
hard-pressed teams to provide. Difficulties in filling social work posts was 
mentioned also in this regard. This also contributes to the difficulty in 
achieving the number of reviews of children in foster care which is required by 
the Child Care Act. Children being retained in short-term placements beyond 
agreed time scales is another factor contributing to breakdown and one which 
can only be addressed by improved recruitment and retention of foster carers. 



Carers 

A Carers scheme is in operation in the region to meet the special needs which 
some children in care present. Carers are foster families who are specially 
trained and who are paid an enhanced fostering allowance to care for children 
whose placements in other foster families or group homes have not been 
successfUl. Recruitment to the Carers scheme in 1995 is shown in the 
following Table: 

Table 34 : Applications to Carers and Emergency Carers Scheme: 
1994-1995 

Summary 

Number of aoolications 1995 
Approved : Carers 
Approved: Emergency Carers 
Shared Rearing 
Carers for specific children 
Total approved 1995 
Total approved 1994 I 

The Eastern Health Board plans a major, professional recruitment campaign in 
1996. Should this fail, and if the support and retention difficulties discussed 
above are not addressed, it is clear that the needs of children cannot be met. 
The major difficulty, such as recruitment, appear so far to be outside the control 
of the Eastern Health Board and would require cultural and societal change and 
commitment in order to provide children with safe, suitable alternative families. 
Retention of existing foster families through enhanced support must become a 
priority. Failing this, it is clear that other options will be required such as 
increased residential care provision and greater levels of support to keep 
children at home must be relied upon. Experience abroad, such as Strathclyde's 
use of very short term respite care should also be explored. Throughout the 
discussion, the importance of early intervention for children at risk must not be 
forgotten. 

38 
2 

17 
5 
7 

3 1 
7 



Section 6 

PARENTS AND PARENTING 

As is recognised by the Health Strategy, the achievement of equity must be 
addressed in a multi-dimensional way and the selection by our Board of its 
Health Development Sectors reflects the multi-faceted approach which this 
requires. Central to our Board's strategy in this regard is the motivation 
toward achieving greater equity in the drive towards health and social gain 
in certain disadvantaged groups with low health status. Throughout, the 
role of women in families is awarded a high priority in our Board's 
services. 

In their role as mothers, women require unprecedented levels of support, 
particularly in the light of the decline of the extended family. To provide this 
support, very many family support initiatives receive priority and projects such 
as Community Mothers, Homemakers and Family Support Workers are also 
documented elsewhere in this submission. It is recognised by our/Board that 
women require support, both as women in their own right and as mothers. 

Very many of the women included in this Health Development Sector are 
poor. The Commission on Social Welfare (1986) defines poverty as: 

"Individuals, families and groups in the population can be said to be in 
poverty when they lack the resources to obtain the diets, participate in the 
activities and have the living conditions and amenities which are 
customary, or are at least widely encouraged or approved in the societies to 
which they belong. Their resources are so seriously below those 
commanded by the average individual or family that they are, in efSect, 
excludedffom ordina y living patterns, customs and activities. " (p123) 

The Health Strategy expands this concept and calls upon us to heighten 
equity of access to, and participation in services which will bring about 
health and social gain. It is clear that the most effective way of bringing 
about health and social gain for families is to strategically target services 
towards poor women. The wisdom of this approach is reinforced by reports 
such as "Breadline Motherhood: Trends and Experiences in Ireland' 
(1994). This report highlights how poverty impacts upon the health status 
of women and applauds their efforts as the "health keepers" of the family. 
It is clear from this that the health and social gain of the entire family can be 
mediated through work with women. 

"Breadline Motherhood" also highlights how women's own health suffers 
in their efforts to ensure their family's health: in attempting to provide 



enough food for their children, the women surveyed frequently reduced 
their own food intake. As a result, their intake of essential vitamins and 
minerals such as folic acid was found to be deficient. This last finding is 
particularly alarming given the relationship which now appears to be clear 
between reduced folic acid intake in the mother at the time of conception 
and neural tube defects in the baby. With special funding &om the 
Department of Health, our Board initiated a pilot, peer-led intervention 
project in the greater Blanchardstown area. In this project, a Community 
Nutritionist was appointed who identified and trained local people in 
healthy nutrition practices and facilitation skills. Those who were trained in 
this way now run similar courses for others in the community, targeting 
women aged 25-44. A formal evaluation was undertaken among the group 
of trainers which showed increased knowledge and awareness coupled with 
positive behavioural changes. To date, informal evaluation among their 
trainees shows similar beneficial outcomes. 

