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Foreword
This report is the first major document, which has arisen through the work of the National Conjoint Child Health Committee, and follows on

from the report, ‘Best Health for Children’.

‘Best Health for Children’ looked at the health of children up to twelve years of age, particularly in relation to the promotion of positive

health through supporting families and the provision of high quality screening and developmental checks. Valuable though this was, it

presented only part of the picture, and there was an obvious need to commission a next phase, a review of the issues that related to the

health of adolescents and young adults in Ireland. This was also highlighted in the recently published National Children’s Strategy.

It was clear from the outset that this review would need to be different from the first. The issues were more complex, and there had been to

date very little attention given to the area of adolescent health.  For any review to be successful it would be essential to try and engage

with young people themselves.  Therefore the involvement of young people, particularly in relation to the key theme of developing an

adolescent friendly health service, is a major strength of this report.  

To their credit, the members of the Adolescent Health Sub-Committee who contributed to this report were not put off by the daunting size

of the task they were assigned. Given a very tight timetable, they put in a huge amount of effort, which reflected their strong commitment

to improving the health of young people in Ireland.  It was particularly gratifying that people working outside of the health services, but who

were very much involved with working with young people in other areas, saw the potential of this project for improving health in its

broadest sense.

The report sets a very challenging agenda for the health services and for other agencies that have an influence on the health and well being

of young people. It also demonstrates the potential for conjoint working by Health Boards in partnership with other agencies. 

The report is designed to be a working tool that can offer guidance, information and direction, but ultimately its success will depend on a

commitment to implementation.

I would like to thank all those who contributed or commented on the report during its development. Thanks are due to the Best Health for

Children Team, with a special mention for Celia Keenaghan who acted as project manager for the report, and did much of the work

involved in pulling together the excellent work undertaken by the Working Groups.

Dr. Sean Denyer

Chair,  National Conjoint Child Health Committee
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1.0 Executive Summary

Young People seek a health service which views “adolescents as people rather than
problems, and (is) able to tailor practices to individual adolescents” (WHO 1999: 95)

The 1999 report ‘Best Health for Children’ reviewed child health services for the 0 to 12 year age group.  The Chief Executive Officers of

the Health Boards who had commissioned the original review, requested that a review of the health services for the 12 to 18 year age

group should be carried out as part of the development of this project.  A Sub-Committee of the National Conjoint Child Health Committee

was appointed to consider and make recommendations in relation to a number of issues pertaining to adolescent health.  Detail of the

approach and remit of the Sub-Committee is outlined in the introduction to the strategy.

The strategy is based on the deliberations of the Working Groups of the Sub-Committee.  Detailed reports on the research of these

Working Groups are contained in a separate document.

The first section of this strategy highlights a number of issues in relation to adolescent health in Ireland.  This includes the need for:

• recognition of the need to tackle inequalities in health caused by economic, social and cultural issues, in order to improve

young people’s health

• a refocus of attention from health related lifestyle behaviour and the concept of risk to the ‘whole child perspective’ endorsed

by the National Children’s Strategy.  

• a concentration on issues of mental health which have such wide ranging implications for other health issues, such as

accidents and suicides

• better data collection methods to ensure the above can be measured and planned effectively

The second section introduces the core concept of the strategy, i.e. an adolescent friendly health service.  The key elements of an

adolescent friendly health service include:

• accessibility: services are provided in an appropriate and accessible manner; recommendations related to this include GP

registration, free access to primary care, physical accessibility of buildings and involvement of adolescents in service

planning

• flexibility in service delivery, particularly in relation to timing and setting
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• staff with appropriate skills and training; service planning should take staff training needs into account

• availability of good quality information on services and health issues in appropriate formats

• partnership working, involving adolescents, parents/carers, relevant service providers and a wide range of agencies and

government departments

An adolescent friendly health service operates from a strong evidence base of local, national and international research and development.

This section also presents some pointers to achieving an adolescent friendly health service, particularly in relation to consulting with and

involving young people.

Finally,  specific recommendations are detailed according to the following topic areas:

• General 

• Chronic physical illness and disability

• Mental health

• Minorities (Travellers, Homeless, Refugees & Asylum Seekers)

• Educational disadvantage

• Health behaviours

• Accidents and injuries

The Sub-Committee was charged with the task of setting the agenda for adolescent health in the 21st Century.  A number of issues and

topics have been raised, many of which have concrete recommendations.  However, some need further consideration while additional

issues have been raised in the course of the process.  The agenda is now open for discussion and debate.  It is intended that this

document would be used in service planning, alongside processes of consultation with adolescents, parents and service providers

(voluntary and statutory) to ensure the agenda for adolescent health is as full and as vibrant as adolescence itself.

In this document the terms adolescent and young 
people refer to the age group 12 - 18 years
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2.0 Introduction
2.1 Background

To date in Ireland, the focus of health service planning and delivery has been on adult and child services.  However, in many recent strategy

documents, young people have been identified as a ‘target population’ particularly in the context of health promotion and risk prevention

activities. Increasingly, it is being recognised that adolescence is a time of often untapped energy and enthusiasm – physical, social and

political.

“the health of young people is significant for the well-being of this age group, and also for
future public health” (WHO, 1999)

The 1999 report ‘Best Health for Children’ reviewed child health services for the 0 to 12 year age group.  The Chief Executive Officers of

the Health Boards who commissioned the original review, requested that a review of the health services for the 12 to 18 year age group

should be carried out as part of the development of this project.

A Sub-Committee of the National Conjoint Child Health Committee was appointed with the following purposes:

• To establish the current health status of adolescents in Ireland

• To correlate existing research on adolescents and to identify areas for future research

• To identify the health needs of adolescents

• To establish the current provision of services for the health needs of adolescents

• To evaluate the capacity of the services to meet the health needs of adolescents in relation to:

–    equity, accessibility, appropriateness, effectiveness, acceptability

• To recommend future areas of action in relation to the planning, delivery and evaluation of adolescent health services with

special reference to vulnerable groups

2.2 Working Group Approach
The topic area for Working Groups was informed by priorities identified at a ‘Best Health for Children’ workshop in 1999 entitled

‘Adolescent Health: Setting the Agenda for the 21st Century’.  These were modified and refined in light of a literature review, the available

time-scale and the terms of reference developed by the Working Groups.  An external consultant was involved in facilitating the Sub-

Committee’s development and provided groups with a template to guide their reviews.  
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The template covered: 

• definition of topic

• literature review

• needs assessment

• report on findings of this research having regard to the following principles:

• Capacity of services to meet health needs of adolescents in relation to:

–    equity

–    accessibility

–    appropriateness

–    effectiveness

–    acceptability

• poverty and justice to be considered as themes throughout all areas

• recommendations regarding future actions in relation to planning, delivery and evaluation of adolescent health 

services pertinent to topic area.

While the Working Groups had autonomy in how they approached their task, each was given support and direction to ensure a strategic

approach to their work.  The recommendations of each Working Group were considered by the Sub-Committee collectively to ensure a co-

ordinated approach to the review.  The resulting reports form a rich tapestry, reflecting the diversity of adolescence.  The reports have

produced a wealth of information, drawing on literature reviews, professional expertise, adolescent expertise and information from

representative organisations.  They are presented in detail in a supporting document to this Strategy.

2.3 Consultation with Adolescents
The process of incorporating the views, experiences and insights of adolescents into this Strategy involved the following:

1. Inclusion of adolescents’ views through a review of the literature on research in this area.

2. Use of key pieces of work happening in Ireland in parallel to this Strategy, in particular:

–    National Children’s Strategy Public Consultation

–    Transition Year Student Health Fora in the ERHA

3. Small scale consultation by individual Working Groups in areas where there was a glaring lack of adolescent views.

4. Consultation with representative organisations (detailed on pages 7–9).
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5. Based on 1-4 above, an outline of ‘An Adolescent Friendly Health Service’ was designed (see Section 2).  This, the Sub-

Committee agreed, was something concrete which could be ‘consulted on’.

6. Over 130 young people were consulted on the Adolescent Friendly Health Service, through a variety of settings, to ensure the

principles and recommendations of the Strategy were in line with adolescents’ views and needs.  The model was refined

accordingly.

7. It is central to the success of this Strategy that adolescents are not just consulted on ‘the issues’ but are consulted and

involved in the implementation of recommendations.  Section 2 provides guidance on how this process can be initiated.  This

document is intended as a tool to ensure such a process is meaningful and takes place in an informed context.

Adolescents are not a homogenous group.  They reflect the diversity of the wider population.  The focus of this Strategy is on the total

population aged 12–18, not just on ‘at risk’ categories.  To achieve the aim of the Strategy, a number of aspects of adolescent health were

selected.  The focus is on the health issues that adolescents face and to which services respond, as opposed to perceiving adolescence

itself as a problem.  The focus is on how best to ensure successful adolescent development.

In summary, a number of factors shaped this document.  The focus was on a specific period of adolescence, 12–18 1 years.  The Sub-

Committee was operating to a timescale of one year and on the basis that what was produced at the end of the year would provide a

starting point for the process of developing adolescent friendly health services.  Therefore, this Report should not be seen as an end-

product in itself, but rather, as the beginning of a process.
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3.0 Context
3.1 Profile Of Adolescent Health 

The World Health Organisation (WHO) defines health as being a ‘state of complete physical, mental, and social well-being, not merely the

absence of disease or infirmity’ (1).  It defines young people as being between the ages of 10 and 24 years; within this, ‘youth’ is

categorised as 15 to 24 years and ‘adolescents’ as 10 to 19 years.  Health Board responsibility operates from a definition of children as 0 -

18 years (Child Care Act, 1991). ‘Best Health for Children’ focused on the 0-12 age group.  This Report focuses on the period of

adolescence from 12-18 years.  The term young person is used interchangeably with the term adolescent throughout this Report; both refer

primarily to this period of adolescence between the ages of 12 and 18 years.

The health of this age group is important for their current situation, but is also deemed to be vital in relation to the health of the future

population.  Consequently, adolescence is seen as a significant turning point concerning the likelihood of performing experimental

behaviours and continuing them into adulthood and is, therefore, a good time for health promotion activity.  During adolescence, those who

leave school early need greater support and structure than their school-attending couterparts in adopting positive lifestyle behaviours that

affect health status.

The WHO outlines goals for adolescents pertaining specifically to health.  They are ‘to promote healthy development and to prevent and

respond to health problems’ (2).  Increasingly, the focus of attention in relation to adolescent health is not solely on health behaviours but

on the underlying socio-economic, cultural and political causes, as well as more immediate causes, such as limited access to health and

educational services and lack of provision of skills and information.  In February 1999, one of the World Health Organisation is (WHO)

‘terms of reference‘ was to review the overall need for strategic, operational and technical co-ordination in the area of adolescent health.

The main concern of this review was in relation to disease and health implications, based on WHO mortality and morbidity statistics to

ensure a regular flow of information in these areas.  In January 2000, the executive board of the World Health Organisation (WHO) outlined

a framework for adolescent health and development.  Five key health issues were highlighted as needing attention for the adolescent

group.  These were: sexual and reproductive health, nutrition, mental health, injury and substance abuse (2).

Health services are often fragmented and research has shown that young people may choose not to approach them for help.  This may be

due to adolescents not recognising their symptoms, being unaware of ways of preventing certain illnesses or how to treat them when they

do appear, or simply not wanting to draw attention to themselves or their actions.  Whatever the reasons for young people not making use

of health services, the provision of facilities needs to be re-oriented towards the needs and experiences of this age group.  
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In order for any health service to be effective for this age group, it must involve young people in service planning, delivery and evaluation.

This, in itself, represents a significant challenge to Irish health and other relevant services.  The WHO believes that young people should be

seen as a resource for health and social change and that they are....

“physically, emotionally, and intellectually ready to respond - in certain
ways, more than adults: they have a freshness of approach, idealism,
creativity and boundless energy.  They can contribute to health care
activities at every level, from identification of needs, through implementation
to evaluation.  Their capacities, which in the past have been vastly
underestimated, should be recognised and used to the full” (3).

Young people need to be taught the skills and provided with the necessary information, so that they can make informed choices about their

health needs.  Low self-esteem among adolescents needs to be targeted, so that they can value and express their own attitudes, views

and needs.

