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INTRODUCTION 

Under Section 8 of the Child Care Act 1991 Health boards are required to 
prepare a report annually on the adequacy of the Child Care and Family 
Support Services available in its area. 

For the purposes of the review "adequacy" is interpreted as meaning that 
services are both sufficient and satisfactory. 

In particular a Health Board is to have regard in the report to the needs of the 
following categories of children who are not receiving adequate care and 
protection:-

• children whose parents are dead or missing; 
• children whose parents have deserted or abandoned them; 
• children who are in the care of our Board; 
• children who are homeless; 
• children who are at risk of being neglected or ill-treated; 
• children whose parents are unable to care for them due to ill health or for 

any other reason. 

The Child Care Act, 1991 is the most significant legislation in relation to child 
care since the foundation of the State. The Main provisions of the Act are as 
follows:-

• the raising of the age of a child to 18 years; 
• the placing of a statutory duty on health boards to promote the welfare of 

children who are not receiving adequate care and protection; 
• strengthening the powers of Health boards to provide child care and family 

support services; 
• improve procedures to facilitate immediate intervention by Health boards 

and the Gardai where children are in serious danger; 
• provisions to enable the Courts to place in the care of or under the 

supervision of Health boards children who have been assaulted, ill-treated, 
neglected or sexually abused or who are at risk and to order that children be 
represented by their own lawyers or by guardians ad item; 

• introduction of arrangements for the inspection and supervision of pre
school services by Health boards; 

• provisions in relation to the registration and inspection of residential centres 
for children by Health boards; 

• the requirement that Health boards provide accommodation for homeless 
children including those not taken into its care; 
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• the provision that Courts may require Health boards to investigate the 
situation of children not in the care of Health boards for the subject of 
custody disputes between parents in some circumstances. 

In line with Section 7 of the Child Care Act 1991 our Board has appointed a 
Child Care Advisory Committee to advise on the performance of its functions 
under the legislation. The Committee has now issued its first report which 
focuses upon early childhood intervention and adolescents (see Appendix 1). 

A number of sections of the Act remain to be implemented. These include the 
emergency protection of children, care proceedings, jurisdiction procedures in 
the Courts, registration and inspection of child care residential facilities and 
pre-school services. 

The Eastern Health Board has, over the years, put substantial additional 
services in place for children. It has taken a lead role in many areas, made 
significant improvements in family support services, day care services and the 
provision of alternative placements for children outside of their own families. 

During 1994 an additional £2.2m (£3.4m full year equivalent) was made 
available to our Board for the further development of child and family support 
services and for the implementation of the provisions of the new Child Care 
Act. During the year the Health Strategy was also published and this review 
considered child care and family support services in the context of the 
principles that underpin the Health Strategy, i.e. access, equity and quality 
together with health and social gain. 

Because of social and economic circumstances particularly in some of our 
Board's Community Care Areas, the need for child care and family support 
services is ever increasing. The review is conscious that resources are finite. 
Because of this, the review emphasises that the service must analyse need, 
prioritise within these needs and strategically plan and deliver services which 
will meet these needs. Having done this, services must be analysed for their 
effectiveness and efficiency, and systems put in place to receive feedback from 
staff and clients. 

This review considered present services and resources, new obligations 
imposed and to be imposed under the Child Care Act, statistics and other data 
on the extent and kinds of needs to be met. 

A Child Care Planning Consultative Group in November 1993 was established 
to meet the challenges related to the planning and delivery of expanded services 
under the Child Care Act. The purpose of the group is to strengthen the 
existing consultative process between social work teams and senior 
management to ensure an agreed and planned approach to service development. 
The Planning Consultative Group issued an interim report during 1994. The 
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interim report has been helpful in elaborating on our Board's policy on child 
care and family services, the aims and objective of the child care and family 
services, priorities and the relationship between our Board and the voluntary 
sector. 

The agreed policy is that children should live with their own families if 
possible and families should be supported where necessary to enable them to 
fulfil parenting tasks. Where children cannot be cared for in their own home, 
the closest approximation should be provided and supported. Services should 
be organised, planned and delivered locally. They should be community based, 
accessible, of a high quality, appropriate, integrated and effective. 

Our Board favours an integrated approach to service delivery involving 
families, communities, other statutory and voluntary services. 

The aims and objectives agreed are to convert a reactive child protection 
service into a proactive family support service, to provide an appropriate 
placement for every child who needs one, to define the relationship between 
voluntary and statutory sectors and to make explicit agreements with the 
voluntary agencies which our Board funds, to put in place structures which will 
maintain and develop appropriate family support and child care services. 

In mid 1994 a Social Work Manager was assigned to carry out a review of all 
children's homes in the region. This review was put in place in anticipation of 
the introduction of the provisions of the Child Care Act relating to the 
registration and inspection of residential homes. By the end of 1994, 25 
children's residential homes (some of which are directly managed by our 
Board and the majority of which are run by voluntary organisations and funded 
by our Board had been reviewed) will have been visited. 

During 1994 all Community Care Areas were asked to prepare prioritised lists 
of costed developments to assist and guide senior management in the allocation 
of the additional funding being provided for the development of child care and 
family support services for 1994 and for future years. Each area prepared 
prioritised costed proposals. In summary the approach adopted was to: 

• further improve the number of social workers, child care staff, public health 
nurses, clerical support staff and team leaders; 

• provide additional places for children, including homeless children by 
recruiting additional foster parents, special carers and providing additional 
residential centres and group homes and special units for children with 
particular difficulties; 

• develop preventive services particularly family resource centres, home 
maker services, day nurseries, neighbourhood youth projects etc. 
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The aim of the approach is to ensure that decisions and investments made now 
will have lasting impact and maximise the quantity and quality of the additional 
services both in terms of improving staff numbers, increasing the number and 
range of places for children and put in place very much needed preventive 
service. Particular emphasis has been placed on the recruitment of additional 
foster parents and special carers. Ten additional social workers were 
specifically recruited for this purpose. It is accepted that the majority of 
children taken into care can most appropriately be cared for by foster parents 
and special carers. It is also accepted that there will be a need for residential 
care for a number children and particularly those with behavioural difficulties. 
Residential units are by their very nature expensive and should ideally only be 
used to accommodate children who need residential care. A typical family 
group home catering for six to eight children costs in excess of £0.200m per 
year. Two such homes cost the equivalent of approximately 150 foster parents 
or approximately 75 special carers. Two such homes cost the equivalent of two 
family resource centres. The above figures illustrate the importance of 
developing the number of foster parents and special carers. If our Board's 
efforts in this are unsuccessful, much of the additional resources being made 
available will have to be spent on providing residential care by way of family 
group homes or special units. This will inevitably have a significant impact on 
the development of much needed preventive services which are essential to 
reduce in the medium to long term the number of children coming into care. 

During 1994 additional funding was provided for the development of the 
services listed hereunder. 

Staff 

The employment of additional child care and family support staff as follows:-

• 10 social work team leaders; 
• 21 additional social workers; 
• 10 additional public health nurses; 
• 4 additional secretaries; 
• 1 additional child psychiatrist; 
• 1 additional child psychologist; 
• 1 additional occupational therapist; 
• 5 additional psychiatric nurses; 
• 3 additional psychiatric social workers; 
• 2 additional play therapists; 
• 1 additional receptionist/secretary. 
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Care Placements: 

• provision for the recruitment of 50 special carers for young people; 
• provision for the recruitment of 30 additional foster parents; 
• increased allowances for foster parents caring for children with particular 

difficulties; 
• increased funding for existing children's residential centres to enable them 

cope with difficult children; 
• additional funding for new special care units for children with particular 

behavioural difficulties; 
• provision of additional emergency places for children at risk; 
• provision of additional places for homeless children 
• increased support for child care services in women's refuges. 

Preventive Services 

• provision of additional family resource centres; 
• increased support for youth and after school projects; 
• provision of additional day nursery places; 
• expansion of home help and family support services for children and 

families at risk; 
• further expansion of the Community Mothers Programme. 

Additional funding was also provided for training for staff involved in child 
care and family support services as for the significant additional legal costs 
arising from the implementation of the Child Care Act. 

Funding was also provided to enable our Board make special arrangements to 
provide interim accommodation for a number of children with particular 
behavioural difficulties who will be accommodated in new special units when 
these come on stream during 1995. 

Additional funding has been provided to bring all Community Care Areas up to 
a basic adequate level of staffing and resourcing. Distribution of additional 
staff , tended to be fairly evenly spread across all the Areas in the region. 
Further allocations should take account of particular needs including the 
instances of social deprivation etc. in some of the Community Care Areas. 
Two indicators of deprivation which were employed during the review were 
the number of children covered by medical cards and number of children 
availing of Back to School Clothing and Footwear Allowance in each 
Community Care Area. These show that Community Care Areas 4, 5, 6 and 7 
are the Areas of the region which have the greatest deprivation. These are also 
the Areas where there is low uptake of health and welfare provision such as 
MMR vaccinations and child developmental examinations. The review 
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recommends that these Areas be specifically targeted in the allocation of future 
additional resources. Other criteria for resource allocation include birth rates 
and child populations and widely dispersed areas requiring significant 
travelling time. Another issue which must be considered is the diversity of 
areas. Some areas have pockets of acute disadvantage within otherwise 
relatively well off districts. 

Because of the significance of the broader issues touched on in the previous 
paragraph it was considered that it would be useful to include in the review an 
analysis of the adequacy of a number of wider services relating to children 
which impact on their health and welfare. This is in line with the Health 
Strategy and the approach taken in the review is aimed at improving health and 
social gain in this vitally important population sector i.e. children. 

I would like to take this opportunity to thank all of our staff at all levels who 
are involved in the provision of the many services provided by our Board for 
children for their contribution to the further development of our services during 
1994. 

I would also like to take this opportunity to thank Mr. P.J. Fitzpatrick, 
Programme Manager Community Care and all staff who participated in the 
compilation of the review. Special thanks are due to Ms. Mary O'Connell who 
was primarily responsible for researching and presenting the material in this 
review. 

K J. Hickey, 
Chief Executive Officer 2nd February, 1995 
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Chapter 1 

METHODOLOGY 

Having completed a literature review, comprehensive questionnaires were 
devised for the disciplines of public health nursing, social work and the family 
refuge service. Key areas which impact on the quality and effectiveness of 
service provision were identified in advance and were incorporated in the 
questionnaires. These included: training; staff induction and staff support and 
supervision; planning of services and assessment of need; case management and 
review; co-operation and liaison between disciplines and agencies; working 
conditions of staff and administrative back-up; client satisfaction and facilities 
and service provision for specified vulnerable groups. In formulating the 
questionnaires, attention was also paid to the direction of the Health Strategy 
which was launched during the year under review. For the purpose of this 
review, "adequacy" was defined as both sufficient and satisfactory. 

Interviews (22 in total) were held with the Superintendent Public Health Nurse 
and Social Work Manager in each Community Care Area and with the Managers 
of the two family refuges which are directly managed by the Eastern Health 
Board. The questionnaires had been supplied in advance of the interviews and 
managers were asked to use the questions they contained to self-audit the service 
which they manage. Confidentiality was assured to participants. Great co
operation was experienced and managers seemed to welcome the opportunity to 
review their services. In at least one social work team, all members participated 
in compiling the responses. 

The child health service was also the focus of research undertaken for this 
review. For this element of the report, postal questionnaires were sent to the 
Directors/Medical Officers in each of the ten Areas. A meeting was held with a 
representative group of four Directors/Medical Officers who provided a joint 
response to the questionnaire for their discipline as a whole. 

The child psychiatry service was also reviewed: this was done by forwarding 
questionnaires to each service provider in the region and then by meeting with 
senior managers of two of the services. A postal response was received from the 
third service. This questionnaire was similar to those outlined above. 

In addition to the above process, the Board has been pro-active in the ongoing 
analysis of its services during 1994. Reviews undertaken include a Review of 
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Child Abuse Procedures which was commissioned as a result of the 
recommendations of the Kilkenny Incest Investigation and a Review of the Out 
of Hours and Homelessness Service. A review was also undertaken of Speech 
and Language Services in the region. These reviews have been incorporated into 
this document. 

In anticipation of Section 61 of the Child Care Act 1991 which requires the 
registration and inspection of children's homes, the Eastern Health Board also 
commissioned a review of children's homes in its region. Preliminary findings of 
this review have also been included in this document. 
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Chapter 2 

DEMOGRAPHIC AND SOCIO-ECONOMIC 
TRENDS 

The Eastern Health Board region comprises counties Dublin, Kildare and 
Wicklow. The region is divided into ten Community Care Areas: eight in Dublin 
and one each in Kildare and Wicklow. 

Population Trends 

The population of the Eastern Health Board at the most recent, 1991 census, was 
1,244,476. This represents 35% of the national figure. The population of every 
Health Board region in the country fell between 1986 and 1991 with the 
exception of the Eastern Health Board which increased by 12,238, an increase of 
1%. However this population increase was not evenly spread. Seven of the 
Community Care Areas had a net increase while three had a net reduction (Table 
1). 

Table 1; Total population in each Conununity Care Area of the E,H.B, in 
1986 and 1991 showing net change and percentage change 

Comnmnity 
Care Area 

Total 
population 

1986 

Total 
population 

1991 

Net change 
in 

population 

% Change 
in 

population 
1 123,089 125,543 2,454 2.0 
2 114,558 118,530 3,972 3.5 
3 86,593 89,097 2,504 2.9 
4 148,781 145,227 -3,554 -2.4 
5 103,264 105,740 2,476 2.4 
6 137,145 136,350 -795 -0.6 
7 120,213 115,499 -4,714 -3.9 

00 187,806 188,600 794 0.4 
9 116,247 122,645 6,398 5.5 

10 94,542 97,245 2,703 2.9 
AIIEHB 1,232,238 1,244,476 12,238 1.0 
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Table 1 shows that Kildare (Community Care Area 9) had the largest increase in 
population (5.5%) while Community Care Area 7 had the greatest reduction (-
3.9%) between 1986 and 1991. 

Community Care Area 8 remains the most populated area of the Eastern Health 
Board with a population of 188,600 while Area 3 has the smallest population of 
89,097. 