While nutrition projects such that in Blanchardstown hold the key to the 
provision of knowledge and information, women's access to money is also 
crucial. Along with their responsibility as family health keeper, women are 
often charged also with the mhnagement of the household budget. Our 
Board's Community Welfare Officers participate in a money management 
scheme in deprived areas: payment of bills for utilities and other essential 
items, access to legitimate sources of credit such as the Credit Union and 
debt management are arranged. It is hoped that by expanding this initiative 
throughout the region, the stress under which poor women live will be 
alleviated and their physical and mental health gain will be improved. 

In Whitefriar Street, our Board has seconded a Public Health Nurse to 
facilitate a community-based group of women in developing "second- 
chance" education for those who do not normally participate in adult 
education or community development opportunities. Personal development 
courses are offered, along with follow-on options in a number of topics. 
The ultimate aim of the project is that local women will take over its 
management and develop it even further according to their own needs. 

The importance of listening to women when they express their views of 
their lives and their own health needs was recognised by our Board's 
consultative process among over 6,000 women in the region. Through this 
process women were enabled to identify that the barriers which they 
experience in achieving health gain are poverty, time and lack of access to 
facilities. The other call from the women was independent of resources. 
They have expressed a need for a health service and professionals who are 
understanding, efficient, friendly and sensitive. Women also want 
"ownership" of their health services through self-help schemes and positive 
lifestyle projects. They recognise that such self empowerment can reduce 



the stress which is one of the most destructive factors in the health of 
women. 

It was noted above that women's access to health services is not equitable, 
and the way in which this impacts most acutely upon poor women. This is 
borne out by the Well Woman Centre's finding that only 10% of clients in 
their city clinics are holders of GMS cards. These clinics provide a wide 
range of services: contraceptive advice, pregnancy testing, preventative 
health care, menopause services, pre-menstrual syndrome advice, infection 
testing, an infertility unity and counselling over a wide range of topics. To 
improve equity of access of marginalised women our Board has established 
pilot projects in Coolock for the provision of a comprehensive range of 
services for women involving a number of general practitioners practising 
in an agreed area in conjunction with the Dublin Well Woman Centre. A 
similar project is proposed for the Tallaght/Clondalkin area which will co- 
ordinate a number of general practitioners practising in an agreed area and 
the Irish Family Planning Association. These projects will be the subject of 
evaluation and audit to measure the impact on both health and social gain of 
the women in the areas concerned and the cost effectiveness of the sefvice. 

It is crucial that intervention in Health Development Sectors must take 
place in partnership with clients. As is shown above, their views must be 
elicited and strategic responses must take these views into account. Where 
possible, clients themselves should then be involved in partnership in the 
delivery of the service. Recognising this, and the special role which women 
have as health keepers of their families, our Board is establishing a pilot 
health promotion programme for travellers on five sites in the Finglas area. 
Eight traveller women have been recruited to deliver the programme to 
sixty traveller families. The project will establish a model of traveller 
participation in the promotion of health and will develop the skills of 
traveller women in providing community based health services. 

The relative powerlessness of some women has been shown to result in 
them being physically abused in the home. The Report of the Kilkemy 
Incest Investigation (1986) called for greater public awareness of, and 
strategies to cope with domestic violence and the Domestic Violence Bill 
has just been published to bring about the legal mechanisms of change. The 
need to expand and improve co-ordination of services for women who are 
the victims of domestic violence has been identified by our Board as a 
major priority. This expansion will be underpinned by the finding of a 
research study in which our Board is participating which was commissioned 
by Women's Aid. Some of the main areas included in this research are the 
prevalence and incidence of domestic violence, the type of injuries 
occurring and how the response of the support services can be made more 
effective. 