Previously, research on young people’s health issues have concentrated on the negative and problematic aspects, and on the "high risk"

aspects of adolescence. More recently there has been a shift in focus to the various skills and strategies used by adolescents to protect

and promote their health and to enable them to overcome the risk factors. Certain characteristics of the social environment encourage the

development of this quality of resilience.  Figure 3.1 (overleaf) summarises these factors.
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Figure 3.1 Adolescent Health Overview
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A study is currently underway in the Western Health Board which will provide useful insights into this issue. It focuses on exploring the

social networks of adolescents and the support they provide. 

Today, young people are viewed as a ‘formidable potential resource for health action’ (3).  It is important to note that, as young people

become more involved in consultation on health, their ideas in relation to health-related problems becomes a key resource for health

action.

3.2 Adolescent Health in Ireland
The 1996 census shows the total population of Ireland to be 3,626,087(4).  The number of people aged between 0-18 years of age is

1,137,057.  A significant number of those under 18 years of age fall into the 12-18 age category, namely 479,992, which is equal to 42% of

all those aged under 18 years.  The number of 12-18 year olds in Ireland corresponds to 13% of the total population of Ireland.

The total number of adolescents (aged 12-18 years) for each of the Health Board areas, as well as a breakdown by gender, is presented in

Figure 3.2 below.  Data was extracted from the 1996 census.

Figure 3.2: Distribution of adolescents in each Health Board at 1996 Census (No. of 12-18 year olds by Health Board Area)
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The number of 12-18 year olds in each Health Board area is also expressed as a percentage of the total population in each of the Boards

(see Table 3.1).  This data is also taken from the population figures at the 1996 census.

Table 3.1: Number of adolescents in each Health Board expressed as % of total Population  

Source: 1996 Census Data

3.3 Adolescent Health in the European Union
As few comparison studies exist across Europe in relation to the health and well being of adolescents, there is a limited amount of

information available.  National health information systems offer important information (e.g. vital statistics); however, data on health issues

that are relevant to young people are difficult to find.  This time period is of extreme significance when considering health, as it is in

adolescence that the foundations of future health are laid.  The transition from childhood to adulthood does not take place in a vacuum, but

is effected by various economic, social, cultural and educational factors, which are all part of every individual’s background.  It is therefore

of utmost necessity to take into consideration the quality of life, functional capacity and well being of this age group, as well as observing

mortality, morbidity and lifestyle data (5).   
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Health Board

Area

NWHB

NEHB

WHB

MHB

MWHB

EHB

SHB

SEHB

TOTAL (IRELAND)

Total 

Population

180,331

306,155

352,353

205,542

317,069

1,295,939

546,640

391,517

3,626087

Total Population

Aged 12-18 Years

28,816

43,503

48,133

29,487

43,266

160,923

71,917

53,947

479,992

No. of People Aged 12-18

as % of Total Population

15.98

14.21

13.66

14.35

13.65

12.42

13.16

13.78

13.24



A document released by the European Commission entitled ‘Report on the State of Young People’s Health in the European Union’ outlined

the following trends.

3.3.1 General Trends (age 15-24 years old)
• The status of young people’s health and health trends are both widely diverse across the European Union.

• Most young people experience good health and existing trends imply that the situation will continue to improve in future

years.

Figure 3.3: Life Expectancy at age 15 (years of life remaining) for Males across Europe 

Source: Eurostat 1999
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• In 1997, life expectancy (years of life remaining) at age 15 was 66.4 years for women and 60.3 years for men.  This was an

increase of two years since 1987.  See graphs, for males and females, respectively.  As Figure 3.4 demonstrates, Ireland has

one of the lowest life expectancy figures for females in the EU. 

Figure 3.4: Life Expectancy at age 15 (years of life remaining) for Females across Europe 

Source: Eurostat 1999

• Certain chronic illnesses are rising among young people e.g. asthma, diabetes, obesity and allergic disorders.

• A considerable amount of young people experience poverty, lack of social support networks, family breakdown,

educational/professional challenges, low standards of nutrition; all of these effect healthy growth and development.
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3.3.2 Specific Trends – (1) Causes of Death

Figure 3.5: Cause of Death – Suicide & Self-inflicted Injury (E54) among Males across Europe

Source: WHO World Health Statistics Annual

• Each year approximately 30, 500 deaths occur in the 15-24 year age group in European Union Member States.  It is

estimated that 23, 000 males die prematurely each year, compared with 7, 500 females, making this phenomenon just over

three times more common among men.  

• Traffic accidents account for the highest number of premature deaths (approx. 10, 000 males and 2, 000 females), while

suicide accounts for 10% of premature deaths in this age group.
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Figure 3.6: Cause of Death – Suicide & Self-inflicted Injury (E54) among Females across Europe

Source: WHO World Health Statistics Annual

3.3.3 Specific Trends – Mental, Physical and Sexual Health
• The majority of young people perceive their own health to be good, yet around 25% experience regular psychosomatic

symptoms and 10% have a disability that limits their daily functioning, such as musculo-skeletal disorders.

• In terms of mental health, nearly 10% of 15-24 year olds appear to suffer from signs of depression that are clinically

recognised.  However, the estimated prevalence of mental health disorders is thought to be around 15-20% (although data in

this area is particularly scarce).   It must be noted that there is a marked variation in this prevalence figure, as mental health

disorders are more common amongst disadvantaged groups in society.  In the early 1980s, Ireland’s low rate of reported

suicide in young men started to increase, resulting in a fourfold increase in the rate in this age group between 1990 and

1996(6).  In Ireland, suicide is now the main cause of death in young people, exceeding both accidents and cancer(7).
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• Numbers of unintended pregnancies and sexually transmitted infections (STIs) provide us with an indication of reproductive

health among young people.  In Ireland, rates of STIs in general have been increasing.  Teenage abortion rates per 1000

women range from 5 to 22 (complete data not available for all Member States).  These rates have changed little since the

mid-1980s.  Chlamydia is the most common STI among young people and is carried by 5-7% of young people.  Minimum

information is available on the true incidence rates of HIV among 15-24 year olds.

The following trends in relation to lifestyles were revealed:

• 50-80% of young people aged 15 have experimented with smoking.  In 1998, approximately 20% of all 15 year olds smoked

on a daily basis (see graph below for % across Europe).  Between the ages of 18–20 regular smoking increases.  Due to the

addictive properties of nicotine, most of these young regular smokers continue this habit into middle age.  Daily smoking

among 15 year olds in ‘97/8 was 16% for girls and 19% for boys.

Figure 3.7: Percentage of 15-year-old Students reporting daily smoking across Europe in 1997/8

Source: WHO

26 Context



• Regular intake of alcohol starts at an even younger age now than it did previously.  The gender gap has lessened in many

Member States; however, boys still drink more often and in greater quantities than girls.  Drinking to inebriation has also

become more common among young people in all Member States, again, on the basis of available comparative data.

• Substance abuse is also common in early adolescence; this is usually experimental in nature, and only a small percentage

will develop an addiction.  However, substance misuse and dependence in the 15-24 year old age group is frequently

associated with mental health disorders, such as depression.  

• There is evidence that many young people are not taking part in enough physical activity in order to attain the associated

health benefits.  However, it should be noted that there is an insufficient amount of reliable data available on levels of physical

activity in this age group.  The increase in obesity is of particular concern, particularly since exercise can serve to aid weight

management as well as other chronic conditions, which are on the increase, such as diabetes.

The following points were suggested by the Report on the State of Young People’s Health in the European Union (5) as priority areas for

future activity:

• Both the quality and consistency of methods of data collection need to improve, in order to develop comparative indicators

of health and to enable the analysis of statistical information and research findings across individual Member States.   Any

comparative studies to be carried out on the health and well being of young people should include mental, social and cultural

aspects and attempt to account for the differences between countries by relating them to structural and/or cultural factors.

This information could play an important role in the development of comprehensive reporting on issues pertaining to the

health of young people in the EU.    

• The major challenges in terms of improving young people’s health in the EU relate to social and regional inequalities that are

caused by economic, social and cultural determinants of ill health.

• In the past, attention has been focused on health related lifestyle behaviours, such as smoking, alcohol/substance abuse,

nutrition and physical activity.  However, the mental health of young people also requires urgent attention, as does the levels

of premature deaths from accidents and suicides. 
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3.4 Availability of Information on Adolescents in Ireland

Although policy and strategy documents that relate to health and lifestyle behaviours raise certain issues pertinent to young people, few

offer specific reference to adolescents. 

As well as strategy and policy documents being more generic than focused on adolescent health, so too is the way in which data relating

to health status in Ireland is collected.  Two key sources of information are described below.

3.4.1 The Information Management Unit at the Department of Health and
Children 
This Unit was established to co-ordinate, process and disseminate management information and to support the decision making process in

the Department through the provision of analytical advice and expertise.  Records held by the Unit which could be of use in addressing

adolescent health issues relate to:

• Health services activity data

• European Home and Leisure Accident Surveillance System (EHLASS)

• Hospital In-Patient Enquiry (HIPE)

• Public Health Information Data Set Development

The main restriction of this data in relation to adolescent health statistics is that, for the most part, information is not available on a single

year of age basis; rather it tends to be grouped eg. 0 - 14 years and 15 - 24. 

3.4.2 Health Behaviour in School-Aged Children (HBSC)
The Irish Health Behaviour in School-aged Children study (8) observed health behaviours among children aged 9-17. Data was returned

from 8,497 pupils aged 9-18 in 187 randomly selected schools, which were stratified by Health Board. This report was compiled by the

Centre for Health Promotion Studies, National University of Ireland, Galway.  Health-related behaviours examined by self-completion

questionnaire include alcohol consumption, smoking, diet and nutrition, exercise, sexuality and substance use.  These behaviours were

targeted because the main causes of morbidity and mortality in Ireland arise from illnesses in which lifestyle and/or environmental issues

are the main contributing factors (9).  The HBSC report included recommendations for each of the health behaviours discussed.  The main

contribution of HBSC is that it provides national baseline data on health behaviours.

The percentages of pupils in each Health Board who report engaging in various health related behaviours are shown in the summary table

(Table 3.2).  Data from the individual Health Boards have been compared with National figures.
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Table 3.2: Summary for all target health behaviours by Health Board

Source: HBSC / SLÁN
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Variable

% Very healthy

% Very happy

% Have ever smoked

% Currently smoke

% Have ever drunk alcohol

% Drink alcohol monthly

% Have ever been drunk

% Drunk 10+ times

% Exercise 4+ times per week

% Exercise less than weekly

% Eat fruit > daily

% Eat vegetables > daily

% Eat high fat/sugar foods 3+ daily

% On a weight reducing diet

% Feel that they should be on a diet

% Always wear a seatbelt

% Always wear a cycle helmet

% Had an injury in the last year

TOTAL

EHB

30

45

50

22

88

41

35

8

56

9

37

20

54

8

22

49

10

53

2295

SEHB

24

40

49

22

86

35

28

4

51

9

37

21

51

11

28

42

6

42

988

SHB

30

42

49

20

82

31

24

5

55

7

38

20

52

7

24

40

9

51

1399

MWHB

28

42

44

19

82

31

23

4

54

10

35

17

49

10

26

38

6

42

712

WHB

26

39

49

22

80

32

25

4

51

9

34

18

47

8

26

35

5

44

892

NWHB

23

39

45

15

83

33

32

6

52

10

24

14

56

6

26

27

8

46

519

NEHB

24

43

52

24

85

37

30

5

46

11

34

19

50

8

25

40

7

48

958

NHB

30

43

48

19

81

33

27

3

58

7

37

21

58

8

25

36

5

49

716

ALL

28

42

49

21

84

35

29

6

54

9

36

19

52

8

25

40

8

49

8497



3.5 Direct Consultation with Young People
Despite Ireland’s endorsement of the UN Convention on the Rights of the Child in 1992, it is noted that....

“There is no effective mechanism to allow for personal consultation with children and young
people and to grant them an avenue of communication and complaint in schools, in
alternative care and in health and social services” (Children’s Right’s Alliance, 1998).  

This Convention stresses the importance of children being able to freely express their opinions, and emphasises the need for ease of

access to information around all issues as well as the child’s right to optimum health.  These participation rights enable children and

adolescents to become active citizens, by allowing them to fully participate in their communities and their nation. 