In 1991 there were 385,493 children under the age of 18 years i.e. 31% of the 
total population. In 1986 the corresponding child population was 415,012 i.e. 
33.7% of the total population. 

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

Table 2; Age breakdown of children under 18 years of age in the E.HJB 
region by Community Care Area (1991) 

V^«V^»/lki 0-4 
years 

5 - 9 
years 

10-14 
years 

15-17 
years 

Total 
Number 

% of total 
EHB child 
population 

1 8,494 8,913 10,383 6,625 34,415 8.9 
2 6,354 6,222 7,197 4,926 24,699 6.4 
3 6,363 6,389 6,600 4,021 23,373 6.1 
4 11,777 14,274 16,057 8,652 50,760 13.2 
5 9,897 11,184 10,971 6,214 38,266 9.9 
6 11,104 12,198 12,467 7,286 43,055 11.2 
7 7,804 7,507 8,553 5,511 29,375 7.6 
8 14,881 16,912 19,756 12,124 63,673 16.5 
9 10,893 12,844 13,170 7,827 44,734 11.6 

10 8,032 9,309 10,043 5,759 33,143 8.6 
Total No 95,599 105,752 115,197 68,945 385,493 100% 

Children under 5 years represented 7.7% of the total population in 1991 
compared with 8.8% in 1986 (Figure 1). This reduction reflects changes in the 
childhood population at the national level. 
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Figure 1: % Population of EHB by age group 
in 1986 and 1991 

The percentage of children in each age group (0-17 years) is given in Figure 2 
which also illustrates comparisons between 1986 and 1991. This shows that 
while the proportion of children under the age of 9 years has dropped by 2.3%, 
there has been a similar increase in the proportion over 10 years and under 18 
years since 1986. This reflects a national trend in falling birth rate. Hence there 
are now fewer young children, especially under 5 years. At the same time there 
has been a shift in the population with more children now in the teenage years. 
However, this will taper off as the effect of the falling birth rate begins to impact 
on the teenage population in the years to come. 

Figure 2: % Childhood population by age group in 1986 and 
1991 
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Even though there has been a small decrease of 2.7% in the number of children 
in the Eastern Health Board area since 1986, this reduction has been more than 
offset by the inclusion of children between 16-18 years. This change in the legal 
age of a child has meant that the Board is now responsible for the care of an 
additional 47,000 children. This, together with the current bulge in the teenage 
population, presents the Board with new challenges in meeting the needs of 
children especially those in the older age groups. 

Births 

The number of births in Ireland has been declining since the early 1980's. In 
1993 there were 11,963 fewer births in the country compared with 1986, (i.e. a 
reduction of 19.5%. This trend has also occurred in the Eastern Health Board 
region although it is less marked than the national decline. Between 1986 and 
1993 there was a 12.7% drop in the number of births in the region. 

Table 3: Number of births in the Eastern Health Board region and Ireland 
1936-1993 

;.. 
1986 mi 1988 1989 1990 1991 1992 1993 

EHB 21,336 20,892 19,633 18,513 19,238 19,655 19,049 18,636 

Ireland 61,419 58,864 54,300 51,659 52,954 52,690 51,584 49,456 

EHB 
%of 
all 
births 

34.8% 35.5% 36.2% 35.8% 36.3% 37.3% 36.9% 37.7% 

In 1986, 34.8% of all Irish births occurred in the E.H.B. region, while in 1993 
this figure increased to 37.7% (Table 3), an indication that the birth rate in this 
region is falling at a slower rate than that for the rest of the country. The age 
structure of the population is also changing because of the falling birth rate in the 
region. In 1991 the crude birth rate for the E.H.B. was 15.8 per 1,000, in 1992 it 
was 15.3% and in 1993 it was 15.0%. The national crude birth rate in 1991 was 
14.6, in 1992 it was 14.3, while in 1993 it had dropped to 14.0 per 1,000. 

* crude Birth Rate = Number of live births in a year per 1,000 population. 
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The rate of premature births for Dublin is shown in Table 4. 

Table 4: Premature births in the Eastern Health 
Board region: 1993 

• • • • . • ' • • • ' " . 

1 - ••.%i>.»V'*A» No. % of all births in Area 
1 84 5.3 
2 91 6.4 
3 70 5.3 
4 144 7.4 
5 115 6.4 
6 130 6.1 
7 138 8.1 
8 167 5.9 
9 200 9.2 
10 119 7.6 

Total 1,258 6.8 

Small fluctuations in these numbers can lead to substantial rate changes. 
However, since 1991 the average rate was between 6 and 7%. 

Teenage and non-marital births 

Though the majority of babies bom in the region are to mothers between 20 - 34 
years, the proportion of births to teenagers and to unmarried mothers has been 
increasing. 

Of particular importance in planning appropriate services for children is the 
proportion of babies bom to teenagers and to single parent families. 

Many studies indicate that babies bom to teenagers and single mothers begin life 
relatively disadvantaged when compared to those bom to married women in their 
twenties and early thirties. Such disadvantages range from medical to social 
problems. 

A detailed analysis of teenage births in Community Care Area 8 (E.H.B. 1991) 
revealed, like other studies, that babies bom to teenagers were significantly more 
likely to be premature and that teenage mothers were less likely to breast feed 
their babies. 

Compared with the national average there are more non-marital births families in 
the Eastern Health Board region. In 1993,4,470 (24%) of all births in the region 
were outside marriage compared with 9,664 (19.5%) for the country as a whole. 
In that year, 1993, the highest proportion of non-marital births in the region was 
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in Community Care Area 7 i.e. 40% of all births. In 1992 Area 7 also had the 
highest proportion at 35.5%. The lowest proportion of single parent births 
occurred in Community Care Area 9, although in that Area there was a large 
increase between 1992 and 1993 from 9.5% to 14.3%. It is recognised, of 
course, that many non-marital births are to two-parent couples in stable 
relationships. It is also recognised that many such birth categorisations imply no 
risk whatsoever to the child's well being. 

Table 5: Non marital births in the EMM. region as a % of ail 
births for 1993 and 1992 by Community Care Area, * 

Community 
Care 

Number of non-marital 
births 

Number non-marital 
births 

Area 1993 % of all 
births 

1992 % of all 
births 

1 271 17.1 273 15.9 
2 324 22.7 269 19.4 
3 292 21.9 248 18.5 
4 573 29.4 539 26.4 
5 503 29.2 527 27.0 
6 612 28.5 487 22.7 
7 684 40.0 599 35.5 
8 619 21.9 599 20.3 
9 308 14.3 244 9.5 

10 284 18.1 289 18.3 
Total 4,470 24% 4,074 21.4% 

•Sources: CCA 1-8 RICHS, EHB Computerised Child Health Records 
CCA 9-10 Community Care Area reports 

Table 6 shows the proportion of all births in the Eastern Health Board region to 
teenagers in 1993. The highest proportion 7% occurred in Community Care Area 
6 and 7. For the country as a whole, there were 2,636 births to teenagers during 
1993. This represented 5.3% of all births for the year and 89% of these teenage 
mothers were single parents while 9% were 16 years or younger. 
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Table 6: Births to teenage mothers in the Eastern Health 
Board region by Community Care Area: 1993* 

Community Care 
Area 

Number of 
teenage births 

% of all births in 
•ntrea 

1 60 3.6 
2 48 3.4 
3 52 3.9 
4 111 5.7 
5 118 6.6 
6 151 7.0 
7 120 7.0 
8 117 4.1 
9 84 3.9 
10 86 5.5 

Total 947 5.1 
•Source RICHS, EHB Computerised Child Health Records. 

Infant mortality 

The infant mortality rate is a significant factor in relation to public health. For 
the last number of years, the infant mortality rate has been dropping in the 
region, an indication of social improvement and improved ante-natal care (Table 
7). 

Table 7: Infant mortality rates for EHB region and Ireland 1984 -1992 

1984 1985 1986 1987 1988 1989 1990 1991 1992 
EHB 

Region 
10.1 8.9 7.7 7.3 9.6 7.5 7.2 8.9 7.5 

| Ireland 10.1 8.9 8.7 7.4 9.2 7.5 8.2 8.2 6.6 

Infant mortality is a measure of deaths in the first year of life. A high rate has 
been taken to indicate unmet health needs and unfavourable environmental 
factors e.g. economic conditions, nutrition, sanitation and medical care. The 
commonest cause of death in this age group are sudden death (cause unknown), 
congenital abnormality and infection. 

*Infant Mortality rate = Number of deaths in a year of children less than 1 
year of age per 1,000 live births in the same year. 
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Stillbirths 

The stillbirth rate for the Eastern Health Board region in 1993 is shown in the 
following table: 

Table 8: Stillbirths in the Eastern Health 
Board region: 1993 

' , lV. MM M ' •. . • . 1 

County No Stillbirth rate 
Dublin 77 4.1 

Wicklow 8 5.1 
Kildare 12 5.4 
Total 97 5.2 

* Stillbirth rate = number of stillbirths in a year per 1,000 live and still 
births over the same period. 

A major cause of infant death and morbidity is premature birth. Research (Hull 
1991) supports the fact that geographic, social class and age group are causative 
factors in premature births and consequently on infant death. 

This review recommends that data on births to teenage mothers, premature births 
and stillbirths should be readily available and centrally analysed in future.. 

Childhood morbidity 

Congenital abnormalities: 

Figure 3 shows the congenital malformation rate per 1,000 live and stillbirths in 
the EHB region since 1980. 
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Figure 3 - Congenital Malformation rate in the EHB, 1980 - 1993 

The above figure shows that the rates of all congenital malformation have been 
dropping since 1980. 

The most common congenital abnormalities are shown in Table 9. 

• . . • , . . , . " , . . • . , . . . . , , . . . , ! . . . . . . . . . . . . . . . . I • ' ' ' ' - - ' — ~ " ~ 

Tabte 9: Comparison in the rate of congenital abnormalities 
between 1980 and 1993 

1980 
No. 

Rate per 
1,000 

1993 
No, 

Rate per 
1,000 

Neural tube 
defects 

125 47.2 23 12.3 

Congenital 
heart disease 

113 42.7 99 53.7 

Microcephaly 9 3.4 4 2.2 
Cleft 
lip/palate 

45 17.0 20 10.8 

Chromosomal 
disorders 

68 25.7 61 33.1 

Downs 
Syndrome 

57 21.5 42 22.8 

Cystic fibrosis 21 7.9 8 4.3 

It can be seen that the most common congenital malformations now are 
congenital heart disease followed by Downs Syndrome. 

Over the past 13 years there has been a sizeable reduction in the rate of neural 
tube defects from 47.2 to 12.3 per 1,000. 
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Accidental Injury 

Accidents are the main cause of death in children over one year of age, 
accounting for around one-third of all deaths in this age group. Accidents 
account for more years of potential life lost than heart disease and cancer 
combined. Most childhood accidents are preventable. The main accident risk 
area for young children (1-4 years) is in the home, especially in the kitchen, 
around open fires and on the stairs. For older children the road represents the 
greatest danger. In 1992 there were 2,950 casualties on the road in the EHB 
region which were reported to the Gardai (2,311 in Dublin, 311 in Wicklow and 
328 in Kildare). There were 109 deaths on the road in the EHB region in 1992. 
While details of casualties are available by county, national figures highlight the 
scale of the problem for children. 

Table 10: Road traffic accidents in Ireland 1992 

Casualties 
(047 years) 

Casualties all 
age groups 

% of casualties who 
were children 

Pedestrian 586 1,560 37.6% 
Pedal cycle 325 780 41.7% 
Motor cycle 47 1,036 4.5% 
Car 676 6,195 10.9% 
Other 102 1,032 9.9% 
Total 1,736 10,603 16.4% 

Table 10 shows that pedal cycle and pedestrian injury are the main problems for 
children on the road. The Eastern Health Board and Fingal County Council as 
part of the Dublin Healthy Cities Project are piloting a road accident prevention 
programme. While a combination of education, environmental change and 
legislation is needed to reduce the toll of accidents, greater emphasis on 
legislation is requested for example the compulsory use of bicycle helmets has 
been shown to reduce the risk of head injury (Thomas 1994). Recent research in 
Dublin shows that only 16% of children always wear their helmet when cycling 
(Laffoy, Jordan in press). If more children wore helmets, the toll of pedal cycle 
injury and death in this age group could be reduced significantly. Environmental 
measures e.g. separating main traffic arteries from housing estates, and the 
introduction of traffic calming measures in residential areas could reduce 
pedestrian casualties. 

Health and welfare needs of children 

A simple analysis of routinely collected statistics over time provides limited 
insight into the needs of children in the region. Many factors influence health in 
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the community. Of great importance in determining need and identifying those at 
risk are the changing social, environmental and economic circumstances. Trends 
in the size of socio-economic differentials in mortality over time mirror those of 
inequalities in income: Between 1921 and 1981 widening disparities in the 
distribution of income were accompanied by increasing mortality differentials 
and vice versa (Wilkinson 1989). However, the relationship between income 
and health/welfare needs of people as measured by indicators is not simple. 

Indicators of health 

Factors which influence the health and welfare of children include: 

• infant morbidity and mortality 
• diet and nutrition 
• surveillance and early detection of disease 
• prevalence of infectious diseases (especially vaccine preventable diseases) 
• maternal health 
• prevalence of chronic illness 
• emotional and behavioural disorders 
• lifestyle 
• stress 
• length of time in education 
• housing standards 
• social inequality and unemployment 

Research has shown that disparities in health from birth onwards are social class 
related (Black Report 1980). Social class distribution appears to be the best 
predictor of mortality rates in small areas. There are marked variations in 
mortality between small areas in Dublin (Johnson, Dack 1989) and there are 
considerable differences in mortality between different socio-economic groups 
(Nolan, Farrell 1990). Less affluent areas suffer higher mortality rates than more 
affluent ones (Johnson, Lyons ). The standardised mortality ratio (SMR) 
provides a single number which reflects mortality in an area. This ratio takes 
into account the fact that one area might include a high number of elderly people 
and therefore might be expected to have a greater number of deaths than one 
with a younger population. 