Parenting 

Parenting skills training courses have been offered by the Eastern Health Board 
Psychology Department since 1981. The courses are held in community-based 
venues, unconnected with the health services, in densely populated areas. There 
has been a consistent and accelerating growth in demand. In 1991 a partnership 
with the National Rehabilitation Board led to the setting up of a European Union 
fimded project aimed at adapting the course to meet the needs of parents who 
have children with a physical disability. As a result of this partnership it was 
possible to employ and train additional staff for course delivery. At community 
level much of the success of each course is due to the outstanding work done by 
voluntary co-ordinators in each area. These are parents who have completed the 
parenting course and found it of such value that they are prepared to work in 
organising the groups. 

From the beginning, the focus of the programme has been on the promotion of 
effective parenting and the prevention of child and family disturbance. 
Procedures for programme evaluation were built in from the start and these have 
consistently shown that the ptogramme achieves significant health and social 
gains. A number of papers havk been published in journals outlining the outcome 
of this research (Mullin et al, 1990; Mullin et al, 1994a; Mullin et al, 1994b). The 
gains obtained from participation in the programme are: 

Health gains 

A significant improvement on measures of the mental health status of parents 
A reduction in emotional and behavioural problems in children 
An improvement in the attitude of parents towards their children 

Social gains 

Increased parental confidence 
Increased social competence in parents 
The establishment of ongoing social support networks 
The empowerment of parents in becoming active in their community. 

The course consists of two and a half hour sessions per week for ten weeks. 
Attendance is high and averages 96%, often reaching 100%. This indicates a 
high level of satisfaction with the programme and attests to the relevance of the 
programme in meeting parents' needs. Along with scientific validation of results, 
feedback from parents expresses high satisfaction: 

"I have received such support that I am doing things I never though I was 
capable of doing". 
"I no longer depend on shouting and physical punishment to control my 
childven ". 
"Iam now aware of the importance ofDad's role and unitedparents". 



"I only wish I did this course ten years ago'! 
'Yam a much more conzdent and happierperson" 

Future development needs 

Within existing resources, the programme is delivered in twenty five per cent of 
the Board's region. To provide equity of access throughout the region, five 
additional staff are required. Multidimensional family problems are dealt with on 
the course and therefore a high level of expertise is required to maintain high 
standards and the health and social gains already attained. The current objective 
of the programme is to make the programme available throughout the Board's 
region by 1997. 

Support ing Drug  Using Parents and  their Children 

Prevalence of Drug Misuse/H.I.V. 

It is generally acknowledged that there is a serious and increasing drug problem 
in the Dublin area. Various estimates of the number of drug users pave been 
offered. In October 1993, the Minister for Health stated it was the belief of his 
Department that there were 5,000 drug users approximately in Dublin. 

Ongoing research conducted by the Health Research Board would indicate that 
men account for about 75% of those attending for treatment. Yet drug 
agencies, in the recent years, have noted an increase in the number of women 
attending. For example since 1990 women have accounted for up to 40% of 
total attendance at some periods in the Ana Liffey Project. During January to 
June 1993, 167 women attended Ana Liffey - 37% of total attendance. Many of 
the men are fathers but their level of involvement in parenting varies 
considerably. In contrast the vast majority of the women attending are parents 
and are involved in caring for their children. 

HIVIAIDS have had a major impact on the nature of the issues facing drug 
using families and the drug agencies. HIV drug users account for the largest 
number of cases of AIDS and 51% of HIV cases. A considerable number of 
children have also tested HIV antibody positive. It is considered that the 
majority of children with the virus were born to women with a history of drug 
misuse. 

Within Community Care Area 7 - in particular in the inner city and Ballymun - 
there is serious, widespread and increasing incidence of drug misuse and 
HIVIAIDS. During 1992, 65% of the women who are mothers, in attendance at 
Ana Liffey, were from Community Care Area 7. There is a much larger 
attendance of women at The City Clinic, Amiens Street than at Baggot Street or 
Ashling, Ballyfermot. 