3.5.1 The National Children’s Strategy - Our Children - Their Lives
The National Children's Strategy (10) is a major government initiative to progress the implementation of the UN Convention in Ireland. The

Government established an Inter-Departmental Group (IDG) of senior officials from eight key government departments and a legal adviser

from the Attorney General's Office to oversee the development of the Strategy. A cross-departmental team supported this group. Two

advisory panels were established, a non-governmental service providers' panel and a research and information panel. Additional expertise,

including that of international advisers, was brought to the work as required. The Strategy involved an extensive consultation programme

with parents, people working with children and young people and with children and young people themselves. The Strategy highlighted

health and well being as one of the main areas of children's concerns and needs which must be addressed. The Strategy represents the

first time an attempt has been made to draw together policies and measures from a number of departments into a coherent strategy for

future action.

One of the national goal's of the Strategy with particular relevance to this document is that...

“Children will have a voice in matters which affect them and their views will be given due
weight in accordance with their age and maturity”.
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The measures to be taken to achieve this goal include:

• The establishment of a Dáil na nÓg (National Children's Parliament) under the auspices of the Minister for Children

• The establishment of a Children’s Ombudsman by legislation as an independent office

• The inclusion of children's views on existing national and local fora in relation to relevant services, such as education and

health

3.5.2 Creating Healthy Citizens
The importance given to tailoring the provision of health services to suit the needs and experiences of young people is under-represented

in the literature and in reality.

As a result of this, the Health Promotion Department in the former Eastern Health Board area launched a consultation initiative with young

Transition Year students in their Board area (11).  The principle of ‘equity’ was of major concern, in that health care should be provided with

equal access for all involved.  This initiative worked on the premise that young people often suffer from a feeling of powerlessness and

inequity in an adult-oriented world.  In addition, adolescents may be experiencing problems related to social class, educational

disadvantage, ethnicity or gender issues.  The consultation was based around themes of priority health issues, health services and health

promotion.  The results of the consultation process incorporated various recommendations in relation to the development of new services;

solutions were also offered on how existing services could be reorganised to facilitate the health promotion of what is viewed as a ‘priority

population group’. 

3.6 Youth as a Resource – Promoting the Health of Young People at Risk
This Report looks at the health requirements of young people ‘at risk’.  The term ‘young people at risk’ is defined as those who are involved

in behaviours that can negatively influence their health status (12).  These behavioural influences may be outside the control of the young

people themselves, as it might be social or environmental factors that are placing them ‘at risk’.   In addition, lack of educational

achievement (early school leaving) has recently been associated with an increased risk of certain health behaviours and has also been

correlated with the prison population and long-term unemployment.  Long-term unemployment has also been identified as the main factor

leading to poverty; as a consequence, those affected have a lower standard of living than is generally socially accepted in Irish Society

[National Anti-Poverty Strategy (13)].  It is evident, therefore, that further research is required in this area as are health promotion

programmes to address the needs of young people with particular needs.
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3.7 Conclusion
In conclusion there is a need for :

• Tackling inequalities in health caused by economic, social and cultural issues, in order to improve young people’s health

• A refocus of attention from health related lifestyle behaviour and the concept of ‘risk’ to the “whole child perspective”

endorsed by the National Children’s Strategy 

• A concentration on issues of mental health which have such wide ranging implications for other health issues, such as

accidents and suicides

• Better data collection methods to ensure the above can be measured and planned effectively
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4.0 Introducing an Adolescent Friendly Health Service
The concept of an adolescent friendly health service emerged from the recommendations of the Sub-Committee on Adolescent Health.

These recommendations were based on a literature review and consultation with voluntary and statutory service providers, adolescents and

representative organisations.

Following the initial design of the concept of an adolescent friendly health service, consultation was carried out with over 130 young

people. The young people were from a variety of backgrounds and were consulted in schools and youth organisation settings throughout

the country. 

The consultation endorsed the concept of an adolescent friendly health service and emphasised the need for more flexible access to

services and the importance of confidentiality to adolescents.

This section offers 4

1. An outline of an Adolescent Friendly Health Service

2. Guidelines for Consulting/Involving Young People

3. Guidelines for Partnership Working
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Key Elements of an Adolescent Friendly Health Service
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An Adolescent
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4.1 What is an Adolescent Friendly Health Service?

Young people seek a service which views “adolescents as people rather than problems, and
(is) able to tailor practices to individual adolescents” (WHO 1999:95)

An Adolescent Friendly Health Service Informs
Information should be considered not just in terms of provision but also in terms of how it is received.

4 Provides information on:

4 general health issues

4 available health services

4 how to access relevant services

4 Makes available information that is: 

4 clear and understandable

4 age appropriate

4 available in a variety of media

4 accessible

“Leaflets don't tell you everything”

“We don't want anymore about drugs or smoking”
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An Adolescent Friendly Health Service is Accessible
Services must become attractive to adolescents.  Accessibility should not be limited to physical access but should consider all issues that

enable or hinder service usage.

4 Has confidential spaces and practices

4 Is delivered through hospitals, health centres and community settings that are:

4 Accessible

4 Comfortable

4 Flexible

4 Is no / low cost

4 Has short/no waiting times

“Family planning clinics are good. 
They are open, friendly and you don't feel judged”

“It’s [health service] too expensive”
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An Adolescent Friendly Health Service has Staff
with appropriate skills and training.
People providing services to adolescents are central to the adolescents’ experience of the service.

Staff working with adolescents have training in adolescent health issues and

4 are:

4 Positive & Communicative

4 Empathetic & Respectful

4 Knowledgeable & Skilled

4 Non-judgemental

4 understand:

4 Adolescent development

4 Linkage between physical and emotional well being

4 Provide a safe environment and are vigilant with boundaries

Staff are available who have specialist skills in areas of adolescent health.

"The staff need to explain exactly what they are doing, 
have a sense of humour and be of a caring nature"
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Delivery of an Adolescent Friendly Health Service is Flexible
Young people in the 12-18 year age group will have a wide range of needs from services that will require flexibility of response.

Hospital Care in an Adolescent Friendly Health Service has:

4 alternatives to In-Patient care 

4 where possible, care provided near to a young person’s home

4 a high standard of medical, nursing and therapeutic care

4 early discharge when appropriate, with full support provided at home or in day care

4 involvement of parents/carers in the adolescent’s care

4 appropriate accommodation provided for overnight stay

4 right to privacy and information appropriate to age and understanding

Community Services are delivered in a variety of settings.

“I’d like to get out [of hospital] as soon as possible, if someone had the 
ability to care for me at home”

“There’s very little inclusion of parents [by staff in hospitals] 
and very little privacy or respect”
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An Adolescent Friendly Health Service Operates through Partnership
It is imperative, for the successful development of an adolescent friendly health service that meaningful partnerships are supported.

4 Supports parents of adolescents

4 Involves adolescents in service planning and evaluation

4 Regularly seeks the views of adolescents on service delivery 

4 Supports research in the area of adolescent health

4 Works with partners in the fields of education, employment, income and  environment,

to ensure that the factors impacting on the health of adolescents are addressed

"Politicians, local authorities and the government don't care, as adolescents 
can't vote"

"Very often we're not consulted in what happens, or decisions being made. 
This is our first time being asked."
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4.2 Guidelines for Involving/Consulting Young People
4.2.1 Be Clear about why you are going to consult or involve young people.

It may be:

4 To help plan new, or improve existing services for young people

4 To enable young people to grow in confidence and develop new skills

4 To make young people feel valued

4 To give young people a sense of ownership

4 To cut costs by using young people as volunteers

4 To support young people through the challenges of their lives

4 To enable young people to get a qualification

4 As a stepping stone to future careers for young people

4 Because it is the trendy thing to do

4 Because young  people have themselves asked to be consulted or involved

4 Because no one listens to young people

4 To find out what young people think and feel

4 To give young people  a voice and a say

4 Because funders require it/we have been told to do it

4 Because young  people understand their peers better than adults

4 Because young people have more credibility with other young people than adults do

4 Because young people will not listen to adults but they may listen to their peers

4 To break down barriers between young people and adults

4 Because young  people are easier to get on with than adults

4 Because young people would do a better job than adults

(Cohen & Emanuel 1998:15)

What are the implications of your decision for staff, young people and other adults involved?
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4.2.2 Developing Sustainable Mechanisms of Involvement

4 Clarify your goals

4 Are you involving young people as:

4 Service users?

4 General citizens?

4 Interest groups (e.g. young parents, young people with disability)?

4 Acknowledge concerns / doubts about involving young people

4 Learn from previous experience and experience of others

4 Build up expertise within your organisation

4 What role do you forsee for the young people involved?

4 What level of power (if any) can be delegated / shared?

4 Establish the parameters (what can / cannot be changed?)

4 What resources are available (financial, staff, training, time)?

4 Would a joint approach with other interested organisations be useful?

4 Who has overall responsibility? 

4 Is the initiative short-term or long-term?

4 How is the initiative to be monitored / evaluated?

4 How will lessons learned be shared, and with whom? 
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4.2.3 Involving Young People in Decision-Making Groups,
Fora and Service Delivery

Examples

Management Committees, Youth Fora / Councils Strategy Groups

Think About

4 Skills needed to support this work

4 Involving/seeking advice from youth organisations

4 Clarifying roles

4 Contracting  with young people

4 How to motivate young people and sustain their interest

4 How to demonstrate the relevance of your initiative

4 Accessing/recruiting young people

4 Providing necessary training and support to adults and young people

4 Addressing confidentiality and building up trust

4 The setting

4 Anticipating,  avoiding and dealing with problems

4 Equal opportunities and anti-discriminatory practices
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4.2.4 Deciding on Your Approach

4 Clarify what you want to find out or achieve

4 Who is involved?

4 What is your role?

4 What skills and experience are available?

4 What are the limitations to the initiative e.g. time and resources, 

politics, funders requirements/needs - ‘what’s up for grabs and what is not’?

4 How far can you go, is this short, medium or long term?

4 Be upfront and honest from the start about all of the above
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4.2.5 Accessing Young People

Consider

4 Easiest way may not be the most fruitful / useful

4 Who you really need to access (define characteristics clearly)

4 What services do they already use?

4 What are their “natural” settings?

4 You may be dependent on the goodwill of staff

4 Some groups may be “over-consulted”

4 Special effort may be needed to access the under-represented

4 Timing

4 Snowballing – asking young people to introduce you to other young people who may have something to say

4 Special needs, including language interpreters, signers or advocates

4 Supporting young people to participate

4 Parental consent

4 Recruitment Method

4 Direct verbal invitation

4 Snowballing

4 Recruitment via staff,  voluntary agencies, youth clubs

4 Posters

4 Internet

4 Radio
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4.2.6 Analysing and Presenting the Information

Plan and timetable realistically

4 Recording, processing and analysis: how will it be done and by whom?

4 How information will be presented and used

4 Feedback to young people and agencies / individuals involved in the process (remember feedback on this project will

improve chances of recruitment and access for later projects)

Don’t underestimate the time and resources needed for analysis and presentation.
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4.2.7 Steps to Successful Consultation

4 Clarify what you need to know and why

4 Identify the group(s) of young people with whom you wish to consult

4 How will you gain access?

4 Decide who will be involved in carrying out the consultation

4 Clarify ethical / confidentiality issues

4 Agree appropriate methods

4 Good Consultation

4 involves good two-way communication

4 is interesting to participants

4 takes account of the ability of the group to communicate effectively

4 uses clear and understandable language

4 is focused on the issue under consideration

4 allows the young people to shape the agenda

Avoid

4 Relying solely on

4 invitation  to participate by placing adverts in newspapers

4 postal questionnaires or written responses to consultation documents

4 formal conference/large group approach

4 Placing one person onto an adult committee without experience or access to support

4 Organising initiatives just before or during exam time or summer months

4 Initiatives which require an intensive time commitment without prior agreement

4 Tokenism, consulting / involving for the sake of it

4 Limiting initiatives to groups that are easy to access

4 Formal / unfamiliar settings
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4.2.8 Examples of Involvement

1. Consultation

4 Creating Healthy Citizens

2. Decision Making

4 Fermanagh District Shadow Youth Council

3. Information

4 The School Journal: Partnership in Action

4. Service Provision

4 Galway Health Advice Café
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4.2.8.1 Creating Healthy Citizens

A report of recommendations from Transition Year Student Health
Fora in the Eastern Region.

This research represents an innovative process of consultation with young people with
regard to health issues.

Following the establishment of the Eastern Health Board’s Health Promotion Department (1998) and it’s Schools Programme (1999), a

commitment was made to consult members of the post-primary school community with regard to the promotion of their health.  Principals

and teachers were consulted during the academic year 1998/1999 [EHB 1999].