Number of deaths observed 
SMR = ~ X100 

Number of deaths expected 
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In the United Kingdom indices of material deprivation (e.g. The Jarman and 
Townsend Indices) have been developed. The Townsend index uses four 
variables to try to identify areas of deprivation: unemployment, overcrowding, 
no family car and not being an owner occupier. The Jarman index uses eight 
variables: number of elderly people living alone, children under 5 years, 
unskilled workers, unemployed, single parents, overcrowding, ethnic minorities 
and moving house in the past year. 

In Ireland the proportion of the population in each D.E.D. of the Eastern Health 
Board with a medical card is an indicator of material deprivation. It can be used 
as a health need indicator as it is means tested and takes account of the elderly 
and children population. 29.5% of the Eastern Health Board population have a 
medical card. The D.E.D's where over 50% of the population had a medical 
card at the end of 1994 were calculated as part of this review. This highlights 
those areas of greatest material deprivation. They are: 

Community Care Area 2 

Community Care Area 3 

Community Care Area 4 -

Community Care Area 5 -

Community Care Area 6 -

D.E.D. % with GMS card 
Royal Exchange A 88.6% 
Wood Quay A 59.3% 
Royal Exchange B 57.3% 
Mansion House A 54.7% 

Ushers C 59.3% 
Ushers E 54.9% 
Ushers B 52.2% 
Ushers D 51.9% 
Merchants Quay F 50.4% 

Tallaght Jobstown 77.2% 
Tallaght Killinardin 61.6% 
Tallaght Fettercairn 51.3% 

Cherry Orchard C 66% 
Kylemore 56.8% 
Clondalkin Rowlagh 57.5% 
Decies 51.5% 
Cherry Orchard B 51.4% 
Drumfinn 51.4% 

Tyrrellstown 68.5% 
Mulhuddart 59.7% 
Arran Quay C 59.4% 
Inns Quay C 54% 
Rotunda B 51.6% 
Arran Quay D 50.8% 
BlanchVCoolmine 50.3% 
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Community Care Area 7 

Community Care Area 8 

Ballymun D 73.3% 
Mountjoy A 68.2% 
Ballybough A 64% 
Rotunda A 60.6% 
Ballymun B 59.4% 
Ballymun C 57.7% 
North Dock C 56.9% 
Ballymun A 51.2% 
Ballybough B 50.1% 

Priorswood C 78.8% 
Priorswood B 64.4% 

No D.E.D. in Community Care Areas 1, 9 or 10 had 50% or more of its 
population with medical cards. Table shows that almost 50% of children hving 
in Community Care Area 7 are covered by a medical card, the highest proportion 
of all areas, while in Community Care Area 1 the proportion of children covered 
by medical cards is below the average figure. 

Table 11: Children (0-15 Years) covered by medical cards <GMS) by 
Community Care Area as a proportion of total child population in 
each age group (1993) 

Age Group (%) 
; •%•* v^»rV» Under 5 5 -14 Years 

1 18.6 20.1 
2 24.0 25.3 
3 27.8 29.1 
4 34.9 39.2 
5 39.5 35.4 
6 33.8 40.8 
7 46.3 47.4 
8 26.7 29.1 
9 23.9 30.0 
10 34.1 38.0 
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Social class distribution in the region 

Table 12 shows the social class distribution of the Eastern Health Board: 

, | . 1 - - ~ ~ ~ ' • • ' " ; . • ; . . ; . ; • • • • • • • ; ; . . ; : . • • ^ • • • • • • , • • . , . • • • • . • • . . . • • , • • , , . • • . 1.1. 

Table 12: Percentage of persons in each Community Care Area classified by 
social class (1986 census) 

Social 
Glass 1 2 3 4 5 6 7 Total 
CCA1 27.9 19.3 17.6 12.0 8.5 5.4 9.3 100% 

CCA 2 19.6 17.2 19.5 13.1 9.1 5.8 14.7 100% 

CCA 3 17.9 17.8 19.9 15.1 10.5 7.8 11.0 100% 

CCA 4 7.4 11.1 19.4 29.2 15.7 9.9 7.3 100% 

CCA 5 6.2 9.9 17.4 27.2 17.1 12.6 9.6 100% 

CCA 6 8.6 12.4 19.4 23.1 16.2 10.8 9.5 100% 

CCA 7 9.1 13.0 20.7 20.4 14.0 10.4 12.4 100% 

CCA 8 12.5 15.0 19.7 23.4 14.3 9.0 6.1 100% 

CCA 9 10.5 15.0 15.5 20.9 19.4 10.2 8.5 100% 

CCA10 13.0 15.2 15.4 22.3 13.8 11.6 8.7 100% 

The greatest proportion in Social Class 1 and 2 resided in Community Care Area 
1, i.e. 47.2% compared with only 16.1% in Community Care Area 5 which had 
the lowest proportion. On the other hand the greatest proportion in Social 
Classes 5 and 6 resided in Community Care Area 5 i.e. 29.7% compared with 
13.9% in Community Care Area 1. 
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Figure 4-Comparison in social class between CCA. 1 and CCA. 
5 

Figure 4 compares the difference between CCA. 1 and CCA. 5. 

Table 13: % persons classified by social class in EHB region and Ireland 
(1986 Census) 

Social class Description EHB Ireland 
1 Higher professional and higher 

managerial; proprietors and farmers 
owning 200 or more acres 

13% 9.9% 

2 Lower professional and lower 
managerial; proprietors and farmers 
owning 100-199 acres 

14.4% 14.1% 

3 Other non-manual and farmers owning 
50-99 acres 

18.6% 17.5% 

4 Skilled manual and farmers owning 
30-49 acres 

21.1% 22.8% 

5 Semi-skilled manual and farmers 
owning less than 30 acres 

14.0% 15.4% 

6 Unskilled manual 9.4% 10.2% 

7 Unknown 9.4% 10.1% 

Table 13 compares the social class breakdown of the E.H.B. with Ireland. 

Unemployment 

Research by the Economic and Social Research Institute (ESRI 1991) in 1990 
and 1991 found that there has been a sharp increase in the risk of poverty among 
households with children, especially for large families. The most significant 
single finding associated with the risk of childhood poverty was the adverse 
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effect of increased unemployment (Nolan, Farrell 1991). Households with 
children were about 15 times as likely to be below the poverty line as those 
without children. Therefore a much greater proportion of children than adults 
were found to be in households below the poverty line 13* 

The number of people in the Eastern Health Board region on the Live 
Unemployment Register in October 1994 is presented in Table 14. It shows that 
there has been a slight reduction in the level of unemployment since October 
1993. 
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Table 14: Number of persons on the live register, October 1994 and 1993 

Males Oct 1994 Females Oct 1994 Total 
Oct 
1994 

Total 
Oct. 
1993 

:';•': • <25yrs >25yrs : Total <25yrs >25yrs | Total 

Dublin 16,143 43,383 59,526 11,041 20,203 31,254 90,780 93,012 

Kildare 1,273 3,718 4,991 1,042 2,099 3,141 8,132 8,532 

| Wicklow 1,159 3,761 4,920 921 1,708 2,629 7,549 8,380 

Total 
EHB 

18,575 50,862 69,437 13,004 24,010 37,024 106,461 109,92 

i 
Table 15 shows the number in receipt of social welfare payments in December 
1993. (1994 statistics not yet available). 

Table 15: Number of people in receipt of social welfare payments by County, 
December 1993 

- — . , - • . . . „ . , I -

Old age Family 
Income 

supplement 

Illness Unemployment Child benefit 
(family) 

Dublin 60,020 51,108 28,738 93,849 140,344 

Kildare 5,226 4,967 2,520 8,945 19,780 

— 
Wicklow 5,717 4,699 2,165 8,461 14,857 

In Dublin in October 1994 63,586 (14%) of people over 25 years were 
unemployed; the corresponding figure for Kildare was 5,817 (11.5%), and for 
Wicklow was 5,469 (13.8%). Given that this group are more likely to have child 
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dependants than those under 25 years of age, the effect of unemployment on 
child welfare and need is evident. 

Back to school allowance 

Analysis of the Back to School Clothing and Footwear Scheme is another 
indicator of need. 

Table 16 illustrates the position in the region. 

Table 16: Children assisted in each Community Care Area in 1994 by the 
Back to School Clothing and Footwear Scheme 

CCArea Pre~Sctoool Primary 
school 

Secondary 
school 

Other Total 

1 792 2,267 1,496 261 4,816 
2 703 1,850 1,302 178 4,033 
3 1,229 2,881 1,525 211 5,846 
4 2,726 7,592 5,155 661 16,134 
5 2,422 6,856 4,105 671 14,054 
6 2,179 6,294 3,793 599 12,865 
7 2,731 5,331 2,842 484 11,388 
8 2,167 5,975 4,240 640 13,022 
9 1,361 3,977 2,732 372 8442 
10 1,456 4,125 2,611 403 8,595 

Total 17,766 47,148 29,801 4,480 99,195 

Summary 

Demographic and socio-economic indicators can give a reasonably accurate 
indication of the health and welfare needs of children in the Board's area. 

The childhood population profile in the Eastern Health Board area is changing. 
The Board is now responsible for more older children because of: 

• the definition of a child has been extended from 16th to 18th birthday as a 
result of the introduction of the Child Care Act 1991 

• there is also a 'bulge' in teenage numbers currently 
• the birth rate is dropping. 

The changing demography presents the Board with additional challenges in 
meeting needs. 
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Several factors affect the physical, social and mental health of children. This 
chapter highlights many of these and the areas where need is greatest which 
includes: the number of teenage mothers and single parent families, 
unemployment rates and areas with greatest material deprivation. The social 
health of children has a major impact on health and child care service policy and 
provision. 
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Chapter 3 

CHILD HEALTH SERVICES 

Medical Services 

Developmental examinations are offered to all children in the Eastern Health 
Board area at 10 months of age. These examinations assess the baby's 
development, both physically and intellectually and are carried out in each 
Community Care Area by the Senior Area Medical Officer or Area Medical 
Officer. The level of uptake of these examinations varies between Community 
Care Areas, with levels being particularly low in areas of deprivation as can be 
seen in the following table: 
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Table 17: Uptake of Appointments for Paediatric Developmental 
Clinics by Community Care Areas: 1994 

Community 
Care Area 

Noof 
Clinics 

Noof 
Appointments 

Offered 

Percentage 
Attended 

Number 
Attended 

1 264 2338 76 1776 
2 288 1679 86 1515 
3 239 1810 76 1381 
4 377 3029 64 1930 
5 328 2710 60 1639 
6 440 2318 73 1684 
7 232 2192 57 1252 
8 437 3054 90 2755 
9 548 3045 85 2594 
10 445 3185 81 2568 

TOTAL 3598 25360 75 19094 

For a variety of reasons, these important screenings are not attracting high 
numbers of children, particularly in areas of greatest need. This raises a number 
of questions as to how developmental paediatric screening should best be 
organised and delivered in the future. 
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The numbers of children who are referred for further attention following 
screening varies considerably between areas and this requires further 
examination. It is important to monitor the number referred onwards for further 
examination, consultation or testing in order to conserve both health board and 
hospital resources. The numbers of children designated as requiring further 
attention is detailed in the following table: 
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Table 18: Numbers of children at developmental examination 
requiring further attention : 1994 

Number of Community 
Care Areas 

Percentage of children requiring 
farther attention 

3 1% - 20% 
3 21% - 30% 
3 31% - 40% 
0 41% - 50% 
1 51%-60% 

It is recognised that Community Care Areas, when compiling annual returns may 
have different criteria for allocating cases to the category "requiring further 
attention". This category may therefore contain both babies who were kept under 
observation at their local health centre and those who were referred for tests or 
for appointment with hospital consultants. In order to maintain standardisation 
to limit the number of false positives and to ensure the overall adequacy of this 
screening, more precise data should be obtained in future returns. Clinical audits 
should also be carried by each Community Care Area in order to ensure the 
adequacy of the service. Special initiatives should also be undertaken to raise 
the levels of uptake in areas where they are unacceptably low and particularly in 
areas of high social deprivation. 

School medical examinations 

The introduction of school medical examinations predated the provision of 
general medical services and were put in place to provide children, who would 
not otherwise have access to a doctor, a medical examination at least twice 
during their primary school years. When they commenced, all children in 
designated classes were screened. As the health status of children improved and 
because of the entitlement of lower income children to the free services of the 
general practitioner, the focus of these examinations has changed in recent years. 
School medical examinations are now more selective. Only three Community 
Care Areas continue to provide screening for all children in designated classes. 
Seven areas provide selective examinations. This means that not all children will 
be seen but only those who have been brought to the attention of the Area 
Medical Officer by the teacher or parent. The majority of Directors of 

23 



Community Care believe that the system of selective examinations therefore 
allows them to direct their resources towards the children with greatest need. The 
policy and arrangements for the provision of school medical examinations in the 
Eastern Health Board region should now be reviewed. 

The designated classes for school medical examination are Senior Infants or First 
Class followed by a second screening in either Fifth or Sixth Class. One area 
provides the second screening in Third Class. Seven Community Care areas 
undertake the first screening in First Class. Although early intervention is 
important for many conditions which may be detected - such as speech and 
language difficulties, - the Directors of Community Care consider that it is better 
to wait until a child is established in school, and the school has had a chance to 
get to know the child, before the examination. This may merit further 
consideration. 

The numbers of children examined by the school health service in 1993 is shown 
in the following table: 

Table 19: Number of schools visited, and pupils 
examined in EHB region : 1994 

Community 
Care Area 

No of 
National 
Schools 

No of 
Schools 
Visited 

No of 
Pupils 

examined 
1 44 25 3397 
2 38 36 773 
3 32 32 2791 
4 58 57 5089 
5 48 17 3430 
6 46 43 7382 
7 36 36 1107 
8 88 88 574 
9 93 89 826 
10 80 17 1127 

TOTAL 563 440 26496 

The percentage of children being referred onwards from the school medical 
service varies from area to area. The variation ranges from 4% to 89%. Some of 
the variation is the result of the selective nature of the examinations. A high 
onward referral rate can mean that the school medical examination is accurately 
targeted at children with difficulties. However, without clinical audit, it is 
difficult to explain these variations. Routine audit is underway on a pilot basis in 
four Community Care Areas in the region. It is recommended that future 
reviews consider this issue further. 