Aim of Project 

Drug agencies traditionally have focused on the individual's drug use to the 
exclusion of other aspects of the person's life e.g. their parenting ability and 
child care responsibilities. Child care agencies are viewed as focusing on child 
care and protection issues solely and not working with the wider substance 
misuse problems. This division of responsibility and the consequent 
fragmentation of services is potentially damaging for those adults misusing 
drugs and their children. 

As a result of HIVIAIDS a significant number of drug using parents are unwell 
and are unable to meet the needs of their children on a continuous basis. 
Within Area 7 the tragic deaths of many young parents are being witnessed. 
Extended family members are frequently the key providers of care and support. 
However, many of the relatives are elderly and living in poverty. The children 
often are emotionally disturbed and exhibit challenging behaviour as a result of 
life experiences. 

The aim of this project is to/provide a comprehensive family support service 
and alternative care system When required, ideally within the community and 
kin network. The project will also focus on the emotional needs of the children 
through the provision of group and individual counselling. 

Specifically, the project will focus on: 

supporting drug using parents in caring for their own children, 
providing for the emotional needs of the children through individual, family 
and group work, 
supporting extended family members and other alternative carers while 
caring for the children, 
facilitating the speedy return of children to their natural parents where 
possible. 
bereavement counselling and support. 

Referrals will be accepted kom the local community care social workers, drug 
agencies and other voluntary agencies. 

Structure and Administration of the Project: 

Staffing of the Project is as follows: 

1 Social Worker 
*2 Child Care Workers 
*1 Family Outreach Worker 

The premises will be based in the north inner city. 



Conclusion: 

In January 1994, a new initiative was launched, aimed at helping children and 
families affected by HIVIAIDS in Europe. This initiative - The European 
Forum on HIVIAIDS, chaired by Professor Catherine Peckham, is sponsored by 
the leading English child care agency, the National Children's Bureau and the 
Institute of Child Care. The aim of the forum is to highlight the social care 
aspects of working with children and families affected by HIVIAIDS and to 
promote collaboration and co-ordination between agencies. The Board's 
project in the north inner city is in line with the objectives of the European 
Forum. 

The project being initiated in Area 7 (if successful) could be extended to other 
areas where similar problems exist. 

Central to the philosophy of the project is that it is set up as a joint 
voluntary/statutory venture. The support and endorsement of the Apa Liffey 
Drugs Project is vital. A joint statutorylvoluntary community based,response 
will appeal to many who would not attend andlor avoid involvement with the 
statutory services. It will be an acceptable preventative and family support 
service. 

Generally, one would wish to provide generic type services to all categories of 
families at risk. However, in view of the stigma, isolation and marginalisation 
experienced by this particular group, it is hoped that a co-operative response 
between a statutory social worker service and a voluntary drug specific service 
will enable these agencies and others to meet the special needs of children and 
families affected by drugs/HIV. 



Section 7 

THE ELDERLY 

Policy Objectives 

The Eastern Health Board objectives for the provision of services for the 
elderly are as stated in the policy document 'Services for the Elderly' - adopted 
in 1989 and which was a response to the 'The Years Ahead - A Policy for the 
Elderly'. These policies were also reaffirmed in the Health Strategy 'Shaping 
a Healthier Future'. 

These objectives are: 

To maintain older people in dignity and independence at home in accordance 
1 

with the wishes of older people as expressed in many research studies 

To restore to independence at home those older people who become ill or 
dependant. 

To encourage and support the care of older people in their own community 
by family, neighbours and voluntary bodies in every way possible. 

To provide high quality hospital or residential care for older people when 
they can no longer be maintained in dignity and independence at home. 

T o  co-ordinate the existing services into a cohesive support package 
unrestricted by programme or service agency boundaries with the sole 
objective of providing the best and most comprehensive range of care for the 
elderly. 

In May of 1995 our Board adopted a report 'Review of Services for the Elderly 
and Four Year Action Plan 1995-1998. 

This review examined the progress that had been made since 1989 and 
proposed an ambitious four year action plan which would be responsive to the 
needs of the elderly in the light of the challenges facing the health service as we 
approach the millennium. 