This report records the process and outcomes of Transition Year Student Health Fora which took place in the three Area Health Boards of

the Eastern Region during the academic year 1999/2000.  The Fora represented a cross-section of young people in counties Dublin,

Wicklow and Kildare.

The students came together within their Area Health Board to discuss health issues, school health promotion and health education, and

health services.  Their experiences, opinions and ideas are captured within this report and included in positive recommendations for action.

Research Process

During Term 1 the project proposal was developed by the Health Promotion Department, in consultation with the Transition Year Support

Service.  Schools who would be invited to join the process were identified.  Six schools were chosen from each of the three Area Health

Boards (AHB) in the Eastern Region.  Five schools were invited to participate, the sixth school was a ‘reserve’.  The criteria used for this

selection were that the school had a Transition Year Programme, and that, between the five schools in each Area Health Board, there would

be a representation of single sex and co-educational schools, schools of varying size and ethos, and schools from both affluent and

disadvantaged areas - Disadvantage Area (DA) schools (as designated by the Department of Education and Science).  As a final

consideration, schools located close to the Focus Group venue were chosen to assist students access.

In Term 2, two information leaflets were developed: one for schools/students and one for parents, which included a parental consent form.

Schools were recruited, and then two student representatives were chosen from each.
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At the start of Term 3, the three Focus Groups were held during one week.  The groups discussed health issues, school health promotion

and health education, and health services.  The attendance at, and facilitation of, the Focus Groups was as follows:

Following a preliminary analysis of the transcripts, students were invited to attend a plenary meeting of the three Focus Groups to:

• hear the preliminary findings

• add, withdraw or amend same

• discuss the future development of the Student Health Fora

• evaluate the 1999/2000 process

Due to trade fairs, school trips and in the case of two students, health problems, the numbers for the plenary meeting were reduced:

During a presentation of the preliminary findings, additional comments were received on Relationships and Sexuality, Substance Use, and

Bullying.  The facilitators stressed that all the research data was the property of participants; students were told that any information given

during the Focus Groups could be withdrawn at this stage.  No material was withdrawn.

The students broke into three groups to discuss the future development of the Fora, using guiding questions which had been circulated in

advance.  Then they presented their ideas back into the full group.  These presentations, with feedback from the evaluation forms (which all

students completed at the end of the morning) will inform future Fora.
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Focus Group

AHB1
AHB2
AHB3

Total Students

10
6
10

Male

10
1
5

Female

–
5
5

Students from
D.A. Schools

–
2
2

Facilitator

1F
1F, 1M

1F

Focus Group

AHB1
AHB2
AHB3

Total Students
/FG

10
6
10

Total Students
/Plenary

3
6
7

Male/Plenary

3
1
4

Female/Plenary

–
5
3

Students from
D.A. Schools

–
2
2



All the Transition Year Co-ordinators and/or link teachers were invited, with the Transition Year Support Service, to an afternoon meeting in

order to hear the same presentation as the students and to give their comments on the future development of the Fora.  As only two

teachers were available to attend this meeting, it was decided not to proceed with it.

A summary of the preliminary findings was sent to each Transition Year Co-ordinator/link teacher and the students unable to attend the

plenary session.

“Young people are a ‘formidable potential resource for health action” (WHO) 1993, P75).  

“It is hoped that this report will assist the channelling of this creative energy into the
realisation of quality health promotion and health care, and the development of the health
promoting school, and be a catalyst in developing sustained partnerships with young people
in the Eastern Region.”

Contact: 

Iris Elliott, Institute of Public Health in Ireland, 01 6616677
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4.2.8.2 Fermanagh Shadow Youth Council

This initiative represents an innovative approach to capacity building and empowerment of
young people. It presents an important reference point for agencies trying to access
‘representative’ views of young people.

In April 1998, to commemorate the tenth anniversary of the Enniskillen bombing, a book of poems ‘Our Lives’ by young writers from

Enniskillen schools was launched.  During the launch, one of the speakers suggested that Fermanagh District Council should consider

starting a council for the young. By June 1998, plans were being put into place to establish a shadow youth council.  The main aim was to

encourage and enable young people in County Fermanagh to participate in democratic decisions-making processes as electors and

elected representatives.

Election Process

Research had suggested that only 2% of young people are active in party politics, and it was therefore agreed that any new decision-

making forum for young people would be non-party political.  All heads of twenty one eligible schools, colleges and training centres agreed

to take part.  Training for teachers on electoral systems took place.

The county was divided into six electoral areas and nominees were sought from each area. Potential candidates prepared manifesto papers

or delivered speeches at school assemblies.  All schools selected their nominees two weeks prior to the full election.  On 18 November

1998 every post-primary school and college in Fermanagh became a polling station for the day.

Polling station equipment – ballot boxes for Council elections – was delivered to all the polling stations on the day before elections.

Authentic ballot papers were printed for each of the electoral areas.  Approximately 8,000 young people were eligible to vote, and the

turnout was over 90%.  The sealed ballot boxes were collected by Council staff and brought to the Civil Hall in Enniskillen Town Hall after

the elections for the count the following day.  Eighty four staff and election officers took part in the count and election process, which used

the single transferable vote system.  The count lasted approximately thirteen hours and all young people, election agents, teachers and

parents were invited to the count.  Thirty young people (17 females and 13 males) were elected from 60 nominees.

On 7 December 1998, the first meeting of the Shadow Council took place, and the Chairperson and Vice Chairperson were elected.  Via a

video conference link up, the Education Minister made a welcoming address and the young people had an opportunity to meet the Senior

Council.  It was agreed that the Shadow Council should meet in Council Chambers on the last Wednesday of each month.
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The Shadow Council members participated in a number of training sessions to equip them with the skills necessary to represent their peers

effectively.  A youth worker from Youth Action NI was commissioned to deliver personal development training to the group for a six month

period.  This training included trust and team building events.  The Children’s Law Centre ran a workshop on the rights of young people,

and the NI Council for Voluntary Action (NICVA) delivered training on dealing with the media and how to produce a news-sheet.

Activity

One example of the work of the Shadow Council focused on the issues of sectarian bullying. A committee of the Shadow Council worked

on raising awareness of this issue.  Head teachers were contacted with a view to implementing bullying policies.  In conjunction with the

University of Ulster, peer mediation training was delivered to the group, and a drama about bullying was staged in some Fermanagh

schools.  The committee also ran a competition to design a slogan and logo for their anti-bullying campaign.

Ongoing representation

The elected representatives were aware of the need to keep their electorate informed, and to remain responsive to the issues identified by

their peers.  Minutes of the meetings are now displayed on notice-boards in all schools.  Comment cards are printed and displayed on

these notice-boards, to encourage feedback on issues.  Once these cards are returned to the Shadow Councillors, they discuss the issues

raised and collectively prioritise action to be taken.  The Shadow Council has produced a promotional leaflet outlining its procedures, and

stresses ‘Reciprocal communication on all issues is an underlying concept which binds the entire process together’.

Among the numerous achievements of the Shadow Council to date, the leaflet notes that it has;

• Initiated reduced rates for use of leisure facilities

• Negotiated discount meal offers for young people in a hot food chain

• Attended local, regional, national and international conferences

• Been involved in the future search process that led to the production of the first integrated County Development Strategy in

the UK

• Interviewed the UN special Representative of the Secretary General of Children in Armed Conflict.

Sustainability

Since its inception in 1998 the Shadow Council has become increasingly referenced as a source of young people’s opinions.  Given the

growing workload, a full time project worker was appointed by the Shadow Council in January 2000.  The project worker acts as a support

mechanism to the Shadow Councillors, and also manages all media related activity.  The model is due to be piloted in Co. Donegal.

Contact: 

Mary Gordan McBride, Fermanagh District Council 048 66 325050
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4.2.8.3 The School Journal: Partnership in Action

This project represents an innovative approach to information provision on health services.

In November 2000, An Taoiseach, Bertie Ahern officially launched ‘The School Journal’.  This marked the successful end of a joint project

between professionals in the North Western Health Board and a group of 13 local teenagers. The School Journal aims to promote the

positive mental health of teenagers through exploring mental health issues.  It identifies positive coping tips and lists a range of local and

national services available to young people.  It is a universal diary with a lifespan of 3 years.  It is practical and useful as it can be used

throughout the school year to record homework and make notes.

Background

The Health Promotion Service in the North West talked to over 100 young people in the area and listened to their ideas, their understanding

and their experience of mental health issues.  The young people recommended that better information, without ‘blaming’ or no’s’, should

be provided for their age group on mental health.  This recommendation was fed back to service providers.  Staff in the Health Promotion

Department and the Regional Child and Family Service put a plan in place to work with young people to develop ‘young person-friendly’

informative leaflets on mental health.

Methodology

Thirteen young people, who had previously been involved in a mental health drama project with the Health Promotion Department,

volunteered to take part in this project.  There were 8 young women and 5 young men.  They knew each other but did not know the health

professionals involved.  The initial working sessions were on Saturday mornings and focused on group building and creating an

atmosphere to help everyone work well together.  A group contract was drawn up, in which it was agreed that the young people would

have the ‘final say’ in both the content and design of the diary.  Attitudes and beliefs about mental health were explored and the group

spent time identifying the issues that they felt young people would want information on.

Leaflets were considered and ruled out by the group.  They advised that leaflets, no matter how they are packaged, are not a useful way to

provide information to young people.  At this stage, the idea of a school diary took root.  The group was aware of the extra time

commitment that this would take.

A meeting of parents was called to outline the project and get their support.  A young person who had had contact with services as a

teenager, was invited to share his thoughts on ‘getting professional help’ with the group.  His experience was included in the diary to

emphasise that ‘it’s not the end of the world if you have to seek professional help’.
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The group decided that the finished product should be called a ‘journal’ rather than a ‘diary’, as this was more acceptable to both male and

female teenagers.

An initial draft of each page of the Journal was written and then ‘young person proofed’ and ‘gender proofed’ to ensure that it was

acceptable.  There was much debate as to what to include and how it should be presented.  Themes explored in the Journal include the

following: minding self, family, alcohol and drugs, depression, stress, parental separation, disability, discrimination, bullying and exams.

The young people were keen that the Journal should also have some ‘light-hearted’ input and decided to include a horoscope and to write

to a number of Irish stars to find out what they do when they’re stressed out.  They also created a character, their mascot, Jeremy, who is

included throughout the Journal.

Once the initial draft of the Journal text was complete, the group met with a graphic design team who advised them on design.  They felt

strongly that the design should be colourful but tasteful and creative.  Various meetings were held with the design team to agree the final

design.

At this stage the group invited a ‘media consultant’ to a session for final advice on layout etc.  On her recommendation, they created more

interesting headings for each section.

In July 2000, the final editing meeting took place and the Journal went to print in August.  It had been decided to market the Journal to

Senior Cycle students and Principals and teachers had been made aware of the Journal at various meetings.  At their suggestion, the

Journal should have a nominal cost to each student.  Schools placed Journal orders before the end of the academic year and the Journals

arrived in the schools before the start of the new term.

Feedback 

The feedback from students and teachers has been very positive and to date 3,000 copies have been sold.  Some schools have decided

for a variety of reasons not to have the Journal this year although a number of others have expressed an interest in it for the coming school

year.

The project group was pleased with the final product and say that they enjoyed and learnt a lot from the whole process.  A training session

was run for the entire project group on ‘presentation skills’ and ‘being interviewed by the media’ in preparation for the launch and other

events.  Three members of the group presented the project at the Health Promotion Summer School Conference and a number of them

have been interviewed on local radio. Two of the young people described the project to An Taoiseach on the occasion of the official launch.
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The Future

From the outset it was agreed that the project would be formally evaluated and this is currently underway.  The working process of the

project, from the point of view of the young people and the professionals, will be evaluated.  A number of Focus Groups with young people

who received the Journal will be conducted and a Questionnaire will be distributed to all current Journal users.  A Project report will then

be completed.

Contact: 

NWHB: Ms Anne Sheridan 074 23786, Dr Don McDwyer, Ms Máire Magenis 074 23563
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4.2.8.4 Galway Health Advice Café 

This project is in its development stage but represents a flexible needs-based approach to
service provision to young people.

In 1998 a group of adolescents, including those who attend services and those attending local schools but not known to the health

services, was formed to advise the Western Health Board on how best to design a Health Advice Café. This included advice on design,

operation and generally on how best to meet the needs of adolescents who might use the Health Advice Café. The project emerged from

joint working between Child Care Services and Drugs Prevention Services at a child protection level. 