24 



The Directors of Community Care highlight the difficulties which children can 
experience in waiting for appointments to services such as educational 
psychologists when referred from school medical examinations. In some 
instances, waiting times of 6-8 months may be experienced which is 
unsatisfactory if the condition requiring further assessment is impinging upon the 
child's progress in school. 

Screening for vision and hearing defects 

An evaluation of the effectiveness of vision screening in primary schools has 
been undertaken in one Community Care Area. This was undertaken as a result 
of learning that a new test method which had been introduced was proving to be 
disappointing in the number of false positives which were resulting from it. 
These false positives were felt to be incurring increased costs to the health 
service and to the children's families. The findings of the study showed that the 
introduction of minor changes to the test would substantially reduce the number 
of false positives and so improve the efficiency of the screening programme and 
reduce costs. As a result of this, the method of administering the test has been 
adjusted in a number of areas in the region. 

Screening for vision and hearing defects is carried out by Public Health Nurses 
and the numbers of these tests appear in the following table. The difference in 
numbers between both tests is explained by the fact that children are usually 
tested once during primary school years for hearing problems and twice for 
vision defects: 

Table 20: Number of hearing and vision tests carried out in 
EHB region: 1993 

CoHimunity 
Care Area 

Number of hearing 
tests 

Number of vision 
tests 

1 3871 4570 
2 1088 1494 
3 1043 1580 
4 2712 4408 
5 1605 2462 
6 6101 6101 
7 2272 2522 
8 12308 11247 
9 2182 2502 
10 1743 3473 

TOTAL 34997 40359 
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It is recommended that a computerised system be put in place so vision test 
results are linked to the results of subsequent ophthalmic examinations in order 
to monitor the effectiveness of the programme. It is also recommended that a 
study similar to that outlined above of vision tests be undertaken of the 
audiometry tests in the region; as the number of such tests is quite large - almost 
40,000 - it is important that steps are taken to ensure their effectiveness. 

Scoliosis 

Screening is no longer undertaken in eight Community Care Areas. It appears 
that this screening programme originated as part of a hospital based research 
programme which no longer continues. Screening of primary school aged 
children is considered by most Directors to be of low cost benefit. Further work 
need to be undertaken to establish the cost/benefit aspects of such a screening 
programme. 

Immunisations 

Measles is one of the most infectious childhood diseases, a coverage of 95% is 
required to provide protection for children from this disease. A coverage rate is 
the target set by the national Health Strategy. In line with uptake of other child 
health services, it is in the more advantaged areas that uptake of MMR 
vaccination is highest (85%-88%), with markedly lower rates in areas of greatest 
social disadvantage. Areas 4, 5, 6 and 7, which were shown in Chapter One of 
this review to experience the greatest incidence of poverty in the region, have 
uptake rates as low as 64% - 69% by ages two and three. 

Table 21: % MMR uptake at 3 years in each Community Care Area in 
comparison with indicators of need and social class : 1993 

Community 
Care Area 

% 

MMR 
% of pop. 
in Social 
Class 1 

% child 
pop. in 
receipt of 
CFA* 

% <5yrs 
in receipt 
ofGMS 

% 5 -14 yrs 
in receipt of 
GMS 

1 85 27.9 14.0 18.6 20.1 
2 88 19.6 16.3 24.0 25.3 
3 75 17.9 25.0 27.8 29.1 
4 67 7.4 31.8 34.9 39.2 
5 69 6.2 36.7 39.5 35.4 
6 64 8.6 29.9 33.8 40.8 
7 66- 9.1 38.8 46.3 47.4 
8 85 12.5 20.5 26.7 29.1 

9 80 10.5 25.9 23.9 30.0 

10 82 13.0 18.9 34.1 38.0 

•Clothing and Footwear Allowance - At 2 years 
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Initiatives which will target groups in disadvantaged areas must be put in place 
in order to increase the uptake rates of MMR and these must focus in future on 
Community Care Areas 4, 5, 6 and 7 and socially deprived pockets within other 
areas. 

The coverage may be higher than appears from the above table. Vaccines are 
provided both at health centres, and also directly by general practitioners who 
are not required to make returns to the Board on a regular basis. The Directors 
believe that the inclusion of all vaccinations on the new computerised child 
health record system, and closer co-operation and enhanced data transfer 
between the Board and general practitioners, as outlined in the recent 
Department of Health immunisation review document, should resolve these 
difficulties. 

Booster vaccinations are provided when children are in Junior Infants in school 
(although one Community Care Area administers this in Senior Infants). Uptake 
of these boosters is reported to be high. 

Conclusion 

The Directors of Community Care point out that social deprivation is the biggest 
challenge facing uptake of child health services at the moment; scarce resources, 
they believe should be allocated to the areas of greatest need. 

In addition, the Directors state that the child health services require a 
comprehensive review. Such a review might be undertaken by the Board's new 
Department of Public Health Medicine. 

Nursing Services 

Public Health Nurses have a vital role to play in the maintenance and promotion 
of the health and social gain of children in the region. They also have universal 
access to all children which is unparalleled and therefore their surveillance of the 
welfare of children is also crucial. 

The Eastern Health Board employs 401 Public Health Nurses. Ten additional 
nurses were assigned, one to each Community Care Area as a result of increased 
child care and family support developments. A Superintendent Public Health 
Nurse manages the service in each Area. Unlike the situation in Britain where 
Health Visitors confine their work to children. Public Health Nurses in Ireland 
have responsibility for all community nursing. In effect, this means that small 
children, cases requiring clinical/essential nursing, and the elderly are all within 
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their remit and represent their workload. It should be noted that the trend 
towards earlier discharge from hospitals has transferred much more curative 
nursing to the community - something which should not be underestimated. The 
recent employment of Registered General Nurses in the Community has enabled 
Public Health Nurses to delegate general nursing tasks particularly for the 
elderly. This has helped to free the Public Health Nurses to concentrate on the 
tasks for which they are most skilled. 

Table 22: Staffing level of Public Health Nurses as at 31st 
December 1993 

CX, Area Sunt 
P.HJS, 

Senior 
P.HJSL 

P.H.N. Total 

Area 1 2 35 38 
Area 2 2 33 36 
Area 3 2 29 32 
Area 4 3 38 42 
Area 5 2 33 36 
Area 6 3 41 45 

1 Area 7 3 41 45 
Area 8 3 54 58 
Area 9 2 35 38 
Area 10 2 28 31 
Total 10 24 367 401 

Training 

A comprehensive, well planned and targeted inservice education programme has 
an important function not only for the maintenance of adequacy and quality in 
standards of work, but also in fostering cohesive teams and maintaining morale. 
This review therefore included the current status of training within the Public 
Health Nursing group in the region and its relationship with the adequacy of 
child care services. 

Currently, as a minimum requirement, all Public Health Nurses obtain one week 
inservice training every five years, while Superintendents receive one week 
every three years. In addition to this, training is organised at local level and the 
way in which this is done, varies between the Areas. 
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Almost all Superintendents have attended either the Dublin Institute of 
Technology (Rathmines) or the Institute of Public Administration for training in 
management. Many have attended courses in both institutions. The IP A course is 
in management development for nurse managers and Superintendents spoke 
highly of this. 

Collective training, which is attended by all the team can be difficult to arrange 
because of the demands of clinical nursing which are on-going on a daily basis. 
Nevertheless, some areas are quite resourceful and arrange facilities such as 
lunch time speakers. Other areas arrange for staff meetings which also have a 
training dimension on five days per year. Some areas had no collective training. 
Among the many which did, the following topics were included: -

• Child Care Act 
• child abuse 
• the Health Strategy 
• breastfeeding 
• addiction 
• Kilkenny Report 
• infant feeding. 

It should be pointed out at this stage that training in relation to children must, to 
some extent compete with the training needs of other client groups. Therefore 
many areas also had collective training in wound management, pressure sores, 
lifting techniques, continence, etc. 

Individual training is the most frequent way of maintaining the skill level of 
Public Health Nurses in the region. The following list demonstrates some of the 
range of courses and seminars specifically relating to children which were 
attended by individual Public Health Nurses in the past year:-

• Diploma in Child Protection and Welfare 
• Diploma in Addiction Studies 
• Family Therapy 
• Bereavement Counselling 
• Adult and Community Education 
• Breastfeeding 
• Basic research skills 
• Neonatal nursing 
• HIV and AIDS 

In order to maximise the value of this training it is recommended that individual 
Public Health Nurses who have attended such training are encouraged to make 
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presentations to their colleagues on their return from their course or seminar. In 
one Area, a small group of Public Health Nurses who are interested in a 
particular topic group together and undertake a literature review in order to make 
a presentation to all the team. In this way, they become a valuable resource to 
the area. 

Training needs 

During this review, Superintendent Public Health Nurses were asked to identify 
the training needs of their staff in relation to their work with children and the 
following areas were among the topics which were identified: 

• Risk indicators when evaluating a child* 
• Report writing for court 
• Training in managing uncertainty* 
• Effective home visiting 
• Child abuse* 
• Case conference presentations 
• Team building with other disciplines in the area* 
• Supporting children at home rather than admitting to care* 
(*Some of the issues identified above will be discussed later in this chapter.) 

Links with universities and other third level colleges 

Quite apart from inservice training and access to professional literature another 
important way of maintaining quality standards of professional work is through 
links with third level education, whether in the form of accepting students on 
placement or by acting as visiting lecturer. In this way, an excellent cross-
fertilisation can take place: new ideas from current practice are brought to the 
areas by the students, while they in turn bring back to the colleges the real 
concerns of the workplace. This review therefore focused on such links. 

All Superintendents welcome student Public Health Nurses and each Area takes 
between three and six students per year. Superintendents report that Public 
Health Nurses appear to universally enjoy the experience. Accommodation is 
often a problem - it may not be possible for example to assign a desk to each 
student. 

In addition to the provision of student nurse placements, many nursing staff have 
excellent links with third level colleges. Superintendents are guest lecturers in 
the Royal College of Surgeons, University College Dublin, Trinity College and 
in maternity and general hospitals. Staff members who undertake the supervision 
of student Public Health Nurses also receive training in "preceptorship" viz. the 
skills of student supervision. Staff, particularly those who have a supervisory 
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function, find this training valuable, not alone in their work with students but 
also in maintaining a clear focus in their own work. 

Staff induction and support: 

Methods of induction of new staff are not standardised across Areas and can 
range from a new staff member "shadowing" a more experienced nurse for one 
or two weeks, to longer, more formalised methods. It is recommended that a 
standardised induction for new Public Health Nurses is introduced in all Areas. 

Stress appears to be an integral part of the work of Public Health Nurses -
certainly among those working in very deprived areas. Two factors contribute to 
this. The first is a lack of personal safety and security due to working in areas 
which are unsafe to walk in and experiencing a high break-in rate to either cars 
or health centres. The other factor is the added stress of working with children 
which many find far more difficult than working with the sick or elderly. Many 
Superintendents felt that this is caused by working with the uncertainty of 
children at risk. As one remarked "Small children can't tell you if they're being 
abused". At the moment, Superintendents support workers in these areas by 
different methods such as the allocation of a Registered General Nurse to ease 
the burden of curative nursing and so free the nurse to do increased visiting of 
children at risk. In addition, a Public Health Nurse may be assigned to a less 
stressful district and Superintendents who have done this have reported success 
in alleviating stress. It is recommended that future inservice training for Public 
Health Nurses focuses on working with children at risk. Greater liaison and joint 
training with the social work team is also recommended and is discussed later. 

Working conditions: Because inadequate working conditions can affect the 
efficiency and morale of staff and so impinge on the adequacy of the service they 
provide, this review asked the Superintendents to rate their working conditions 
including secretarial and administrative support. 

Superintendents report a varied level of adequacy of health centres. Some are 
very good, while others are not satisfactory. A programme of building and 
renovation of health centres has commenced. In addition to this, it seems that 
porters or receptionists would be welcome in health centres, particularly the 
more isolated where Public Health Nurses may be working alone. 

A varied response was also received to enquiries regarding secretarial back-up. 
Some Superintendents are entirely satisfied with arrangements for their own 
typing in area headquarters. Others are less happy with the adequacy of the 
arrangements. Smaller local health centres do not have secretarial support. In 
this case reports are hand written or are brought to area headquarters for typing if 
this is essential. The provision of fax machines in the smaller health centres is 
recommended. 
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Review of cases 

An annual audit of all cases is undertaken by the Superintendent in each Area. 
There appears to be some tension between the need for quantitative and/or a 
qualitative review. At the moment quantitative data is certainly collected in each 
area. Other areas have introduced systems of qualitative analysis. In one Area 
for example an audit is done on every child who is transferring out of the area -
this gives good feedback to nurse managers on the quality of each nurses's work. 
One health centre in this area is also undertaking peer review where all nurses, 
together with the Senior, review cases which are causing concern. 

In other Areas, Superintendents report that the Senior is always available to 
review cases if a nurse is concerned about a child. One Area has formalised this. 
The Seniors visit each health centre weekly for review of difficult cases. It is 
believed that this system helps to reduce the stress of the Public Health Nurses 
and leads to more focused working and better time management. In addition to 
this, multi-disciplinary child abuse reviews are held monthly in the area 
involving the Director of Community Care/ Medical Officer of Health (or 
deputy), Social Work Managers and Superintendent Public Health Nurse. These 
meetings have come about as a result of the introduction of new child abuse 
procedures which are included in this report. It is recommended that 
Superintendents should consider the inclusion of caseload review systems as part 
of the inservice training for both Superintendent and Senior Public Health 
Nurses. 

Visiting children 

Lengths of stay in maternity hospitals have reduced considerably within the past 
number of years. This reduction has placed an increased workload on the Public 
Health Nurse. The mother and baby are regularly discharged 48 hours after 
birth. This often means that the mother is less rested than in the past, 
episiotomies will not have healed and breastfeeding will not have been 
established. Furthermore, the Guthrie Test (or "heel test") for PKU may not 
have been administered or its results may not be available before a baby is 
discharged. Mothers who are returning home to comfortable and supportive 
surroundings may welcome this short stay in hospital. Where a mother is less 
privileged or is under stress, or where the baby is vulnerable for any reason, such 
early discharge requires early and increased visiting from the Public Health 
Nurse. 