The main areas highlighted for Action in the coming years which directly effect 
our Board are: 



Promotion of healthy ageing, with the assistance of the National Council for 
the Elderly and in co-operation with the statutory and voluntary bodies 
involved with older people. 

Strengthening the role of the general practitioner, the public health nurse, 
para-medical staff, the home help and the other primary care professionals in 
supporting older people and their carers who live at home. The target will 
be to ensure that not less than 90 per cent of those over 75 years of age 
continue to live at home. 

Further development of the Community Ward Teams (District Care Units) 
service so as to support the dependant elderly and their carers in each 
Community Care Area. 

Completing the development of specialist Departments of Medicine for the 
Elderly within the Eastern Health Board so that every general hospital has 
such a department. J 
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Further development of Departments of Psychiatry of Old Age so that a 
service is available to every Community Care Area. 

Provision of additional places for convalescent care for elderly people who 
do not need acute medical care. 

Ensuring that adequate funding is available to meet in full the requirements 
of the Health (Nursing Homes)Act 1990 by the end of 1996. 

Provision of 9 small scale nursing units in the community to replace 
unsuitable accommodation and to meet the needs of the expanding 
population of older people. 

These areas are in line with policies outlined in the Health Strategy and aim 
to strengthen the services provided for the elderly who are ill and dependent 
and also for their carers. 

Demographic Profile of the Elderly: 

The following table sets out the percentage change in the various age groups in 
the Eastern Health Board during the period between 1981 and 1991 as per the 
census of population for those years. 



80--84 10,744 14,213 +32.3 
85+ 6,060 8,965 +48.0 

Total 101,570 117,443 +15% 

It is clearly evident fiom this Table that the population trend in the Eastern 
Health Board area i.e. dropping birth rate, a surge in the population between the 
years of 40 to 50 and an increasing ageing population poses a special challenge 
to our health services over the coming years. 

Services 
/ 

The following services are crucial in providing a responsive care plan for the 
elderly in the setting most appropriate to their needs: 

Assessment/Rehabilitation 
Secondary Rehabilitation 
Respitefintermittent Care 
Day Hospital Care 
Day Care Units 
Mobile Day Hospital Services 
Long-stay residential care 
Subventions in Private Nursing Homes 

Carers 

Our Board acknowledges the tremendous and vital work carried out by those 
people who care for and support their elderly family members in their home 
environment. 

Our Board is aware of the need to ensure that these carers receive an adequate 
and appropriate level of support to enable them cope with the stress of caring 
for a dependent loved one. We support carers through: 

General Practitioner service 
District Care Units 
Public Health Nurse visits 



Home Helps 
Meals on Wheels 
Transport 
Day Care 
Respitefintermittent bed facility 

Our Board established support groups for carers at Baggot Street Community 
Hospital, St James's Hospital and Crosscare at Clonliffe College in 1994. The 
support group involves approximately twenty five carers taking part in an 
induction course consisting of a series of talks, meetings and group sessions. 
The course lasts for six months during which time the full range of problems 
and possible areas of concern for carers are discussed by various professionals 
and voluntary organisations. Following the induction course, each group is 
encouraged to continue to meet, to share their experiences, problems and 
positive news in a spirit of &elf-help and reliance. 

This service, which is grant aided by our Board, has proved to be most effective 
in supporting carers to maintain their elderly dependant relatives in the home 
environment for as long as possible. 



Section 8 

INTERSECTORAL LIAISON AND CO-OPERATION 

Introduction 

As is acknowledged by the Health Strategy, many of the factors which 
affect the health and social status of individuals and families lie outside the 
immediate control of bodies such as our Board. This is not to say that we 
cannot be of influence and it is our task to encourage the retention of a 
health and social gain focus in the deliberations of other agencies. To this 
end, our Board has engaged in a number of initiatives which ensure that 
such a focus is retained in discussions on key public policy areas which 
impact upon the health of the population of our region. These are outlined 
below in addition to additional recommendations in this regard which our 
Board wishes to make to the Commission on the Family. 