The aim is to offer young people a non-stigmatising venue in the city to access services and advice. It is being developed to complement

the Western Health Board’s Family Support Services in Galway.

Eight young people (modal age 14) are involved in the management of the project. Importantly, the adolescents will be active players in the

operation of the initiative, including involvement in working as volunteers in the Café.

The adolescents will work as peer mentors to support other adolescents who may be experiencing adversity, through a peer support

mentoring program which will be a core element of the Café.

The Café manager will be appointed in Spring 2001, and outreach workers will be in place soon after that.  The Café will open its doors in

Summer 2001. The project has involved adolescents as active players and partners in the operation of a program, as well as being based

on the needs of service users, as deemed appropriate by service users themselves.

Contact: 

Project Manager, Health Advice Café, Francis Street, Galway
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4.3 Working in Partnership - Central to an Adolescent
Friendly Health Service

A partnership approach has been recommended throughout this document as a key to addressing adolescent health issues. This is in

recognition of the range of factors which impact on health and the need for co-operation and co-ordination of response.

Who are the key partners?

• Adolescents and their representative organisations

• Parents and Carers and their representative organisations

• Department of Health and Children and Health Boards

• Best Health for Children

• Department of Education and Science and Schools 

• Department of Social, Community and Family Affairs

• FÁS, Youthreach, and other training agencies 

• Department of Justice, Equality and Law Reform

• Local Authorities 

• Voluntary  and Community Sector

• National Children's Strategy

• Professional Bodies

What are the elements of a Successful Partnership?
• Shared values and mission

• A process that is credible with a method that is open and shared

• A vision that is an inspiring image of success

• An impact that can demonstrate outcomes that are valued by stakeholders

• Relationships which sustain mutual trust and respect

(From Thomas J. Rice 2000)

60 Introducing an Adolescent Friendly Health Service



How can the Health Boards operate in partnership in relation to adolescent health?

The Health Board's role in relation to adolescent health can be summarised as one of:

• Direct service provision

• Partnership

• Advocacy

• Consultation and Involvement

The diagram below summarises how this should operate in relation to the areas highlighted in this Report.

Figure 4.1 Health Board’s Role in Relation to Adolescent Health Working Group Topics 

Source: North Western Health Board
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5.0 Useful Sources of Information
The following websites present very useful information, references and links on the planning, implementation and evaluation of

methodologies of consultation and public involvement:

• www.idea.gov.uk/bestvalue/consult

• www.cabinet-office.gov.uk/index/guidcons.htm

• www.pip.org.uk

Useful reports include: 

Audit Commission, Listen Up! Effective Community Consultation, Audit Commission Publications.

www.audit-commission.gov.uk

Youth Council For Northern Ireland, Seen and Heard: Consulting and involving young people within the public sector, (Forthcoming

Publication).

Cohen, J., Emmanuel, J. (1998) Positive Participation: Consulting  and involving  young people in health related work: A planning and

training resource, Health Education Authority.
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6.0 Recommendations
6.1 General Recommendations

This Report highlights the variety of factors that impact on adolescent health.  The Sub-Committee recognises some key pieces of work

that have already been produced, the implementation of which is central to addressing adolescent health. The recommendations from the

following key strategy documents are endorsed.

• Best Health for Children: Developing a partnership with families

• The National Children's Strategy 

• Report of the Task Force on Suicide

• The National Alcohol Policy Ireland 1996

• Report of Ministerial Task Force on Measures to Reduce the Demand for Drugs 1996

• The Road to Safety: Government Strategy for Road Safety

• Youth as a Resource: Promoting the Health of Young People at Risk

• A Health Promotion Strategy: Making the Healthier Choice the Easier Choice 1995

• The National Health Promotion Strategy 2000-2005

• National Health and Lifestyle Surveys: Survey of Lifestyle, Attitudes and Nutrition (SLÁN) and HBSC 1999

• AIDS Strategy 2000: Report of the National AIDS Strategy Committee

• The National Anti-Poverty Strategy 1998 

• Accidental Injury in Ireland

• Primary Care Strategy NWHB

• Towards an Independent Future

• Implementing the Information Society in Ireland: An Action Plan

• Commission on the Family

• Cardiovascular Strategy: Building Healthier Hearts

• Joint Committee on Family, Community and Social Affairs 2001: Teenage Parenting – Contemporary Issues

It is hoped that the format in which the recommendations are presented will serve as a tool for Health Boards to monitor their progress.

For each recommendation, a lead agency is suggested and other partners may need to be involved to ensure successful implementation.
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6.2 Glossary
In this section of the Report the following abbreviations are used:

BHFC Best Health for Children

CCAC Child Care Advisory Committee

CHT Child Health Teams

DHF Dental Health Foundation

DoELG The Department of Environment and Local Government

DoES The Department of Education and Science

DoSCFA The Department of Social, Community and Family Affairs

DoTSR The Department of Tourism, Sport and Recreation

DoHC The Department of Health and Children

DoJELR The  Department of Justice, Equality and Law Reform

HB Health Board

HPU Health Promotion Unit

IAC Irish Association of Counsellors

NCCHC National Conjoint Child Health Committee

NCS National Children’s Strategy

NEPS The National Educational Psychology Service

NTDI National Training and Development Institute

NYC National Youth Council

RCPI Royal College of Physicians in Ireland

SPHE Social, Personal and Health Education

YHLT Youth Homeless Liaison Teams 
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1.1 Planning and Review

1.1.1 Health Boards should have a specific section in their Service Plans addressing
Adolescent Health. This section should include Action Points arising out of the
general recommendations outlined below.

1.1.2 The National Conjoint Child Health Committee should review progress on the
implementation of these recommendations .

1.1.3 In addressing all recommendations, a conjoint approach to needs assessment,
evaluation and research should be adopted.

1.2 An Adolescent Friendly Health Service is Accessible and Appropriate

1.2.1 There should be national registration with General Practitioners (for all age
groups).

1.2.2 Free open access to Primary Care up to the age of 18 should be piloted with a
view to implementing full open access by the year 2004.

1.2.3 The School Health Service Model as recommended by BHFC should be extended
to second level schools.  As a first step a pilot for this service should be carried
out in one Health Board region.

1.2.4 Awareness should be raised in relation to building regulations with regard to the
visitability of buildings. These regulations should be strictly enforced.

1.2.5 All health services should have a policy in their service/building plans in relation to
accessibility of buildings. They should include a review of the accessibility of
current buildings.

1.2.6 A project worker should be employed to support the planning, implementation
and evaluation of the recommendations in this Strategy, by consulting and liasing
with adolescents. 
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1.3 An Adolescent Friendly Health Service has Staff with appropriate skills and
training.

1.3.1 The National Training and Development Officer for Best Health for Children should
identify the training needs of those involved in service provision for adolescents
and devise a training strategy to support the implementation of the Adolescent
Health Strategy.

1.3.2 Staff training should be innovative and should focus on user involvement.
Guidelines should be developed, in partnership with adolescents, for Health
Boards and agencies working with young people in respect of issues of inclusion
and access.

1.4 An Adolescent Friendly Health Service Informs

1.4.1 The National Children Strategy recommends that children will have opportunities
to explore information and communication technologies in ways which are safe
and developmentally supportive. Research on the impact of technologies on
children and continued investment in schools’ information technology
programmes should be supported.

1.4.2 An accessible national website should be developed to advise young people,
carers/parents and professionals on adolescent health and related issues.

1.4.3 Access to internet facilities should be supported through the development of a
‘one-stop-shop’ approach to service development. 

1.4.4 Health Boards should ensure that good quality information on the services they
provide is readily available to Health Board staff, adolescents and their parents
and organisations providing information to young people.
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1.5 An Adolescent Friendly Health Service operates through Partnership

1.5.1 Developments in adolescent health in Health Boards should link in with
developments recommended by Best Health for Children and with existing
regional structures (ie County Child Care Committees)

1.5.2 An Adolescent Friendly Health Service Quality Mark should be developed and an
accreditation scheme implemented to ensure Health Boards and their partner
organisations provide a broad range and choice of services.  The Q mark should
facilitate a network of good practice in relation to adolescent health. Quality
standards should also be set for involving young people in health services.

1.5.3 The recommendations of the Joint Committee on Family, Community and Social
Affairs report on Teenage Parenting: Contemporary Issues 2001 should be
implemented in full.  The report will inform the development of the work the
NCCHC Sub-Committee on Supporting Parents which will be issuing a report on
their work during the autumn of 2001.  

1.5.4 Parents must be supported in the care of their adolescent children.  They should
have access to necessary information and support services in this regard. The
recommendations of the Sub-Committee on Supporting Parents (forthcoming) will
address this area.

1.5.5 An agreed minimum income standard should be available for adolescents (as is
the case with adults).  Over the course of a ten-year period, targets should be set
for its introduction.

1.6 Research and Development 

1.6.1 A budget should be secured by Best Health for Children to commission research
into adolescent health.  This research should link in with the research programme
of the National Children’s Strategy.  Priority areas for research and development
(see outlined on page 71).
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(i) Service Experience

-  Qualitative and Quantitative research into young people's experiences of
health services

(ii) Mental Health and Young People

-  All aspects of mental health and mental health promotion
-  Youth suicide and para-suicide
-  Evaluation of current mental health interventions with adolescents to identify

and replicate models of good practice
-  Specific needs of gay and lesbian adolescents

(iii) Young people with Chronic Illness and Disability
-  Research into motivational factors for young people in dealing with chronic

illness and disability

(iv) Inter-Departmental Responses
-  Research into partnership working at inter-departmental and inter-agency

level, to address disadvantage and particularly educational disadvantage

(v) Health Behaviours
- Research on the appropriateness and usefulness of developing specific

targets and deadlines in the area of adolescent health behaviour
-  Research which focuses on the health behaviours of young people at risk,

particularly young people out of school
-  Evaluation of previously agreed and negotiated objectives should be an

integral component of all health promotion interventions; funding should be
contingent on building this in at the planning phase.

1. General Recommendations Target
Date
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2. Chronic Physical Illness and Disability

Guiding Principles

Currently, Health Services for adolescents are poorly developed in Ireland.  International research has identified how services can be

developed and the recommendations in this Report are an initial step in responding to the needs of this group.  It is hoped that their

implementation, alongside ongoing research into the services in Ireland, will not only improve the lives of adolescents, but also their

families and society in general.

Adolescent Views

Opinions of young people with chronic physical illness and disability should be incorporated into hospital, community and educational

developments.

National Database

The establishment of the National Physical and Sensory Disability Database through the Department of Health and Children is Database

Development Committee is strongly supported. Without a complete, accessible and reliable database, many of the recommendations of

this Report will be impossible to implement.

Illness and Disability Awareness

Illness and disability awareness programmes should be linked to the National Educational Psychology Service (NEPS) and the Social,

Personal and Health Education programme (SPHE) in schools. Individuals, for example, nurses, doctors, carers, teachers and voluntary

sector personnel, who in their day to day work  have direct contact with adolescents with chronic physical illness and disability, should

have access to disability awareness training programmes.

72 Recommendations



2.1 Hospital Care

2.1.1 Hospital departments, including Accident and Emergency and Out-Patients, should aim to provide a
suitable environment for adolescents. This includes the physical environment – facilities and
wards/spaces, and the professional environment - staff attitudes, behaviours and responses. All
hospital departments should produce a plan to improve the current environment for adolescents in
hospital, incorporating the expressed views of adolescents.

2.1.2 The Faculty of Paediatrics should ensure Paediatricians in training have a module on adolescent
issues.

2.1.3 Training in the nursing of adolescents should be included in the curricula of nurse training
programmes.  Appropriate models are available and should be incorporated into training.

2.1.4 Service planning in hospitals must include ongoing qualitative research with adolescents to improve
facilities and quality of care.

2.1.5 Hospitals need to review the range and level of professional support available in order to plan a
proactive approach to the needs of adolescents.

2.2 Community Services

2.2.1 A review of services in the community for adolescents with chronic physical illness and disability
should be undertaken to aid in strategic planning, development and delivery of services. 

2.2.2 All relevant staff in Community Services should take part in training in adolescent issues.

2.2.3 Appropriate management structures should be developed within Community Services to aid in
strategic planning, development and delivery of services for adolescents with chronic physical illness
and disability.

2.2.4 All adolescents should be registered with their General Practitioners.
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2.2.5 A designated officer should review communication systems between Hospital, Primary Care and
Community Services.  An action plan should be developed with protocols to ensure that essential
information is transferred in a timely fashion.