The national Health Strategy target is that every baby should receive a first visit 
from a Public Health Nurse within 48 hours of discharge from maternity 
hospital. At present, nurses certainly visit within 24-48 hours of the receipt of 
birth notification. The Eastern Health Board headquarters receives notification 
of births via computer from the main maternity hospitals within hours of the 
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baby's birth after which births are sorted and notification dispatched to each 
Area. At this point, a file or "card" is opened for each baby and the card is sent 
to the health centre nearest the baby's home. Delays can occur during this 
process and the system should be reviewed in order to achieve the target set out 
in the national Health Strategy. 

A different system of notification is in place when a baby appears to the staff of 
a maternity hospital to be vulnerable in any way. Then, the hospital liaison 
nurse who is attached to each Area is notified by hospital staff directly. If there 
are concerns about the baby, the hospital liaison nurse telephones the relevant 
health centre and in this way the Public Health Nurse can visit immediately. 
This is also the system which operates if a baby has not had a Guthrie Test or if 
the results of the test give cause for concern. If a baby is likely to be adopted, the 
notification to the mother's home area is delayed by the hospital until a decision 
is made about the baby's future. When a decision is made not to place a child for 
adoption, this withholding of notification can cause delay in visiting. In order to 
assist the Health Board to reach the target of visiting each baby within 48 hours 
of discharge from maternity hospital, a review of the notification system is 
recommended. 

During the first visit the nurse begins to carry out an assessment of the likely 
wellbeing of the baby and special note will be made of babies who appear to be 
vulnerable. These babies receive increased visiting from the Public Health 
Nurse. The standard visiting schedule for babies is five visits during the first 
year, two in the second year and one in the third year. This schedule can be 
difficult to achieve. Babies with special needs receive most attention for visiting. 
It was pointed out that there must be caution against over-visiting which it is felt 
may not be helpful and could show a lack of skill in assessment and 
effectiveness. Public Health Nurses would welcome being given the autonomy 
to decide on the most appropriate visiting schedule for each baby. Although 
some suggested that this decision could be made when the baby reaches six 
weeks, this review recommends that the sixteenth week might be a more 
appropriate time. Prior to this however, guidelines should be drawn up to help 
nurses reach the decision regarding the number of visits to be made and a pilot 
scheme should be tested and evaluated in perhaps two Areas. 

The need for an appointment system for visiting 

Because many young mothers are less housebound than in the past, the number 
of "failed contact"/ ineffective home visits - where a Public Health Nurse finds 
no one at home - is quite large. Many mothers now return to their job after 
maternity leave and are not at home to receive the Public Health Nurse. If the 
nurse has been able to establish in advance that the mother will be returning to 
work she obtains the address at which the baby will be cared for during the day 
and visits the baby at the day nursery or childminder. Notwithstanding this, the 
number of failed contact calls is quite large. Although it varies between areas, 
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failed contact calls account for between 23% and 38% of all calls made by 
Public Health Nurses. This is illustrated in the following table: 

Table 23: No of ineffective calls made by Public Health Nurses: 1993 

No of Community Care Areas Percentage No of ineffective calls 
4 areas 23% - 25% 
3 areas 26% - 30% 
1 area 31%-35% 

2 areas 36% - 38% 

It is clear from the above that changes/improvements are required. Although 
some Public Health Nurses may prefer to call unannounced and to see a family 
"as they really are" the value of this may be over-rated and may be outweighed 
by more effective use of time. It is recommended that a pilot scheme of 
appointment system be introduced and evaluated in two Areas. 

Visiting by a Public Health Nurse is discontinued when a child reaches three. 
All cases are reviewed at this stage and if a child is handicapped or is felt to be 
vulnerable in any way a decision is made to continue visiting until the child 
reaches six years of age. In any event all mothers may still bring their child to 
visit the Public Health Nurse at the clinics until the child is six years old. 

Record keeping 

Four separate child health records are maintained on each child in the Health 
Board region. The "green card" which is held by the Public Health Nurse on the 
district, the clinic card, the immunisation record and the school card. At the 
moment early medical information on each child from the first three cards is not 
carried forward to the school card. However, a new child health record card 
which will contain all the child's health records is being devised and this will 
ensure greater continuity. This is an addition to the computerised child health 
records system (RICHS). 

Schools Health Screening 

Health screening in schools varies between Areas. Public Health Nurses carry 
out screenings of the vision and hearing of all children attending national schools 
at least twice during their school years. The timing of these screenings vary: 
They may begin either in Senior Infants or in First Class and will be repeated 
once more in Third, Fourth, Fifth, or Sixth Class. In some Areas, only the vision 
screening is repeated. Similarly in some Areas, additional screenings are 
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undertaken by the Public Health Nurse of height, weight or hygiene. It is 
recommended that a review, including clinical audit, be undertaken of the 
screening in schools and that it be standardised throughout the region. 

Public Health Nurses also assist Area Medical Officers at School Medical 
Inspections and these are discussed separately. 

Immunisations 

Public Health Nurses have little information available to them on children who 
have been immunised by their general practitioner. This can make the nurse's 
efforts to increase immunisation cover less effective. Only one Area reported 
that a general practitioner in the district was providing mothers with an 
immunisation record card to which the Public Health Nurse can refer. 

Superintendents were divided as to whether they were in favour of Public Health 
Nurses being allowed to administer vaccinations themselves. Those who were in 
favour said that the chances of opportunistic immunisations and therefore 
coverage, would be greatly increased if they were allowed to perform this 
function. If this was the case, they stressed the importance of training, insurance 
and procedures for anaphylaxis. 

Breastfeeding 

The national Health Strategy has set a target that by the year 2000 thirty percent 
of all babies will still be breast fed at the age of four months. The prevalence of 
breastfeeding in the region remains unacceptably low at approximately 30% at 
birth and 10% at three months. Following on the publication of the strategy 
'Shaping a Healthier Future' and 'The National Breastfeeding Policy for Ireland' 
the Board has developed a policy for the promotion of breastfeeding. This 
policy makes recommendations -on a number of areas including 
hospital/community co-operation, supports for mothers, education and training 
of staff, liaison with GP's and voluntary groups and development of information 
systems. It sets out an Action Plan for the achievement of defined targets. 

In the meantime, issues exist which influence the establishment and maintenance 
of breast feeding beyond the control of the Public Health Nurse. For example, 
research undertaken in one area showed that it is women who are employed 
outside the home who are most likely to begin breastfeeding. However, because 
these women are likely to return to work, it is unlikely that the baby will still be 
breast fed at four months. In addition, discharge of mothers from maternity 
hospitals 48 hours after delivery means that breast feeding has not been 
established. Many Superintendents stressed the importance of establishing good 
ante-natal links with mothers in order to increase the number of babies who are 
breast fed. At least two Areas have allocated one nurse to the promotion of 
breast feeding. Other areas are developing their own knowledge and are 
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discussing ways in which ante-natal encouragement, breastfeeding support 
groups, clinics and resource networks of women who have successfully breast 
fed, can be introduced. 

Client satisfaction 

The national Health Strategy emphasises the need to obtain feedback on the 
quality of all services. This review asked Superintendents about ways of 
bringing about greater partnership with parents and how feedback could best be 
obtained from them on their views of the service. The Family Development 
Nurses (Community Mothers Programme) are seen as an excellent mechanism of 
bringing about greater partnership with parents. This emphasises the enabling 
rather than the matemalistic role of the Public Health Nurse. Attendance of 
parents at case conferences is also seen as a way of increasing partnership. 
Some Superintendents were uneasy about the notion of family-held child health 
records although nurses who have used these in the UK report that families like 
the system and take care of the card. It was suggested that the record be 
provided in a wallet which was the same shape and size as the Child Benefit 
book and that this might help to keep the record safe. 

At least two areas have already introduced client satisfaction questionnaires to 
obtain feedback from parents. Both remarked that very valuable information is 
obtained from such surveys. The time implications of doing this project are 
quite high. One Superintendent has introduced a quality assurance scheme in her 
area and this has client feedback as a central focus. Others mentioned the 
possibility of suggestion/ comment boxes in health centres. 

Liaison with other disciplines 

Superintendents consider that their liason with social workers could be 
improved. In the past social work teams were dispersed throughout the Areas in 
local health centres. Over the years, many social workers have withdrawn from 
these local centres and have concentrated their numbers in perhaps two/three 
health centres per area. This means that day-to-day contact between the two 
professions has been reduced. There are fewer opportunities therefore for 
informal consultation regarding a child who may be of concern to the Public 
Health Nurse/Social Worker. The management of cases of neglect requires 
greater clarity regarding levels of responsibility of both the Public Health Nurses 
and the Social Workers. To address this need in one Area regular meetings take 
place between the social work Team Leader and Senior Public Health Nurse. At 
this meeting, all cases of neglect which are of concern to the Public Health 
Nurses are reviewed. This model of co-working ensures better continuity of care 
for children and should be considered by all Areas. In addition to this, joint 
training between both professions and the design of a training curriculum which 
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meets the learning needs of Public Health Nurses mentioned above are 
recommended. 

In order to evaluate the level of inter-disciplinary working this review asked 
Superintendents to rate their level of contact and co-operation with individuals 
and groups within their area. Contact with playgroups, schools and teachers 
appears to be constant and very satisfactory. Similarly, joint co-operation with 
general practitioners meets with almost universal approval. Public Health 
Nurses also have quite high levels of contact with local community groups, all 
provide speakers for talks in local clubs. In one Area, Public Health Nurses have 
just completed a course of evening talks for mothers on topics selected by the 
mothers themselves. This highlights the potential contribution which Public 
Health Nurses can make to health education. 

Vulnerable children 

In order to assess the adequacy of support services for children who are 
especially vulnerable, each Superintendent was asked to mention special services 
which they provide or can access for the following groups: 

• Teenage mothers and their babies 
• Children of drug abusing parents 
• Children of alcohol abusing parents 
• Children of parents with a psychiatric illness 
• Homeless families 
• Children of unsupported mothers 
• Children of travellers 

Superintendents consider most of the above groups of children to be vulnerable. 
Special note is made of them on the first visit or as soon as they come to the 
nurse's attention. They are visited much more frequendy then other babies and 
children and the nurses pay special attention to their welfare. Referral to other 
support services, in particular nurseries, is regularly organised. 

Superintendents made the following remarks in relation to each particular group: 

• Teenage mothers and their babies: are encouraged to return to education, 
although expanded day nursery provision is required to make this a real choice 
for the teenager. 

• Children of drug or alcohol abusing parents: Some areas report that Public 
Health Nurses have responsibility for babies who have been born addicted to 
heroin or other opiates. In order to minimise the effect of withdrawal on the 
baby, the Public Health Nurse visits these babies seven days a week for a 
number of weeks to administer drugs which will prevent side effects of 
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withdrawal such as seizures. In addition to this, referral will be made to an 
addiction counsellor in the area as well as the employment of other strategies for 
ensuring the welfare of vulnerable children. In one Area, a public health nurse 
has just completed research work on bereaved children of parents with AIDS. 
As in other aspects of their work, some Superintendents stressed the importance 
here also of forming early ante natal links with mothers; in this case to ensure 
very early referral to addiction counsellors. 

• Children of parents with a psychiatric iUness: excellent relations are 
reported by some Superintendents between their nurses and the adult psychiatric 
service where concerns exist about children - especially where the psychiatric 
service is community based. Community psychiatric nurses are found to be 
especially valuable. In one area, regular meetings have been established between 
the Public Health Nurses and the chief community psychiatric nurse for the area. 
This has resulted in a better flow of information and mutual satisfaction. Other 
areas are recommended to follow this example. 

• Children of travellers: Almost all areas have special services for travellers 
and these reflect the increasing trend towards greater partnership with all 
mothers, including traveller mothers. In some areas, the Community Mothers 
Programme visits traveller mothers and their babies. (This initiative is discussed 
separately in the section on Community Mothers.) Another Community Care 
area, in co-operation with Pave Point, has devised a special project in which 
eight traveller mothers have been trained and will deliver a health education and 
personal development programme to other traveller mothers. The Area Medical 
Officer and Public Health Nurse in one area bring immmunisation and 
developmental clinics to halting sites in the district; the opportunity is taken 
during these visits for health promotion and health education videos etc. are 
shown. Attempts are also being made to revitalise the traveller tradition of 
breastfeeding which has now disappeared - with adverse effects for traveller 
babies. 

Mobile clinics for travellers 

The mobile clinic for the Travellers is visiting approximately 37 official and 
unofficial sites on a monthly basis. The number of sites varies and the location 
of some unofficial sites changes depending on the Travellers or the local 
authorities. The clinic's main emphasis continues to be health promotion and 
preventative health care. However the Travellers main reason for visiting the 
clinic is to avail of the immunisation service. Some will also attend to have the 
children weighed. Health promotion is therefore carried out when the 
opportunity arises on a one to one basis and if possible in a group. It is difficult 
to have a planned programme from the clinic because of the uncertainty and 
variation of attendance at the clinic. 
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During 1994 1794 immunisations were given. These included the MMR booster 
and rubella injections. 

Family planning services are provided in the clinic. Antenatal appointments are 
made in an effort to encourage early booking and regular attendance at the 
antenatal clinics. Area Medical Officers from some of the areas use the clinic to 
carry out developmental paediatric sessions in co-operation with the Area Public 
Health Nurse. 

Close contact is maintained with the area Public Health Nurses and where 
possible the Public Health Nurse visits the relevant site when the clinic is there. 
The computer has proved invaluable in keeping up to date records of the 
Travellers who are in contact with the clinic. Information is entered after each 
site visit and updated cards printed out weekly. The staff have had several 
enquiries from other health boards about immunisations etc. of particular 
families and have been able to call up the information immediately. It is 
intended to pick a health education theme perhaps on a monthly basis and 
promote it on all sites for that month. For example the theme could be safety in 
cars. All health education material used during the month will relate to that 
subject. 