/ 

Family Income I 

This report has demonstrated the way in which poverty has a profound 
impact upon families with children. In this regard, our Board 
recommends for the attention of the Commission on the Family the 
work of the Commission on Social Welfare and the 1989 ESRI study by 
Nolan, Whelan and Callan Poverty, Income and Welfare in Ireland. In 
particular, the cost of raising adolescent children is noted by our Board and 
our Board welcomes the recognition of this in the recent increase in the 
payment of fostering allowance for children aged twelve years and older. 
We recommend that children aged under eighteen years should be able 
to claim unemployment assistance without having their parents' 
income taken into account. We also recommend for the attention of the 
Commission, the work of the Combat Poverty Agency (1994) The Cost 
of a Child and recommend that their findings are taken into account in 
setting the child dependent allowance in the Supplementary Welfare 
Allowance. 

Education 

Our Board notes the reports of those working in the field that young people 
who present with difficult behaviour are experiencing school exclusion. 
Our Board recommends that efforts be made to retain such children 
within the school system. We recommend the urgent provision of 
psychological services at  both pre-school and school levels. We note 



that greater liaison is required among pre-school services as detailed 
earlier in this submission. 

Families and the Law 

Recent legislation such as the Child Care Act, Domestic Violence Act, 
Family Law Act, and the Children Bill provide an enhanced framework of 
support for families, including those who are experiencing distress and 
disruption. Our Board welcomes these developments and further 
suggests that specialist training is provided for legal professionals, 
including judges, in the area of family law. We recommend that court 
hearings are conducted in a family-friendly way, and that facilities are 
provided for their basic needs. We note the need for the expansion of 
mediation services and recognise also the need for court welfare 
services to be strengthened to facilitate the social assessment of families 
before the courts. We recommend that access services and facilities be 
provided to allow children enjoy contact with their non-custodial 
parents. 

I 
Dublin Healthy Cities Prpject 

Intersectoral co-operation is an important principle of the World Health 
Organisation's Healthy Cities Project, which is aimed at promoting health 
according to the principles of Health for All. The Project is striving to 
enhance the physical, mental, social and environmental well-being of the 
people living and working in the cities of Europe. It is doing this by 
helping to change structures, develop new working relationships and build 
new ways of tackling health issues in cities. Through the Healthy Cities 
Project, cities are being challenged to create visibility for health at the local 
level and to put health high on the social and political agenda. In order to 
do this, the health consequences of multiple factors in the city need to be 
recognised and the co-operation between key city sectors needs to be 
facilitated. The principles of the Health for All strategy of equity, health 
promotion, participating community, intersectoral action and an emphasis 
on primary health care are those which guide the Healthy Cities Project. 

Our Board participates in this project along with the four Dublin local 
authorities the Health Promotion Unit of the Department of Health. The 
Dublin Healthy Cities Project has initiated a process whereby our Board 
and the other participating agencies are formulating an intersectoral health 
plan for Dublin. For this purpose, seven key areas have been identified for 
action and strategies are being drawn up in relation to each: smoking, 
alcohol, nutrition, active living, urban ecology, housing and accidents. Our 
Board is leading the smoking and alcohol groups and along with the Health 
Promotion Unit, is leading the nutrition group. 



The second phase of implementation of the Project's objectives is to 
produce a health profile of each participating city. A health profile is a 
document which brings together key information on health in a summary 
form which includes interpretation and analysis of that information. The 
main function of the profile is to stimulate action that will improve health. 
Intersectoral co-operation is a key to the compilation of a health profile in 
order to ensure that all sections of the community have a sense of interest, 
participation and ownership of the project. In some cities, difficulties have 
been experienced in securing this intersectoral co-operation, often due to 
the compartmentalisation of responsibilities which can occur. Because of 
this, informing the public, policy makers and politicians about health and its 
determinants underpins the process of strengthening projects in cities. A 
systematic appraisal of health status and of the local determinants of health 
are the keys to ensuring that all relevant groups in the city have a true 
understanding of all the concepts and issues involved. 