2.2.6 Each Health Board should review the level of support given through the Personal Assistants scheme.
Adolescents who would benefit from this support should have appropriate access to it.  Good
practice in relation to the training and provision of Personal Assistants should be identified in the
review.

2.2.7 Each Health Board should produce a plan for the development of respite facilities.

2.2.8 The Long-Term Illness Scheme should be reviewed, with a view to broadening the inclusion criteria.

2.2.9 Until free access to Primary Care is established at a national level, there should be greater flexibility
in the provision of Medical Cards to adolescents with chronic physical illness and disability.

2.2.10 Physical structures should be improved to give access to public buildings and public transport.

2.2.11 In respect of new Technology, there should be
• Appropriate assessment of new technology needs, including a review of current practices and

an assessment of potential new technology demands with appropriate planning to meet
identified needs

• Advice and support to professionals who recommend use
• Provision of and access to new technology locally
• No unacceptable delays in provision of essential technological aids and equipment
• Ongoing Quality Assurance
• Appropriate use of new technologies in the establishment of ‘one-stop-shops’ for advice on

services, entitlements, training etc.
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2.3 Transition of Care from Paediatric to Adult Services

2.3.1 Each Health Board should ensure that  every Hospital has a transition policy.

2.3.2 Each Speciality Team should ensure that each individual has a transition plan, which has been
developed in partnership with the client and his/her carers.

2.3.3 Royal Colleges should incorporate training on the management of chronic illnesses in adolescents in
the curriculum of adult specialists.

2.3.4 Specialised nurses increase compliance with care; therefore there should be a dedicated post within
each relevant specialty, to offer continuing links into the adult service.

2.3.5 There needs to be a general increase in the number of specialists with an interest in adolescents but
particularly in the areas of Neurology, Cardiology and Rehabilitation Medicine.

2.3.6 A plan should exist to ensure provision of joint-clinics by Paediatricians and other Physicians over an
appropriate transition period. These should be actively encouraged through appropriate Health
Board funding.

2.4 Education

2.4.1 All adolescents who require Care Assistants in second-level schools should have access to them.
Care Assistants in schools should have adequate information regarding students’ needs, especially
those students with more complex difficulties. The NEPS Psychologist could be a channel for some
of this information.

2.4.2 There should be a transition plan to re-integrate students into school following a long illness; this
should involve health professionals, student, parents/carers and school.

2.4.3 Developments in the provision and training of Resource Teachers are welcomed. A joint review of the
way in which Resource Teachers are used is recommended. The review should produce a plan with
detailed monitoring procedures, implementation points and outcomes.
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2.4.4 Child Care Policy Unit, DoHC, Fás and other relevant groups should work with the National Centre
for Guidance Counselling in developing strategies for the delivery of career guidance.

2.4.5 The physical environment within second-level schools should accommodate students with special
needs and facilitate the involvement of therapists and health professionals.

2.4.6 Initiatives such as mentoring and youth leadership should be supported and developed as a method
of promoting a seamless transition from primary to secondary school. 

2.4.7 The development of appropriate health information material for adolescents with chronic physical
illness and disability should be undertaken by the Department of Health and Children, in consultation
with other relevant agencies e.g. NEPS, representative agencies of parents and young people.

2.5 Outstanding Issues

The following issues, raised in the course of this review, require further attention:

2.5.1 Consent for treatment or refusal of treatment

2.5.2 Conflict between confidentiality for adolescent and informing parents of “at risk” behaviour

2.5.3 Issues relating to sexuality causing dilemmas for physicians and their patients

2.5.4 The mental health needs and health behaviours of adolescents with chronic physical illness and
disability should be given particular attention in considering the recommendations of other sections
of this document. 
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3. Adolescent Mental Health

Definition of Topic

Adolescence is a developmental stage offering tremendous opportunities for growth and positive outcomes. Mental health for adolescents

can be influenced, positively or negatively, by the developmental tasks involved in this transitional period of life. It is a time when

experimental behaviour is a core part of negotiating these tasks. Mental health disorders in adolescence are common and disabling. They

affect young people’s functioning in several areas of their lives, personal, social, behavioural, academic and vocational, and they interfere

with their ability to undertake the developmental tasks of adolescence. The cost of these disorders – in suffering for the young person and

his/her family, in the effects on community resources, in loss of productivity and unfulfilled potential – is enormous.

Framework for Recommendations

Source: Opportunities for Mental Health Promotion. Health Australia 1996

All mental health interventions should adopt an ecological approach, i.e. aim to positively influence the adolescents’ environment as well as

adolescents as individuals. Co-operation between Department of Education and Science, the Department of Health and Children and other

relevant Departments is essential to ensure implementation of the recommendations below.
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3.1 Health Promoting Schools
The Health Promoting Schools approach is an ideal context for promoting the health of adolescents
in school. Consideration should be given to adopting it in all schools.

3.1.1 Health Boards should review the opportunities presented by Social, Personal and Health Education
(SPHE) to work with the Department of Education and Science.

3.1.2 SPHE should be a mandatory and time-tabled subject for every age group during primary and post
primary education. 

3.1.3 SHPE should be broad based in content and holistic in nature, and directed at building resilience
and maintaining a healthy lifestyle.

3.1.4 Schools should be supported to facilitate training for teachers. This training should include multiple
methods of delivery and skills training for teachers.

3.1.5 A SPHE module should be included in all pre-service teacher training.

3.2 Health Promotion for Adolescents Who Are Not In School

3.2.1 A similar SPHE/Lifeskills programme for adolescents who are not in school should be developed.

3.2.2 Those working with adolescents who are not in school should be facilitated to engage with training
and support through:

- Inclusion of SPHE module in relevant training programmes
- Provision of training for multiple methods of delivery and skills training 

3.2.3 Parallel Lifeskills programmes, with specific emphasis on parenting skills, should be implemented
with parents to complement programmes being implemented in school and out-of-school settings.
These programmes should be accessible, affordable, acceptable and community based.
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3.3 Reducing Risk

3.3.1 Those working with adolescents in school and out-of-school settings should be trained to identify
adolescents experiencing difficulty and to implement a referral procedure where appropriate.

3.3.2 Specific preventive programmes aimed at populations at risk should adopt a health enhancing
lifeskills approach. Such programmes/interventions should be implemented at appropriate times to
target particular crisis points or time of transition within adolescent life. These include:

- Bereavement
- Illness (of adolescent or family member)
- Abuse
- Financial Strain in the family
- Moving to secondary school
- Conflict in school and/or with peers
- Early School Leaving
- Incidents relating to substance misuse
- Suicide (attempt or exposure)

3.4 Preventing Disorders

3.4.1 The extension of the National Educational Psychological Service (NEPS) to all schools is welcome.
One of the stated aims of NEPS is the promotion of mental health. A similar service should be
available to adolescents who are not in school. 

3.4.2 All schools should have a Guidance Counsellor with responsibility for interventions aimed at “at risk”
adolescents. The quota of students per Guidance Counsellor should be 250:1

3.4.3 A School Health Service for second level schools should be developed. A first step should be an
area based pilot project to be evaluated and acted upon after two years.
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3.5 Strategies for those displaying early symptoms of mental illness

3.5.1 Training programmes should be provided for Primary and Community Care personnel who come into
contact with adolescents, to ensure early diagnosis and appropriate referral.

3.5.2 Counselling services should be available and attractive to adolescents in a variety of settings
including schools, youth organisations, Health Board and community settings.

3.5.3 Standards and accreditation for Counselling Services must be developed nationally and adopted by
all agencies offering Counselling Services to adolescents.

Level of Service Provision

3.5.4 Health Boards should undertake an assessment of the need for  care placements (including Day
Care) for adolescents in need of “out of home” care.

3.5.5 There should be specific mental health teams in each Health Board area. The SHB Development
Plan provides a useful model in this regard.

3.5.6 Health Boards should assess the treatment needs of young people with Attention Deficit
Hyperactivity Disorder (ADHD) and their families, including Speech and Language and Occupational
Therapies. 

3.6 Service Development

3.6.1 Development of appropriate and attractive treatment facilities in most Health Boards (accessible to
all Health Boards) for adolescents experiencing mental illness should include:

• Appropriate prevention and support
• Regional or super-regional adolescent treatment facilities
• High quality Day Care that is subject to audit
• Improved access to appropriate placements, eg. Group Homes, Foster Care 
• Self referrals and walk-in services
• Home support and treatment services
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3.6.2 Each Health Board should ensure that every acute mental health facility has a transition policy which
should  cover:

• A transition plan involving professionals, adolescent and parents
• Access to training for staff in relation to specific needs of adolescents

3.6.3 Appropriate service responses need to be developed for young people and their families following an
act of para-suicide.

3.6.4 Protocols should be developed to ensure that every case of para-suicide seen in an Accident and
Emergency Department is examined by a liaison Psychiatric Team (Task Force on Suicide).

3.6.5 Services should be organised to respond to issues arising from a major incident. In doing so, the
model of the Restore Team in the North West should be considered by all Health Boards.

3.6.6 Addiction counselling services aimed specifically at adolescents should be developed where they
don't already exist.

3.6.7 Health Boards should undertake an assessment of the need for supports for adolescents with mental
health problems in Primary Care settings.

3.6.8 Current tertiary care provision should be evaluated by Health Boards, using simple Performance
Indicators eg. Length of stay. 

3.7 Quality Standards

3.7.1 Specific quality standards might include:
• An adequately staffed professional and multi-disciplinary service for each 250,000 population 
• Geographically and temporaily convenient services
• Appropriate child-centred accommodation that facilitates the full range of assessment and

treatment
• Ready access to more specialist services, on a larger population base
• No professional staff working in isolation
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3.7.2 Specific quality standards might include:

• Following assessment, no adolescent should have to wait more than four weeks from referral
for specialist assessment by a local professional or multi-disciplinary  team (a multi-disciplinary
assessment is not necessary in every case).

• Following assessment, no adolescent should have to wait more than two weeks for the start of
a treatment programme. 

• If the referring professional considers the case to be urgent, an adolescent who may require In-
Patient care should be assessed within 24 hours.

• An adolescent who, following assessment, is considered in need of urgent In-Patient care
should be admitted within 24 hours.

• In non-urgent cases, an adolescent requiring In-Patient care should be admitted at an
appropriate time, as advised by the clinician responsible for the case, and the family should be
given at least one week’s notice.

• No adolescent should be admitted to an adult psychiatric In-Patient Unit unless there is a
positive indication for doing so.  If this is not considered an  appropriate setting, the child or
young person should be transferred to appropriate accommodation within one week.

• Senior staff should meet in ‘difficult to place’ cases and decide which agency will take
responsibility and set a timetable for placing the child in appropriate care.

• Adolescents admitted to hospital or seen in Accident and Emergency Departments as a result
of actual or suspected physical, sexual or emotional abuse  should be referred for assessment.
Local Child Protection procedures should clearly explain the correct mechanism for referral.

• Children or young persons admitted to hospital or seen in Accident and Emergency
Departments as a result of deliberate self-harm should be seen by a  Child and Adolescent
Psychiatrist before discharge or by a professional with appropriate training and ready access to
a Psychiatrist.

• All services should have explicit procedures for the situations set out above.    
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4.   Adolescent Minorities

Homeless, Refugee and Asylum Seekers, Travellers, Lesbian and Gay Adolescents

Most young people undergo a major transition in their lives during the period from adolescence through to adulthood.  For some, this can

be a particularly difficult transition, especially if the young person is experiencing adverse circumstances, due to poverty, exclusion from

society, problems within the family or they may be encountering prejudice and discrimination.  Young people who are members of minority

groups regularly encounter such circumstances and may be discriminated against at the individual or institutional level.  

There should be greater recognition of diversity in relation to gender, sexuality, socio-economic status and ethnic background.  Appropriate

and targeted responses need to be developed. Many young lesbians and gay men are bullied and intimidated at school, just as young

Refugees and Asylum Seekers may be excluded in society; young homeless people have little or no support network, while young

Travellers are frequently isolated from recreational services and an increasing number are beginning to turn to drug-taking.  It is because of

these difficulties that such adolescents very often have special needs in terms of health requirements and these must be identified and

addressed. 

Policies should be developed and staff should be trained to work with minority groups.  These young people need to be respected for their

differences and, at the same time, they should have access to all necessary services.  Schools should educate young people and raise

awareness on issues pertaining to minority groups, in order to ensure the successful integration of all young people attending school.