It is also intended to continue to encourage uptake of the immunisation service 
and to pick up those older children who miss out through non-attendance at 
school 

Mothers will also be encouraged to become proactive in relation to their health 
and the health of their children. 
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Chapter 4 

SPEECH AND LANGUAGE THERAPY SERVICES 

Description of Services 

Speech and language therapy is concerned with the assessment, diagnosis and 
treatment of speech, voice and language disorders. It is also involved in 
disorders of communication and swallowing. A Principal Speech and Language 
Therapist with a minimum of three basic grade therapists are assigned to each of 
the ten Community Care Areas. Referrals for assessment come from general 
practitioners, school medical examinations, public health nurses, psychologists 
and parents. Treatment is provided at health centres, special classes in schools 
and child psychiatric services. 

A special service is also provided for children with severe speech and language 
disorders including receptive and expressive language impairment and severe 
dyspraxia. Intensive therapy is provided for thirty children aged two and a half 
years to six years. In addition, language classes are located in designated 
national schools and these provide intensive therapy for children with severe 
speech and language impairments. Staff assigned to this area include a Principal, 
Senior and six basic therapists. Clinic locations are at the Language Unit in 
Ballinteer and classes in national schools in Drumcondra, Churchtown and 
Tallaght. 

Close training links are maintained with Trinity College, Dublin by providing 
placement opportunities for students and the provision of a liaison Senior 
Therapist for this service. 

The situation regarding the numbers of children assessed and waiting for 
assessment is shown in the following table: 
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j Table24: Numbersof childrenassessedand wmtmgfbrassessment for 
speech and language therapy as at 31.12.94. 

No* of referrals by age Number of 
assessments 

Number of 
discharges 

Number for 
assessment 
at end of 
year 

Year 
1993 0-4 5-14 Total 

Number of 
assessments 

Number of 
discharges 

Number for 
assessment 
at end of 
year 

Area 1 123 93 216 254 153 73 
Area 2 139 61 200 209 96 61 
Area 3 184 100 284 205 162 256 
Area 4 112 181 293 185 150 431 
Area 5 130 119 249 260 180 209 
Area 6 220 164 384 206 273 170 
Area 7 199 142 341 274 261 373 
Area 8 306 157 463 775 784 226 
Area 9 167 219 386 354 338 61 
Area 10 121 139 260 251 228 70 
Total 1,701 1,375 3,076 2,973 2,625 1,936 

It can be seen that while a large number of children were assessed and 
discharged by the service, efforts must be made to address the numbers waiting 
for assessment. 

Review of Speech And Language Therapy Services 

Speech and language therapy services were reviewed by a working group which 
issued its findings in 1994. The recommendations which are summarised 
hereunder will be implemented as quickly as the resources required can be 
secured. The review group studied a wide range of literature and reports in 
relation to speech and language therapy, in addition to reviewing relevant 
existing Health Board data and material. Submissions were invited from 
organisations employing therapists within the Health Board region and from their 
training college and professional body. The group also undertook research, by 
means of a detailed questionnaire, into the Board's own speech and language 
therapy service. In addition, information was also sought from therapists who 
had left the Board's service in recent years. 

The recommendations included the following: 

• Having regard to resource availability, there should be a planned annual 
increase in Speech and Language Therapist numbers within the Eastern Health 
Board region over the next eight to ten years. 
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• There should be a uniform approach within the Eastern Health Board area 
regarding: 

objective criteria and standardised assessments, 
standardised procedures for admission to waiting lists, 
objective monitoring of client progress, 
objective criteria for termination of therapy 
optimum patterns of therapy. 

• There should be dedicated clerical staff, on a part-time/whole-time basis, to 
support the levels of need of Speech and Language Therapy. 
Computerisation, should also be explored. 

• A specific level of psychologist's time should be available to each Community 
Care Area. 

• Arrangements should be put in place to ensure that audiological assessment is 
provided on a priority basis for referrals from speech therapy. 

• There should be an allocation of an adequate equipment budget on an annual 
basis. 

• The use of local case discussions, involving relevant disciplines where 
appropriate," should be developed. 

• The Principal Speech and Language Therapist should also be a member of the 
Community Care Team. 

• Specialist posts in the following areas should be established: 

Learning disabilities/mental handicap 
Specific Speech and Language Impairment 
Geriatrics 
Child Psychiatry 

• The Principal Speech and Language Therapist in each Community Care Area 
should meet on a regular basis with his/her counterpart in the hospitals in 
his/her area in order to ensure liaison and co-operation. The feasibility of 
rotation of staff between the community and hospitals, should be explored. 

• Resource allocations to Voluntary Organisations should be for a specific 
purpose and in return for a defined area/level of service. Where feasible, the 

42 



Board should directly employ such staff and second same on a specialist basis 
to the Voluntary Organisations. 

• In line with the recommendations of "Shaping a healthier future - A strategy 
for effective healthcare in the 1990s", more formal links with Voluntary 
Organisations, including the development of joint plans should be developed. 

• A community based service for adults should be established. 

• The provision of appropriate study leave and funding is recommended for: 

therapists undergoing post-graduate training 
specialist training 
management training for Principal Speech and Language Therapists. 

• On-going in-service courses are recommended along with the introduction of 
induction courses for newly appointed therapists. 

• Research in the field of Speech and Language Therapy should be encouraged 
and facilitated. 
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Chapter 5 

HEALTH PROMOTION 

Health promotion is a comprehensive term which includes personal and 
community development to promote personal health and well-being. It is a 
positive concept implying more than the avoidance of illness. A central aspect 
of the National Health Strategy is to reorient the health services towards a health 
promotion approach based on encouraging people to take responsibility for their 
own health and on providing the environmental support necessary to achieve 
this. The Eastern Health Board is involved in various initiatives to promote the 
health of children including: 

• smoking prevention including the Smokebusters' Club which is designed to 
help children reject smoking, 

• immunisation programmes, 
• Health Promoting School, strengthening the capacity of schools to be safe 

and healthy settings for living, learning and working, 
• HIV/AIDS education and substance abuse prevention programme, 
• Community Mothers' Programme, 
• Child Abuse Prevention Programme, 
• Child Health Screening Programmes, 
• Community development projects, 
• teenage health promotion initiatives which include preventing the high 

number of teenage pregnancies, 
• mobile health clinic for travellers, 
• promotion of sport and exercise including the 'Walkfest' and the Rainbow 

Walking Challenge', 
• avoidance of dental decay, 
• peer-led nutrition intervention programme, 
• major involvement in the annual National Healthy Eating Week, National 

Health and Fitness Week, and National Drugs Awareness Week, 
• Accident prevention, and 
• positive intervention with early school leavers. 

Many of the Board's staff are actively involved in health promotion and health 
education activities as part of their day to day work. The Board continues to 
develop links with many sectors, groups and organisations in the promotion of 
children's health, notably the Dublin Healthy Cities Project, Health Promotion 
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Unit of the Department of Health, Irish Cancer Society, General Practitioners, 
local authorities, many primary and post primary schools, community groups and 
voluntary groups. 

The national Health Strategy stated that a comprehensive strategy will 
published by the Department of Health. This document together with the 
imminent establishment of the Eastern Health Board's Department of Public 
Health Medicine will give greater focus and will assist the development of 
multi- faceted and integrated approach to the promotion of the health of childre 
in the region. 
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Chapter 6 

DENTAL SERVICES 

Description of existing services 

All children under 14 years of age and dependants of medical card holders under 
16 years of age are eligible for free child dental services. 

In 1989 the Board adopted a policy report titled Report on Dental Services in the 
EHB Area. The central recommendation of this report was that the service 
change from being demand driven to need based. In practice, this means 
screening school children in selected classes each year and arranging treatment 
for them. This approach was first introduced in 3 pilot areas (Wicklow, 
Coolock/Darndale, and Tallaght) to which extra staff were assigned. This 
approach, which has proven to be successful, is now being extended to all areas. 
There is no waiting list for routine treatment for children at present and an 
emergency service is available for all eligible children on demand. 

The Board has 112 dental teams (i.e. a team = Dentist + Dental Surgery 
Assistant) providing services for children. The Department of Health has 
recently sanctioned the recruitment of 8 dental hygienist teams (one per dental 
area) which are being filled at present. 

During 1994 the Board published the findings of a study of the health of the 
teeth of children in the region (EHB 1994). The study was carried out by the 
Eastern Health Board in conjunction with the Oral Health Services Research 
Centre at University College Cork. Over eight and a half thousand children, 
aged between 5 and 15 years old, were examined during the study. The children 
were examined during 1993 for cavities, gum disease, trauma of their front 
permanent teeth, and misshapen teeth. The findings of the study will enable the 
Board to target its resources to the areas of greatest need. 

The following is a summary of the key findings: 

Overall, there has been a major improvement in the dental health of children and 
teenagers in the Eastern Health Board region since 1984, as shown in the table 
below. Fluoridation was introduced in Dublin in 1964 and by 1974 the water 
supplies of most of the urban communities had been fluoridated. Improvement 
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can be seen even in children who have not had full access since birth to domestic 
water fluoridation, although the benefits of fluoridation are certainly striking. 

1 Table 25 ^Average number of decayed, missing or filled teeth in 12 year 
olds in the EHB region: 1964-1984-1993 

1964 1984 1993 
Dublin region 2.2 1.2 
Co Wicklow and Co Kildare 3.4 2.1 
Average for whole EHB region 5.4 2.8 1.4 

• When figures for the three years are compared, it can be seen that since 1964, 
the dental health of children in the region has improved dramatically. On 
average children in 1964 had 5.4 decayed, missing or filled teeth. This figure 
fell in 1984 and has continued to fall so that today on average children in the 
region have only 1.4 decayed, missing or filled teeth. 

• At the age of 12, 42% of children in the region have no known cavity. When 
the findings are restricted to children in Dublin, this figure rises to 46%. 

• In all age groups, the percentage of children who are free of cavities is higher 
in Dublin than in Counties Wicklow and Kildare. Eighty four percent of eight 
year olds in Dublin have no known caries, compared to 69% of the same age 
group in Wicklow and Kildare. 

• Up to the age of 12, there is no difference between the number of cavities in 
boys and girls. A slight difference can be seen at the age of 15 however, 
when 35% of boys are free of cavities. This compares with a figure of only 
30% for girls. At the age of 15, forty six percent of children in special 
schools have no known caries. 

• Among eight year olds, Wicklow has the highest percentage of children with 
at least one fissure sealant (73% in one sub area of Wicklow). There is less 
variation in the number of fissure sealants among 12 year olds however, and 
this age group has experienced the highest number of sealants. 

• The extent of gum disease among 12 and 15 year olds in the area was another 
feature of the survey. The scale by which this disease is measured is called 
the Community Periodontal Index of Treatment Need (CPITN). It is well 
established that the calibration of examiners in using this index is extremely 
difficult - in particular in the distinction between H (healthy) and B 
(bleeding) scores. This is reflected in the results in this study, as scoring 
from two areas is very different to all other areas. In comparison with the 
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figures from the 1984 survey, there seems to have been a slight improvement 
among 12 year olds. Excluding the two areas where scoring seems to have 
been problematic, all areas had a higher percentage of children with healthy 
gums - 45% in this study, compared to only 40% in 1984. In the 15 year old 
age group, there is no clear improvement between 1984 and 1993. In order to 
assist in improving the status of the health of children's gums and teeth, the 
Board has a number of health education programmes and employs the 
equivalent of five full time dental health educators. 

• All dental areas were found to have some 8 year olds of both sexes with 
traumatised front teeth, although the number of these was small at 
approximately 5%. Of the children who have traumatised permanent front 
teeth, damage to only one tooth is most common. 

Orthodontic Services 

The orthodontic movement of teeth can be achieved using either fixed or 
removable appliances (braces). Removable appliances are relatively simple, 
inexpensive and can achieve limited results. Fixed appliances are complex and 
expensive but can achieve a much more favourable result than removable 
appliances in the majority of cases. The demand for orthodontic treatment is 
ever increasing. Children requiring orthodontic services with fixed appliance 
therapy are categorised as follows: 

Category 1 patients are those with severe defects usually requiring a joint 
orthodontic/maxillo-facial approach to treatment. 

Category 2 patients are those with less severe malocclusions usually requiring 
treatment by a dentist with specialist qualifications. 

Category 3 are persons with mild defects who will not receive treatment until 
those in category 1 & 2 are dealt with given the Board's current resources. 

The number on the waiting list at 31 December, 1994 is shown in the following 
table: 

1 
Table 26: Number on waiting list for orthodontic services 
according to category on 3U2.94 

Category I Category 2 Category 3 Total 

654 8,430 5?159 14,243 

There is no waiting list for removable appliance therapy. 
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The Board requires the services of 2 Consultants in orthodontics and 8 
orthodontists with the M. Orth. qualification in order to implement a recent 
development plan accepted by the Department of Health. Three of the Board's 
own dentists have obtained the M. Orth. qualification and are now working as 
full-time orthodontists. A fourth is in training and will complete the course in 
1995. A further two orthodontists with the M. Orth. qualification will be in situ 
by October 1995. The Board also has the services of 10 sessional orthodontists 
who work a total of 23 sessions per week. A Consultant in Orthodontics is due 
to take up a joint appointment with the Dublin Dental Hospital/Eastern Health 
Board on the 1st March 1995. 

Arrangements have been put in place for the treatment of an additional 200 
category 1 patients in St. James's Hospital and the Dublin Dental Hospital. 

A total of 4,000 patients commenced orthodontic treatment in 1994 in the Boards 
area - the majority of these were children who required removable appliances. 

Dental Health Action Plan 

In May 1994 the Minister for Health launched the Dental Health Action Plan - a 
major development plan for dental services to be implemented over the next four 
years. 

The Plan sets out a number of goals which have been adopted by the year 2000. 
The most important of these which relate to child dental services are: 

• oral health promotion and preventive programmes. 
• wider use of fluoride toothpastes 
• oral health education 
• improved dental care for children including the phased extension of 

eligibility to children under 16 years. 
• phased improvement of primary and secondary care orthodontic treatment for 

children. 

The introduction of the Dental Treatment Services Scheme on 1st November 
1994, means that most adults with medical cards are now treated by Private 
Practitioners so that services in the Board's dental clinics now concentrate on 
children and those with special needs. The Board is at present organising a 
survey of the requirements of the special needs groups. 
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Chapter 7 

DRUG MISUSE 

Drug misuse particularly, in Dublin, is an acute problem. Of particular concern 
is its effects on parents of small children and adolescents. Research conducted 
by the Health Research Board on Drug Misuse in Dublin has found that the 
number of cases treated in 1993 was 2,919 (in 1992 the number was 2,555). The 
number of patients presenting for the first time in 1993 was 859 (in 1992 it was 
668). The main findings of the research were: 

• 75% were male 
• 97% were between 15 & 39 years of age 
• 80% were unemployed 
• 80% were living with their family of origin 
• 40% left school before 15 years 
• 31 % lived in the Inner City 
• 80% were misusing opiates. 