The City Health Profile therefore, will be the ideal means to bring together 
a wide range of health information to inform the different groups about 
health. It will summarise health information and identify heajth 
determinants and will provide a focus for intersectoral action and help 
provide the means to ensure accountability for health in the widest number 
of sectors. 

Our Board is also participating in a W.H.O. expert group on city health 
indicators and city health plans. 

Regional Authorities 

The Local Government Act 1991 provided for the establishment of 
Regional Authorities and the creation of three new County Councils also 
highlighted the need for a co-ordinating mechanism for the Dublin region. 

Dublin Regional Authority 

The Dublin region experiences infrastructural, economic and social 
difficulties which require a co-ordinated response. The Dublin Regional 
Authority was established in 1993 to provide this mechanism. The 
function of the Authority is to co-ordinate public policy in the following 
areas: strategic planning for the region; maximising of E.U. funding; public 
services policies; co-ordination of regional development in economics, 
social development, arts, culture and heritage, community development, 
poverty and marginalisation; global and local environmental concerns. Our 
Board's representation on the Operational Committee of the Dublin 
Regional Authority ensures that issues concerning the health and social gain 
of much of the population of our Board's region remains to the fore of these 



deliberations in these areas. A presentation was made recently to the 
Operational Committee in this regard. 

Mid-East Regional Authority 

Our Board's representation on the Operational Committee of the Mid-East 
Regional Authority also ensures that issues concerning health and social 
gain are included in the deliberations of this Authority. The function of the 
Authority is to promote co-ordination of the provision of public services in 
the region and to review the overall needs and development requirements of 
the region. In particular, the Mid-East Regional Authority is obliged to 
have regard for the need for co-ordination with the Dublin metropolitan 
area and its hinterland. The Authority has decided to incorporate all these 
needs in the format of a Regional Socio-Economic Development Strategy; 
this review will provide the framework for the b r e  development of the 
region. Our Board will have an input to this review. 

Eastern Regional Co-ordinating Committee on Drug Misuse 

The problem of drug misuse is an area where intersectoral co-operation is 
vital since action required spans very many agencies and disciplines. In 
order to bring about a co-ordinated and cohesive approach to the issue, the 
Eastern Regional Co-ordinating Committee on Drug Misuse has recently 
been established, the purpose of which is to further develop strategies for 
prevention, intervention, treatment and rehabilitation in our Board's region. 
Membership of the Committee includes not only officers of our Board, but 
also representatives from the Department of Education including the Youth 
Affairs Section; the Garda Siochana; the Prison Service; the Probation and 
Welfare Service; FAS; voluntary drug treatment agencies and the Dublin 
Healthy Cities Project. 

The Committee will monitor the effectiveness of current policies and advise 
on any policy changes considered necessary and will maintain and monitor 
an up-to-date information data base. An intersectoral approach is being 
taken in reviewing the existing responses of all statutory and voluntary 
agencies. The Committee will also work to ensure that a co-ordinated 
action plan is in place and that its aims and objectives are continuously 
reviewed in line with changing needs. Appropriate areas of research are 
being identitied aimed at improving effectiveness of existing responses. 
Regular reports will be made to the National Co-ordinating Committee on 
Drug Misuse. 



Child Care Advisory Committee 

Our Board has established a Child Care Advisory Committee in accordance 
with the Child Care Act 1991. This intersectoral committee has 
representatives not only of our Board but also from the Departments of 
Education, Gardai Siochana and the Probation and Welfare Service along 
with representatives from the universities and the voluntary sector. While 
having the shared focus of children, this committee also has the advantage 
of bringing different perspectives together and helping to keep the need for 
health and social gain for children to the fore of the discussion. This 
committee has already produced two reports for our Board concerning both 
early childhood intervention and adolescents. In both of these areas, 
intersectoral dialogue and co-operation is seen as crucial. 

Summary 
1 

Our Board is pro-active in the development of intersectoral initiatives h 
order to promote a focus upon health and social gain in public policy 
deliberations. These initiatives span the activities of many government 
departments and state agencies, encouraging them to appreciate the health 
and social significance of their actions. 
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