Education workshops also need to take place in the community to raise awareness of health issues among those young people who are

not attending schools, such as many young Travellers.

There should be an increased focus on the health needs of adolescents who are members of minority groups, with the emphasis being

placed on equality and discrimination issues.  

83 Recommendations



84 Recommendations

4.1 Homeless – Policy & Protocol

4.1.1 Every public service should have a policy and protocol regarding youth homelessness.  A designated
person should ensure that these protocols are upheld: e.g. that information regarding what is
available for a young homeless person is made accessible to them.  Given the high levels of reported
health and in particular, mental health problems among young homeless persons and their
reluctance to approach services, services should be more proactive in encouraging and facilitating
service use.

4.2 Homeless – Service Planning

4.2.1 Under the Child Care Act, 1991, each Health Board is required to review its services to young
homeless persons as a matter of urgency, with a view to identifying gaps in service provision and
producing a strategic plan.  Protocols in respect of the existing law should be established to ensure
enforcement of legislation regarding youth homelessness.

4.2.2 In the context of prevention, each Health Board should produce a plan which incorporates Family
Support intervention in cases where adolescents are likely to leave home early.  In this regard, it may
be helpful for one Health Board to take a lead role in the identification and piloting of specific
support programmes.

4.3 Homeless – Service Planning

4.3.1 Schools and Health Boards in each Community Care area should have designated support workers
(Youth Homeless Liaison Team - YHLT) to work with young people who are likely to drop out of
school and/or leave home early.

4.3.2 A reference panel comprising young people themselves should be established by the Child Care
Advisory Committee (CCAC) to advise the CCAC on issues relating to youth homelessness.

4.4 Homeless – Multi-agency/multi-disciplinary Responses

4.4.1 Service providers should seek to identify and implement multi-disciplinary service models of ‘best
practice’ which integrate the young person into community life in a holistic fashion.
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4.4.2 Youth Homeless Liaison Teams (YHLT) should be established in each Health Board area.  This team
should be multi-agency/disciplinary and comprise family support workers, hostel child care staff,
community youth workers, community Gardaí, home-school and community liaison teachers, etc.

4.4.3 YHLT should receive training in practical methods of working with homeless youth, for example,
Family Group Conference methods, outreach, and direct work with adolescents.

4.5 Homeless – Welfare

4.5.1 The current bar to Social Welfare payments in respect of adolescents between the ages of 16 and 18
years should be removed.

4.5.2 The Child Care Advisory Committee (CCAA) in each Health Board should receive a bi-annual report
on the adequacy of services within the Board’s area in respect of youth homelessness.

4.6 Homeless – Support

4.6.1 The issue of homelessness should be addressed in schools through existing health promotion
initiatives.

4.6.2 All Garda stations, GP Surgeries, public venues (e.g. Rail Stations and large shopping centres)
should provide information regarding service availability for young persons who may find themselves
homeless.

4.6.3 Designated officers in each Health Board (YHLT) should act as an advocate/negotiator for young
people who find themselves homeless, regarding their rights to work, education, family matters,
religiosity etc.

4.7 Refugees & Asylum Seekers Policy & Protocol

4.7.1 Every public service should
a) have a declared policy and written protocol to address the issue of racism
b) demonstrate that the service is Asylum Seeker/Refugee friendly.  In this regard, every public

service/agency should have a designated person to act as an ombudsperson to ensure that
protocols and policies are upheld.
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4.7.2 Included in policy and protocol should be issues of access
a) Information provided and displayed in an understandable format
b) Information about existing services disseminated to all interested parties
c) Cultural background of the young person they are dealing with should be taken into account by

front line staff, eg. Issues of gender

4.7.3 The practice of fragmenting and dispersing different national groups should be reviewed.

4.8 Refugees & Asylum Seekers Best Practice

4.8.1 Models of best practice from other countries should be identified and adapted to an Irish context.

4.9 Refugees & Asylum Seekers Education and Support

4.9.1 The appropriate authority should carry out an educational assessment of the adolescent, in
consultation with their guardians and representative organisations.

4.9.2 Appropriately qualified and culturally sensitive Counsellors, Psychologists, Doctors and Care
Workers should be made available to assess the adolescent’s particular health needs.

4.9.3 English language training and support in terms of access to school and out of school youth activities
should be provided.

4.9.4 Adolescent Refugees and those seeking asylum should have strategies designed to promote
integration from the first day of their arrival.

4.9.5 Every Health Board area and VEC catchment zone should, as a matter of urgency, allocate at least
one existing school and youth project to work with adolescent Asylum Seekers and foreign nationals.
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4.10 Accommodation

4.10.1 Isolation, depression and boredom should be addressed by ensuring the appropriate infrastructure is
in place.  A community or outreach service should be established in each large population area, i.e.
city or large town, to offer support and a drop-in facility for Asylum Seekers/Refugees.  A mixture of
Irish residents and refugees should staff such community reception centres.  Such centres should
not be seen as a place to deal with all issues, but as part of a model of community integration.
Potential hostility from local communities should be averted by providing clear information to the
communities and involving them in plans, before the Refugees/Asylum Seekers arrive.

4.11 Refugees & Asylum Seekers Attitudes and Information

4.11.1 Front line health care providers, Health Board employees, Civil Servants, Gardaí and other public
services should receive training in anti-racism. This training should also extend to community
development groups, teachers, media etc.  A training module should be developed for this purpose.

4.11.2 A culturally sensitive, multi-media programme in educating the general population on the
experiences of Asylum Seekers/Refugees, including their cultural history, should be developed and
made locally appropriate. 

4.11.3 Community based adolescents services, including Neighbourhood Youth Projects, should sensitise
all young people who attend the programme to the needs of Asylum Seekers and Refugees.  

4.11.4 All Refugees/Asylum Seekers should have access to information which specifically relates to issues
of Asylum Seekers but should also include information on rights which relate to work, education,
family issues, religion etc. Asylum Seekers/ Refugees should receive courses on parenting, children’s
rights and Irish law.

4.12 Unaccompanied Minors

4.12.1 All unaccompanied minors 
• should be assigned a legal guardian or suitable caregiver directly after entering the State
• should be housed in accommodation in a culturally familiar environment, where they have

access to support from a suitable caregiver, preferably a guardian
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4.13 Travellers – Policy & Protocol

4.13.1 Every public service should have a policy and a protocol that is Traveller-friendly and specifically
addresses the issue of racism.  

4.13.2 All health plans should include a focus on issues affecting Travellers.  

4.13.3 Current anti-racism legislation should be enforced.  

4.13.4 Anti-racism training should be provided for health care providers, Health Board employees, Civil
Servants, Gardaí, community groups, teachers, media, etc.

4.13.5 A designated officer should be assigned in each public service to ensure policies and protocols are
upheld, e.g. notices to be written in clear English or with the use of symbols.  Specific welcoming
statements should include Travellers.

4.14 Travellers – Access

4.14.1 Information about existing services should be disseminated to Travellers through Traveller support
and advocacy groups.  

4.14.2 Poverty needs to by recognised as a major cause of ill health; an awareness of the context of the
lives of Travellers should inform the planning and delivery of services.  Without an understanding of
the accomodation and sanitation difficulties faced by Travellers, certain otherwise effective health
interventions may be completely ineffective eg. treatment of scabies without access to running water
or electricity.

4.15 Travellers –  Support

4.15.1 Learning & social activities for young Travellers need to be specifically targeted as these lead to
greater health awareness.  Literacy programmes and support systems for adolescents to access
schooling should be designed and funded.  Youth services and programmes from public bodies such
as VEC, Health Boards, and Local Government, should set specific targets for the inclusion of
Travellers.
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4.15.2 Programmes of education should be culturally sensitive and include the experience & history of
Travellers; rather than the more usual portrayal of Travellers as a problem, Traveller history should be
taught as part of Irish History.

4.16 Travellers –  Education

4.16.1 Courses should be funded for young Travellers on parenting, access to education, children’s rights,
Irish Law etc.

4.16.2 Health promotion activities should take in to consideration low literacy rates among Travellers;
Travellers (or their representative organisations) should become involved in the design of health
promotion activities and in the raising of health awareness.  The importance of childhood
immunisation and appropriate diet need to be stressed.

4.17 Travellers – Service Development

4.17.1 Models of best practice should be explored in conjunction with representatives of the Travelling
community.  It would be useful to draw on the experiences of ethnic minorities and/or nomadic
communities in other countries (e.g.  The New Zealand Family Group Conference programme for the
Maori population).

4.17.2 All new services for Travellers should be staffed by a quota of Travellers; capacity building among
Travellers will have to happen before this can be achieved.

4.17.3 Traveller Health Units should be monitored in relation to their activities and outcomes.

4.17.4 The Traveller Community and their representatives should be involved in the development of all new
health plans and services; consultation with adolescent Travellers should be given particular priority.

4.18 Lesbian and Gay Adolescents Policy and Protocol

4.18.1 Every public service should have a policy and protocol in response to the needs of gay and lesbian
adolescents.  A designated person should ensure that these protocols are upheld: e.g. that
information regarding services is accessible to them. 
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4.18.2 Given the high levels of reported health, and in particular mental health problems among gay and
lesbian adolescents and their reluctance to disclose their sexual identity to service providers,
services should be more proactive in encouraging and facilitating usage by adolescents.  Gay and
lesbian adolescents should not be precluded from using services due to fear of discrimination or lack
of confidentiality.

4.19 Lesbian and Gay Adolescents: Awareness and Attitudes

Front line health care providers, Health Board employees, Civil Servants, Gardaí and other public
services should receive training in gay and lesbian issues. This training should also extend to
community development groups, teachers, media etc. Resources should be made available to
existing Gay and Lesbian organisations to develop and provide this training.

4.20 Lesbian and Gay Adolescents: Service Delivery

4.20.1 The additional pressures faced by gay and lesbian adolescents, who often have to hide their sexual
orientation, can have a seriously detrimental effect on their developmental process, self-esteem and
participation in school and other activities. 

In addressing the health behaviours (see 6.0) and mental health (see 3.0) of adolescents, this group
needs specific support and attention.  Members of the gay/lesbian/bi-sexual community should be
encouraged to participate in the development of appropriate service responses.

4.20.2 Support should be offered to the parents of gay and lesbian adolescents.

4.21 Lesbian and Gay Adolescents: Education

4.21.1 Equality issues in education as identified in recent reports on the subject (see 4.0) need to be
addressed, in particular:

• Awareness of staff and students
• Parent support
• Measures to address bullying
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5. Educational Disadvantage

Definition of Topic  

The links between inequality and health are well documented and for the adolescent population, education plays a vital role in determining

future life chances. Educational disadvantage can have a significant impact on individual circumstances and life chances and consequently

their health.  Features of educational disadvantage include:

• Early school leaving

• Low income or poverty

• Poor educational outcomes linked to:

-   unemployment

-   marginality in the labour force

-   curtailment of personal development

-   low self-esteem 

The National Anti-Poverty Strategy Working Group on Educational Disadvantage identified the following strategies to combat the problem:

the promotion of partnerships, widespread collaboration and consultation, and the development and expansion of networks in communities

among parents, schools, employers' agencies and training services .

A wide range of measures is necessary to tackle educational disadvantage, including curriculum development, teacher training, equality

initiatives, financial incentives, school based initiatives and community based activities. The recommendations in this Report focus primarily

on Health Boards’ role in relation to joint working on this issue.

Indicators of educational disadvantage occur early in childhood and are best alleviated by early intervention.  However, a comprehensive

system is required to identify and assist all disadvantaged students at all stages of their educational life.
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5.1 National Action Group Structure

A National Cross Departmental Action Group on Educational Disadvantage needs to be established
to ensure a strategic approach to tackling educational disadvantage.

National Action Group on Education Inclusion
Cross Department (Health Boards, DoES, DoSCFA)

The group remit should include information, provision of resources, provision of support and service
development.

Specialist Groups

To inform work of national group

Regional/Health Board Level Task Group
Demonstration Projects

Health Boards should jointly manage, at regional level, local projects related to educational
disadvantage.  Examples include homework clubs, lifestart, playgroups, home visiting  schemes,
youth work and parenting programmes with a community and family focus. The structures in place
to support the Social, Personal and Health Education (SPHE) programme could be built on as a
model of regional working in this area.
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5.2  Awareness

5.2.1 Awareness of educational disadvantage, its causes and its long term impact on the health of
disadvantaged children and the protective impact on students who remain on longer in school,
needs to be highlighted. 