The most probable profile of the problem user was that of a young unemployed 
male living in a deprived city area misusing heroin. Teenagers were found to be 
a particularly high risk group. Given that over 50% of HIV positive people are 
IV drug misusers, the importance of targeting young early school leavers with 
education programmes is stressed. Female drug abusers were three times more 
likely to be at school when presenting for treatment. During the course of the 
year a research project for a Masters Degree in Community Health, Trinity 
College, was carried out on female attenders at the Board's methadone 
maintenance clinics. Gaps and needs in relation to the provision of services for 
women in their role as parents were identified. Their children are identified by 
the women as a major motivator in terms of their entering treatment or 
stabilisation programmes. This review suggests that the recommendations 
contained in that report be implemented. These include: setting up female 
support groups, improving and developing existing creche facilities and 
developing child care and family support services specifically targeted at drug 
using mothers. 

A programme for drug using parents and their children has been approved and 
will commence in early 1995. This is a joint initiative between the Health Board 
and the Anna Liffey Drug Project. The aims of the project are to provide 
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concrete support for drug users who are parents of young children. This will be 
an intensive programme located in the north inner city and the project is 
described elsewhere in this review. 

During the course of 1994 two pilot schemes were attempted, one in relation to 
residents of a flat complex in the north inner city and the other in relation to 
encouraging young people in the inner city to attend for drug treatment. 
Recruitment to both programmes was difficult due to perceptions as to what was 
the ultimate objective of the programmes. Modifications are being made and it is 
planned to take the process further during 1995. 

A consistent view of all involved in addiction services and HIV services for 
young people is that more could be achieved through the formal education sector 
particularly in the later stages of primary education. Few of the people who end 
up as clients of the addiction service in their teenage years finish, and quite a few 
do not even commence, second level education. This suggests that the primary 
school curriculum needs to be reviewed, particularly in disadvantaged areas. 

In 1994 a Consultant Paediatrician with a special interest in HIV was appointed 
to Our Lady's Children's Hospital, Crumlin. The new consultant works 3 
sessions with the Health Board and works closely with the AIDS/Drugs Service. 
This appointment will have a major impact in improving services for children 
and families affected by HIV. By working closely with the satellite clinics for 
adults and by being involved with the children of drug users in Crumlin Hospital, 
a more holistic approach to the health needs of these families will be possible. 

An issue which has arisen is the legal framework within which the service for 
teenagers is provided. Many of the clients of the AIDS/Drugs Service are living 
on the margins of society. It is not unusual to have children as young as 15 with 
an established injecting habit. Best practice in these situations is to refer people 
for detoxification, but in the absence of an adequate provision of detoxification 
and post-detoxification support this is of limited effectiveness. The absence of a 
residential unit for problem teenage drug misusers is also a difficulty. 
Methadone maintenance is not prescribed for people under 18 years of age 
although there are people under 18 who have been addicted and injecting for 
over two years. Parental consent is sought for issuing clean needles and/or 
condoms to people under 18 years of age. This is not always practical because 
of issues of confidentiality. In effect, the service is dealing with significant 
numbers of young people whose lifestyles are at variance with what is expected 
by the law and by society as a whole. 

51 



Chapter 8 

EARLY CHILDHOOD SUPPORT & 
INTERVENTION 

Repeated studies have shown that early intervention can ameliorate the effects of 
social disadvantage. Gibbons (1990) details research which has taken place in 
this area: 

The Head Start Programme in the United States: 

"The Head Start approach assumed firstly, that environment was the key 
determinant of intellectual and social development; secondly, that poor 
children were deprived of experiences enjoyed by their middle-class 
counterparts; and thirdly, that "enrichment" of their environment at a 
critical point in early development would compensate for environmental 
deficits", (p. 19) 

Because early studies of children who had participated in Head Start showed 
disappointing outcomes after early gains, attention and interest shifted away 
from interventions of this type. However, it now appears that Head Start had a 
"sleeper" effects on some outcomes: 

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

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

"Children who had attended nursery schools or playgroups showed 
significantly greater achievement on a variety of measures at five and ten 
years of age. Socially disadvantaged children gained even more than 
others from their participation", (p 20) 
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Involvement of parents is shown to be important to the success of early 
intervention programmes. In one programme, disadvantaged black children were 
involved in a two year attendance at nursery school which also involved regular 
home visits from a teacher. 

"In subsequent evaluations at age 14, 15 and 19 the experimental 
group.... outscored the controls on some measures of attainment and were 
more likely to have been retained within the mainstream school course. 
By age 19 they were less involved in crime; made less use of welfare 
services; and had a lower incidence of teenage pregnancy. They more 
often graduated from high school and obtained work". (p20) 

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

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

A study in the UK of families in two separate districts was undertaken by 
Gibbons and colleagues (1990). These families were referred to social services 
because of varying problems; the effect of the difficulties which they 
experienced was measured on the Malaise Inventory and the Family Problem 
Questionnaire both at the time of referral and four months later. The results 
showed that: 

"The most important effect, however, came from the use of any day care 
provision -playgroups, mother and toddler groups, nurseries or nursery 
schools, child minders or other provision. Parents of under-fives in both 
areas showed more improvement in parenting problems if they made use 
of any form of day care. This is consistent with the earlier finding that 
practical help in Oldweigh (which was generally tied to fees for 
playgroup attendance) appeared to have more effect on parent-child 
outcome than did practical help in Newpath". (pl48) 
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Community Mothers Programme 

The Community Mothers Programme harnesses the skills of experienced 
volunteer local mothers in disadvantaged areas to give support and 
encouragement to first time parents in rearing their children. The programme 
which they use was piloted by the Early Childhood Development Unit of the 
University of Bristol with the co-operation of the Eastern Health Board. The 
pilot project was funded by the Van Leer Foundation. The programme stresses 
the inherent skills of parents and seeks to encourage the parent's own problem 
solving skills. Community Mothers undergo four weeks training after which they 
work under the guidance of a family development nurse (a Public Health Nurse 
on special assignment) who acts as a resource person and monitor. Each family 
development nurse aims to have 20 Community Mothers in her network and each 
of these in turn support five families. 

In working with parents, community mothers use a behavioural approach in 
which parents are encouraged to undertake agreed tasks. Illustrated cartoon 
sequences are used which show the alternatives available to parents in coping 
with various child rearing problems. 

Parent and toddler groups have evolved from the Programme in a number of 
areas. These groups are facilitated by the Community Mothers and parents and 
cater for approximately four hundred and fifty parents per year. 

Other developments which have occured include ante-natal visiting and support 
for breast feeding mothers in the form of groups. 

Home visits and developmental initiatives with the Travelling community are 
also taking place. Approximately fifty traveller parents are receiving monthly 
home visits from the Community Mother and Family Development Nurses. 

There are 160 Community Mothers in the Eastern Health Board region, 
dispersed among the Community Care Areas. At the moment there are 9.5 
fulltime equivalent family development nurses. Further provision will be made 
by appointing family development nurses in areas of social disadvantage, 
principally Community Care Areas 4,5,6,7, and 8. A family development nurse 
will also be assigned to work with traveller women on issues concerning their 
health. 

In Northern Ireland, the Eastern Health and Social Services Board has been 
monitoring the outcomes of children involved in their Child Development 
Programme. Developed by the University of Bristol and similar to the 
Community Mothers Programme (but delivered by Health Visitors rather than 
volunteer mothers), the study has just been evaluated after five years and has 
found: 

54 



"...despite the fact that programme families were generally more 
disadvantaged and the mothers and children less healthy at birth, 
compared to non-programme (control) families, on almost every major 
outcome the programme families have scored more highly than the non-
programme ". 

It must be pointed out that all the programme families scored more highly only 
on health indicators. When other indicators were employed such as language 
and cognitive skills the programme families did not score more highly. Some 
explanations are possible here. One may be that the control group is more highly 
advantaged. Another reason could be that the "sleeper" effect of such 
intervention which was demonstrated in the Head Start Programme has yet to 
take effect. The authors of the Northern Ireland study speculate that because the 
programme is initiated and undertaken by Health Visitors, then health, rather 
than cognitive concerns may be taking precedence in the interventions with the 
families. Since most visiting takes place in the first year of the child's life, when 
nutritional and other health concerns are to the forefront, insufficient 
encouragement and information on the development of children's language, 
social and other skills may be the cause of less positive outcomes in these areas. 
One encouraging finding in this area however is when the control group was 
controlled for social class: 

"In the low SES group, of 363 programme and 229 non-programme 
children, the programme children score slightly ahead of non-programme 
for language and cognitive skills, but are behind them in socialisation". 
(p75) 

Since the delivery of this programme in the Eastern Health Board is undertaken 
by mothers, rather than by health professsionals it is possible that the focus on 
health concerns found in the Northern Ireland study will be augmented here by 
attention to language, cognitive and social skills. Unfortunately, since the 
evaluation which was undertaken in 1989 in the Eastern Health Board region did 
not include a measurement of these skills, it is impossible to be certain that this 
is the case. It is recommended that a small pilot study be undertaken to clarify 
this concern and to make any adjustments to the programme which may be 
necessary as a result. This is crucial to ensure that the enormous potential of this 
programme is maximised. 

It is clear from the above studies that important gains can be achieved by the 
provision of early childhood intervention. These gains are apparent both in the 
short and long term and can be retained right throughout childhood until at least 
early adulthood. 

Important lessons can be learned for the Eastern Health Board in its policy 
direction. 
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There must be an increased focus upon provision of early childhood services 
The form and direction of these services can also be informed by the studies 
cited above. For example, long term studies show that involvement of the parent 
and/or helping to meet the parent's own needs will improve outcomes for the 
children. Additionally, the Northern Ireland study shows that initiatives which 
come from a health perspective may show only health gains rather than language 
or social gains when compared to controls. Future investment by the Eastern 
Health Board in early childhood initiatives should be scrutinised for these 
factors. 

Nurseries 

At the moment, nursery provision is provided in the Eastern Health Board region 
by volutnary agencies such as Bamardo's and ISPCC who administer the 
majority of nurseries, while some are directly managed by the Board itself. 
Nurseries are 80% funded by the Board. The balance of funding is raised by 
local fundraising. The number of places which are provided in each Community 
Care Area is shown in the table below. Because of the variation in provision and 
hours provided by all the nurseries, for the purposes of this review a full-day 
place has been established as ending at 3.30 p.m. or later. Provision which was 
shorter than this was termed part-time. Also of note are the various other 
excellent support services provided by many nursery schools and these include 
after-school groups, mother and toddler groups and creche facilities. 

Does not include nursery provision for traveller children and homeless 
children. 
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Table 27: Number* of Nursery Sehool Places funded by 
Community Care Area: 1994 

— - i n n i - i i i 

EHB in each 

CCA No of nursery 
Places 

No of full-
time places 

No of part-
time places 

No on waiting 
list 

1 
2 

149 10 139 48 1 
2 31 15 16 22 
3 207 70 137 175 
4 
5 
6 
7 

67 0 67 10 4 
5 
6 
7 

320 89 231 257 
4 
5 
6 
7 

123 123 0 83 

4 
5 
6 
7 221 119 102 299 
8 311 72 239 114 
9 
10 

62 0 62 12 9 
10 98 7 91 75 



Nursery school provision is not evenly spread among areas of high social 
disadvantage and steps should be taken to ensure resource allocation to areas of 
greatest need. The high number of children on waiting lists is also of concern. 
Similarly, this review is conscious, as addressed above, that early intervention 
which includes active participation by the parent is the most effective method. It 
is recommended therefore that future reviews should explore this aspect of 
nursery provision and the important role of playgroups in greater depth. 

There is additional special nursery provision in Community Care Areas 3 and 4. 
In Community Care Area 3, Focus Point has established a nursery for children 
whose families are living in bed and breakfast accommodation and this nursery 
caters for fifteen children. There are also 60 full time nursery places for traveller 
children Community Care Area 4. 

In addition to the above provision, the Department of Education has recently 
launched a pre- school initiative in certain designated areas. At the moment, this 
is a limited pilot scheme and its future will be determined by ongoing review 
which is being undertaken by the Department of Education. The pre-schools 
which have been established under this scheme in the Eastern Health Board 
region have been located in: West Tallaght, Clondalkin, Ballybrack, Darndale 
and Finglas. Each pre-school session is of 2.5 hours duration and morning and 
afternoon sessions are held with different groups of children attending either in 
the morning or afternoon. In total, 60 children attend each pre-school; 15 
children are in each classroom with one teacher and one qualified child care 
assistant assigned to each. It is unclear at the moment how synchronised this 
provision has been with either existing playgroup or Eastern Health Board 
funded nursery service. The outcomes of this pilot initiative are awaited with 
interest. 
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Chapter 9 

SOCIAL WORK SERVICE 

Description of service 

The social workers who are employed in the region are deployed to the 
Community Care Areas. A small number work directly for the fostering and 
inter country adoption service. The area teams are managed by a Head or Senior 
social worker. A nationally recognised professional qualification in social work 
is a requirement for employment as a social worker by the Board. 

Additional funding provided during 1994 enabled the Board to increase social 
work staffing by 10 Team Leaders and 21 Social Workers. 

One Team Leader was assigned to each Community Care Area. Two social 
workers were also assigned to each area, one of whom was assigned in each area 
to recruit additional carer families. One social worker has been assigned to the 
development of a computerised social work information system (SWIS) which is 
being piloted in Community Care Area 9. 

The primary responsibility for investigating reported cases of suspected child 
abuse and of protecting the children concerned rests with the social workers. 
Since 1982, when statistical information on referrals was first gathered, there has 
been a major increase in the number of these notifications. Between 1993 and 
1994 there was an increase of 27% in child abuse referrals. 