5.3 Co-ordination & Co-operation

5.3.1 Educational disadvantage requires a co-ordinated response and co-operation at policy level, inter-
departmental level, but particularly at regional and local level, to alleviate educational disadvantage.
Best practice in this respect should be supported by Health Boards. 

5.3.2 This Report recognises that the networks participating in the Demonstration Programme on
Educational Disadvantage initiated by the Combat Poverty Agency in 1996 have demonstrated
valuable innovative, collaborative efforts to tackle educational disadvantage. Health Boards should
use the lessons learned from these projects to inform Health Board initiatives in this area.

5.4 Best Practice

5.4.1 There should be a review of current practice within the health service to establish best practice in
dealing with educational disadvantage.  This would include the facilitation of people working with
young people, neighbourhood youth projects, information sharing, family support, partnership in
addressing educational and consequently the health needs of adolescents.

5.5 Psychology, Child Care and Related Services

5.5.1 Community  services to adolescents should review the accessibility of their services to adolescents. 

5.5.2 The National Educational Psychology Service (NEPS) should be provided to all schools. There should
be clear systems of communication between the NEPS agency and Health Board Psychology
Services
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5.6 Partnership

5.6.1 Present linkages between Health Boards and Educational personnel, e.g. the model of organisation
and training for SPHE teachers, should be continued and expanded on a partnership model. 

5.6.2 Health Board Child Health Teams should liaise with existing structures i.e. City and County
Development Boards, County Child Care Committees and the Partnership Boards, to ensure that
educational disadvantage in adolescence is being dealt with appropriately by these bodies.

5.7 Early School Leaving

5.7.1 Health Boards, through their partnership organisations, should endeavour to increase awareness of
local vocational training options and ensure adequate training in line with needs assessment, in
particular to support families at risk.  

5.7.2 There should be enhanced liaison between Guidance Counsellors and local training organisations
with appropriate support from Social Work and Psychology services to ensure appropriate and
planned transition from school to training/employment programmes.
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6.  Recommendations from Working Groups

Health Behaviours

This section focuses on a number of specific health behaviours:

• substance use, including tobacco use, alcohol consumption and illicit substances

• diet and exercise

• sexual behaviour

The decision to focus on these issues stems from

• their centrality as ‘topics’ within a balanced lifestyle 

• their importance for this age group in relation to their current and future contribution to health related risk and health

protection

It should be recognised that adolescence is characterised by relative healthiness. Nevertheless, health behaviours performed at this stage

can be predictive of later risk in various categories of both morbidity and mortality. Equally importantly, some health behaviours during

adolescence are associated or predictive of current risk, e.g. accidents or health service utilisation.

It is also noteworthy that those deemed “at risk” of disadvantages, poverty or social exclusion are more likely to have low health status

associated with lifestyle health behaviours.
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6.1 Avoiding Drug (including Alcohol) Misuse

6.1.1 Legislation in relation to young people and alcohol sales needs to be strictly enforced and voluntary
codes of practice made statutory.

6.1.2 Each Inter-agency Drug Misuse Task Force should be asked to produce a plan on adolescent drug
and alcohol misuse

6.1.3 A national media programme should be developed to raise awareness in relation to promoting
sensible drinking. It should aim to

• highlight and deal with the ambivalent attitude of both parents and wider society to alcohol
consumption

• highlight the immediate risks of alcohol intoxication, such as sexual risk taking, accidents and
depression / suicide

6.1.4 Health Boards should establish addiction services targeted at adolescents and employ dedicated
staff within addiction teams who would have a role both in direct client work and in supporting
health promotion programmes.

6.2 Being Smoke Free

6.2.1 Although prevention activities are the most relevant to this age group, such measures must begin
with younger children and be supported across various contexts. 

6.2.2 Smoking cessation activities should be designed and targeted specifically at adolescent smokers
and should be introduced by all Health Boards, in partnership with schools and other agencies
providing services to young people.  

6.2.3 Research should be commissioned to examine the perceived links between smoking and weight
control.

6.2.4 The enforcement of tobacco legislation should receive appropriate funding and support. The
development of the Tobacco Control Board is welcomed in this regard.
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6.3 Eating Well

6.3.1 Each Health Promotion Department should have sufficient dietetic support 
• to develop and support nutrition policies in schools and third level institutions
• to support community groups and agencies in relation to healthy eating
• to liaise with retail food outlets to ensure accessibility of healthy options

6.4 Good Oral Health

6.4.1 The recommendations of the National Health Strategy in relation to oral health should be
implemented, in particular the need to prioritise oral health promotion initiatives with groups of
adolescents with special needs, e.g. people with disabilities, socially deprived groups, the Traveller
Community and Refugees.

6.4.2 Consumer awareness programmes around product labelling, combined with educational
interventions tackling the broad range of common risk factors, should be considered.

6.5 Being More Active

6.5.1 The fall-off in exercise participation with age is of concern among this age group, and it is most
acute among girls. Further research is required in order to identify the triggers and potential barriers
in this regard.

6.5.2 The collaboration between Local Authority facilities and local communities needs to be strengthened.

6.5.3 Joint funding should be made available to Local Authorities and Health Boards to employ a Youth
Exercise Development Officer

6.5.4 Each Health Board should review its implementation of Promoting Physical Activity: A Strategy for
Health Boards in Ireland 1997.

6.5.5 The Recreational Sports Strategy: Targeting Sporting Change in Ireland, should be resourced and its
recommendations implemented in full.
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6.6 Sexual Health

6.6.1 The legal position for professionals involved with young people needs to be clarified and guidelines
developed as to the appropriate responses for dealing with sexual health issues in a positive way.
The issue of confidentiality should be prioritised.

6.6.2 Each Health Board should develop a Sexual Health Strategy with a particular focus on adolescents.
The Strategy should cover issues of 

• Health promotion and education
• Baseline data and target setting 
• Service development
• Crisis pregnancy
• Sexually Transmitted Infections (STIs)
• Staff support and training
• Partnership working
• Contraceptive services

6.6.3 Health Professionals must continue to support the introduction of Relationship and Sexual Education
(RSE) in schools in an effective and ethical manner.  All Health Boards should develop formal links
with their relevant regional Social, Personal and Health Education (SPHE) support structure.

6.6.4 Health Boards should develop sexual health services targeted specifically at adolescents.

6.6.5 Training for GPs in relation to sexual health and adolescents should be supported through the Irish
College of General Practitioners (ICGP).

6.6.6 The Health Promotion Unit (HPU) should develop an appropriate and effective sexual health
campaign.
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6.7 General Recommendations in relation to Health Behaviours

6.7.1 Strategic Planning: Regional policy and strategy should support and in turn be supported by national
policy in this area. The specific recommendations in both Building Healthier Hearts and the National
Health Promotion Strategy, 2000-2005 should be implemented.

6.7.2 Consistent Messages Across Settings: While on-going support for educational initiatives is
important, best practice would suggest that consistent messages received across settings (school,
community, home) are most effective. An efficient mechanism for the dissemination of information on
developments in evidence of effectiveness should be considered.

6.7.3 Within this context, young people should be consulted in relation to their health needs when
developing programmes to impact on lifestyle change.

Information

6.7.4 All adolescents should have access to appropriate and unbiased information. An adolescent health
website should be developed (see also General Recommendation 1.4.2)

6.7.5 Schools, youth organisations, parents and others working with young people, should have access to
high quality and up-to-date information on health services. Support should be given to Health
Promotion Departments to fulfil this obligation.

Evaluation

6.7.6 Evaluation of previously agreed and negotiated objectives should be an integral component of all
interventions. Funding should be contingent on building this in at the planning phase.
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7. Recommendations from Working Groups

Accidents and Injuries

Every person, not just an adolescent, should have the right to live in a safe environment.

General Recommendations

Immediate implementation of all recommendations contained in the report Accidental Injury in Ireland – Priorities for Prevention

1995, in particular, general recommendation 1, 2 and 3.

Implementation of the Recommendations of the Sub-Committee for the Prevention of Childhood Injuries, National Accident Forum

All actions targeted at reducing risks and injuries should have the 3 E’s

• Education Programmes

• Environmental Changes

• Enforcement

There should be one single agency responsible for monitoring of injuries and evaluation of action.

Health Boards need to consider

• immediate implementation of the 1995 Report

• dedicated support for inter-agency collaboration 

• professional training on injury prevention

• an advocacy role 

• the issue of deprivation - steep social gradient in mortality

• acting on evidence

• evaluating initiatives
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7.1 Accidental Injuries in Ireland – Priorities for Prevention: Extracts from General
Recommendations

7.1.1 The Health Boards should take the initiative in promoting the establishment of a representative multi-
sectoral forum at national level, aimed at achieving a co-ordinated approach to injury prevention by:

• Obtaining and publishing information on a regular basis on injuries occurring, including details
relevant to prevention

• Co-ordinating appropriate preventive strategies, and evaluating their impact on injury
prevention

• Advising on national or regional targets and monitoring progress in achieving these targets
• Liasing with multi-sectoral fora at regional level which would complement the work of the

national forum
• Keeping abreast of trends or advances in injury prevention generally and making this

information available

7.1.2 An injury information system should be established at hospital Accident and Emergency Department
level, based on standardised collected data.

7.1.3  The Hospital In-Patient Enquiry (HIPE) data collection system should be made more comprehensive
i.e.

• Making E codes available for all injuries
• Fully documenting ‘Place of Injury’ 
• Maximising national coverage rates 
• Considering the feasibility of collecting social class data
• Making HIPE data person based rather than event based, as currently exists

7.1.4 Ongoing education of young women regarding the risks and consequences of osteoporosis should
be stressed at Primary Care level in an effort to reduce the incidence of hip fractures in older age
groups; the benefits of a healthy diet in avoiding fractures at a later age should also be highlighted.

7.1.5 International networking with established agencies should be undertaken, e.g. Child Accident
Prevention Trust.
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7.2 Road Traffic Injuries

7.2.1 Segregation of general traffic from cyclist and pedestrians.

7.2.2 Cycle users should be trained prior to using public roads.
.

7.2.3 Cyclists should be encouraged to use protective equipment ie. helmets, protective clothing, lighting,
reflectors etc. This should be reinforced with legislation.

7.2.4 Improvement and increase in the number of  cycle paths.

7.2.5 No driver of any vehicle (including motorised cycles) should be allowed to drive on the public roads
until and unless they prove their competency to do so.  Training must be supervised by a competent
instructor.

7.2.6 Insurance companies should not be allowed to give insurance to unsupervised trainee drivers.

7.2.7 Greater enforcement of current laws pertaining to drink and driving, wearing of protective equipment
(like safety belts, helmets, reflectors etc.) speed, violation of traffic laws and driving without due care
and attention.

7.2.8 County Councils and Corporations should fulfil their duties under the Road Safety Strategy to
convene Road Safety Together Committees and develop plans (where they have not already done
so).

7.2.9 Consideration should be given to legislation enabling compulsory use of helmets by children and
adolescents.

7.3 Sports Injuries

7.3.1 There should be greater education in schools regarding protection and safety in sport.

7.3.2 Organisations for contact sports must have protocols in place which demonstrate that quality
training and education is being carried out to protect participants and spectators from injury.
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7.3.3 In the case of contact sports the rules of the games should be reviewed on a regular basis in order
to minimise injury.

7.4 Water Safety

7.4.1 Education and training on safe practices in water sports should be supported.

7.4.2  Implementation of Sub-Committee for the Prevention of Childhood Injuries, National Accident Forum:
• Teaching of swimming and water safety in schools 
• Legislation requiring that all pools meet the same safety requirements

7.4.3 Consideration should be given to inclusion of swimming and water safety as part of the national
curriculum.

7.5 Treatment

7.5.1 Adolescents with ongoing problems resulting from head injury should have access to a dedicated
service at treatment and rehabilitation level.

7.6 Other areas

7.6.1 The work of Macra na Feirme, the Health and Safety Authority, Teagasc and farming organisations in
relation to reducing hazards on the farm, with particular emphasis on farm machinery and the
adolescent, should be progressed, enhanced and supported. 

7.6.2 Standards about the health and safety of part-time workers should be enforced and education about
health and safety should be given to all adolescents undertaking temporary or part-time work. 

7.6.3 Best practice on  safe design and planning should be promoted among relevant practitioners
through educational initiatives at undergraduate level and "on the job".
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