The implications of this increased workload are very significant and services 
have worked hard to keep abreast of it. While staffing has been increased, 
particularly as a result of the provisions of the Child Care Act 1991, the tasks 
resulting from increased child abuse notifications are worth noting: 

• Increased numbers of cases requiring investigation 

• Greater numbers of children in care requiring support and contact 

• Increased numbers of at-risk children needing support at home 

• Expanding need to service court work 
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• More pro-active recruitment and support of foster families 

• Greater involvement with residential care agencies 

• Increased need for liaison with other disciplines such as Public Health Nurses 
and with other agencies such as Child Sexual Abuse Units, Child Guidance 
Clinics and voluntary agencies 

• Greater need to support families by establishing initiatives such as Family 
Centres, Neighbourhood Youth Projects, Family Support Workers, Child care 
workers, and other specialist services for groups such as children who 
experience bereavement because of AIDS or drug misuse. 

Elsewhere in this report it is also noted that 946 young people out of home were 
accommodated by the Out of Hours Service. Each of these young people must in 
turn be picked up by Area Teams. In some areas, this work takes place against a 
back-drop of great social need which is described in other sections of this report. 
Some families are volatile and chaotic and the region contains districts where 
unemployment, crime and drug misuse are prevalent, the statistics for which top 
the national figures. Protecting children in these circumstances is not easy. 

Review of the Social Work Service 

Several key features of the social work service were addressed as part of this 
review. Among these are the following: 

Intake 

In a demand led service, the importance of a strong intake system cannot be over 
emphasised. Extremely good judgement is required to ensure that those 
genuinely requiring a service receive it. A social work service may not be the 
most appropriate one for the individual referred and other agencies or strategies 
may have to be suggested to the client. The intake system can therefore be seen 
to act as a "gatekeeper" to the service. Every new case opened makes demands 
upon time and resources and therefore there is an opportunity cost involved. 

There are variations in the way in which both intake and duty systems operate in 
the different Community Care Areas. Some Areas have dedicated intake teams 
while in others, intake duty is shared among all the team. Whatever system is 
employed, new cases are usually brought to team meetings by the social worker 
who has handled it. At this point it is thoroughly and adequately discussed and a 
strategy devised for the case. This system provides a very thorough system of 
peer review and analysis. However, it is demanding of time. Overall, the trend 
in the areas appears to be towards dedicated intake teams. These teams carry the 
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case for a specified period of time after which if it is active it is allocated to the 
main team. Should there be a future allocation of additional Team Leaders, it is 
recommended that consideration is given to their appointment to intake. All 
intake workers should have comprehensive training in management of crisis and 
brief therapy to enhance their effectiveness. 

Waiting lists are in operation in some Areas, consisting of 10 cases on average. 
Such cases include clients wishing to initiate adoption tracing, marital difficulties 
and parenting problems. The provision of the additional social workers and 
Team Leaders may address the issue of cases which cannot be accommodated at 
present. It should be remembered however, that referrals of cases of suspected 
child abuse continue to rise and these cases must take priority. The provision of 
new staff may therefore serve to accommodate only this facet of the work. The 
situation should be monitored on an ongoing basis. 

Needless to remark, an emergency relating to a child's safety over-rides all the 
above systems and social workers provide an immediate response in these 
circumstances. 

Duty systems and access to the service 

These vary in the region. Some Areas provide limited duty and access within 
specified hours while others provide full day duty. In order to improve access 
for clients, full duty should be provided in all areas. 

Case allocation 

In some areas, cases are allocated on the basis of geographical patch. In others, 
allocation is made using considerations such as the time demands of a case. 
While patches certainly give social workers an intimate knowledge of an area, 
there is a body of opinion which states that patches are not equitable in the 
distribution of work. The distribution of caseloads needs to be kept under 
continuous review. 

Case review 

This takes place on two levels: formally at individual staff supervision and on a 
day-to-day basis as the need arises. Supervision has two functions 
accountability is ensured and staff support is provided. Stress is an integral part 
of social work given the misery of many children's lives which is witnessed at 
close quarters on a daily basis and the gravity of the decisions which must be 
made about this. Managers support their staff in this as best they can but because 
of the nature of the work, stress is unavoidable. The employment of additional 
Team Leaders in each area should facilitate Areas in reaching their target of 
monthly supervision. Their appointment should also help improve reviews ot 
children in care. Ongoing feedback on this should be obtained, given the rising 
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numbers of referrals of cases of suspected abuse and the time demands which 
they make. 

Closing of cases 

More sophisticated systems are being developed in many Areas to enable safe 
and, at the same time, efficient closing of cases. Further research should be 
undertaken into this issue. 

Induction of new staff 

All areas have procedures for inducting new staff and these range in length. 
Many areas have devised induction and procedures manuals or are in the process 
of doing so. Some consideration should be given to the provision of a 
centralised induction programme: induction is easier to arrange for a group of 
newcomers than for an individual. Two other points should be made: induction 
programmes should contain an inter-disciplinary element and should be as 
standardised as possible. While social workers appear to resist standardisation -
often for understandable reasons - induction programmes for new staff should 
include a centrally agreed quota of information. 

Training 

As was pointed out earlier in this report, a comprehensive, well planned and 
targeted inservice education programme has an important function, not only for 
the maintenance of adequacy and quality in standards of work, but also in 
fostering cohesive teams and maintaining morale. This review therefore focused 
on training within the social work group in the region. In some Areas there are 
formal systems for analysis of training needs based on information gained at 
team meetings and individual staff supervision. Systems are also employed such 
as the use of training sub-committees or the allocation of a certain number of 
training days to each staff member. 

The need for the devolvement of budget allocation for training to social work 
managers was noted by this review. This would give greater flexibility. Some 
centralised training should also still be provided. Many favourable comments 
were received regarding the centralised training provided on legal issues and 
court practice given during the past year. At Area level, other training during the 
year for entire teams included: working with parents; analysis of the Kilkenny 
Incest Report; recording systems and brief therapy. A wide range of training on 
an individual basis was undertaken and included such issues as: working with 
sexually abused children; addiction; brief therapy; psychotherapy; community 
work etc. Formal academic study is also being undertaken in courses such as 
Child Protection and Welfare and various relevant Masters programmes. Among 
the training needs noted are: direct work with children; child development; 
family dynamics and family therapy; working with adolescent abusers; sexual 
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abuse and its implications for fostering; risk assessment; caseload management; 
addiction; adolescents; crisis intervention; brief therapy; group work; parenting; 
training for trainers, inter-country adoption. Many of these topics could be 
provided most efficiently at central level and their provision is recommended. 

Head and Senior social work managers have usually completed management 
courses in the Institute of Public Administration. For many, additional training 
needs have become apparent as has the need for skills in some subject areas to be 
brought up to date. These include: strategic management and planning; crisis 
management; project management; personnel; finance and budgeting; data 
analysis; time management. Provision should be made for training in these 
areas. The establishment of a mentor system for managers should also be 
considered. New Team Leaders have completed a joint training and induction 
programme. 

Access to text books and journals is variable and could be improved in some 
Areas. 

Links with universities 

Strong links are maintained with universities and these are important to help 
ensure high standards of practice in the Areas, to help universities maintain 
relevance in their courses and to give practical experience to trainees. Practice 
placements are provided by each Area and while there are accommodation 
problems regarding space available etc., the students are seen as a welcome 
addition to the team. In addition, the training in practice teaching provided by 
the universities is also appreciated. Other links with universities include the 
provision by social workers of guest lecturers for courses. 

Specialisation 

While there is great loyalty among social workers to the concept of generic 
social work which encompasses a wide range of types of cases, there is a 
movement towards the appointment of specialist posts within teams. These posts 
include fostering and adoption work; community work and work with the 
homeless. There is caution however that specialist posts can be de-skilling. 
Nevertheless, the Audit Commission in the UK which reviewed social work 
practice there, pointed out that specialisation raises skill levels, increases 
efficiency and most notably, reduces stress. Consideration should be given to 
Aese points. 

Inter-disciplinary and inter-agency liaison 

Although it is variable in the Areas, inter-disciplinary liaison should be increased 
and formalised with certain disciplines, particularly Public Health Nurses. I he 
transfer of the social work service away from smaller health centres in some 
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areas has made this more difficult and steps should be taken to address the issue 
as discussed in the section on Public Health Nursing Services. Co-operation 
needs to be improved between the child and adolescent psychiatry service. 
Waiting time for assessment and treatment is lengthy and is a cause for concern. 
There is higher satisfaction with the service provided for children than the 
service for adolescents. When general practitioners attend case conferences their 
contribution is valued. However their attendance can be disappointing perhaps 
because the timing of case conferences and surgery hours may clash. Similarly, 
contact with gardai is made difficult because of rostering within the force. 
Attempts have been made to establish dialogue and links with variable results. 
Contact with schools is increasing and is usually good. At primary school level 
particularly teachers have valuable understandings of the children in their class. 
The appointment of home-school liaison teachers has helped this process. In 
most areas, contact and co-operation with Community Welfare Officers is 
excellent. 

Working with clients 

An ethos of respect for the strengths which families can contain and support for 
those strengths permeates social work in the Areas. Many Areas have initiated 
the attendance of parents at all or part of case conferences and have prepared 
thoroughly for the change which this has brought about. Training is also 
undertaken or planned in direct work with children. The hostility which parents 
can feel towards the involvement of social workers in their family is recognised 
and feedback is obtained where possible. Some Areas are considering ways of 
obtaining formal feedback from clients. Improvement in facilities for 
interviewing and for supervised access visits could be made. 

Secretarial and administrative support 

Administrative support for tasks such as data collection is required although 
recent improvements are reported. The provision of fax machines and 
photocopiers in some centres would increase efficiency. 

Client groups 

During this review some issues came to attention regarding various client groups 
which should be noted: The social work service now has responsibility for 
adolescents between 16 and 17 years of age. 

The additional work which has resulted has had qualitative, if not quantitative 
implications. The qualitative change which has occurred has taken place 
because of the autonomy of older adolescents. Unlike smaller children, their 
consent to arrangements which are made for them cannot be presumed. 
Adolescents are more assertive than smaller children and can often reject 
proposed accommodation or care suggestions. Many reports of this were 
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received during this review. The autonomy of this group is also addressed 
elsewhere in this report. There can be no doubt that there is need for increased 
services - accommodation and semi-independent living such as supported 
lodgings for those who are agreeable to these services, and this should be 
minimally adequate. However, caution should be used in the provision of 
resources to this group. Although their needs have high visibility it must be 
ensured that just because of this, valuable resources are not detracted from less 
visible and perhaps more vulnerable groups such as small children. 

Realism is also required when defining required outcomes of work with 
adolescents. The effect of the Board's services is just one facet of a wide range of 
concerns which impact on adolescents' lives. Other experiences, outside the 
remit of the Board, also matter. For example, school exclusion which very many 
difficult young people experience has a very unsettling effect on their lives. It 
can be the beginning of a process of marginalisation of the young person. 
However, it is difficult if not impossible for the Board to remedy this except in 
isolated cases after vigorous negotiation. The impact of school exclusion was 
reported on a number of occasions to this review. Other issues from the wider 
society which effect young people's lives are also addressed in this report. 

Some Areas report close working relationships with both voluntary and statutory 
youth work services at local level and find these of great benefit. Where 
possible, other Areas should initiate these links. The Board has established 
Neighbourhood Youth Projects in districts where voluntary and statutory youth 
work services are insufficient. The service they provide is invaluable and a 
description of the work of one such project is included.. 

Teenage mothers 

This group is mainly supported by Public Health Nurse visiting as was noted 
earlier. Referral is often also made to the Community Mothers Programme. 
They come to the attention of the social work service if there are concerns about 
the safety and welfare of their child. It was pointed out to this review that this is 
not a homogenous group of clients. Teenage mothers who remain at home with 
their own family usually obtain great support there. They and their babies are of 
concern when they attempt to live independently, especially if they or their 
boyfriend misuse drugs. In these circumstances, especially if a second child is 
born, concern increases. Strategies available to social workers include referral to 
support services such as day nurseries or family centres. The importance of these 
teenagers being enabled to continue their education is emphasised. 

Homeless children and families 

As is noted elsewhere in this report, social work teams liaise with family refuges 
and are notified by the refuges and by Community Welfare Officers it Uie 

64 



children in a family appear in any way to be at risk. The issues of homeless 
young people is addressed in a separate section of this review. At this point it 
should be noted that Area teams with high numbers of homeless young people 
include specialist workers for the homeless. These liaise with the Out of Hours 
service and it is noted that the provision of a day service for this client group 
appears to operate effectively and is welcomed by area teams. 

Children of parents with a psychiatric illness 

In these instances, support services which have been established in the region 
such as Family Support Workers and Family Centres are acknowledged as 
invaluable. Referrals to day nurseries are also made. There appears to be good 
co-operation and joint working with most of the adult psychiatric services 
regarding concerns about these children. 

Traveller children 

Local authorities have the primary responsibility for the delivery of a social work 
service to traveller families. Greater liaison and increased communication is 
required when joint working must take place regarding child protection. 

Children of drug abusing parents 

The variation in the experiences of the different Areas was remarkable in relation 
to this client group. In some areas the issue is rarely encountered or only to a 
manageable degree. In others, it is far greater with much bigger demands placed 
upon the service. In addition to the usual procedures taken to protect children in 
these circumstances, referral is made to the Board's addiction counsellors or the 
Anna Liffey Project for the parents. 

Children of alcohol abusing parents 

Referral of alcohol abusing parents is made to a variety of services. Children 
over the age of ten years are put in touch with Alateen. Support services such as 
day nurseries, Family Centres and Family Support Workers are also used. 

Children in care 

Three groups of children requiring care placements appear to cause special 
difficulties. Emergency placements need to be developed whether within a 
special unit or within foster families. Children with behaviourial problems are 
hard to place in either group homes or with foster families. A range of 
placements for adolescents is also needed, as is the development of after care 
services. Some of these needs may be addressed by new developments which 
are underway. In Chapter 12 a recommendation is made regarding the need for a 
Task Force On Care Placement Needs. The establishment of this task force 
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should address these and other placement issues. Basic minimum support and 
review procedures for children in care should be introduced. The ongoing 
involvement of parents in care placements should be emphasised. 
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Chapter 10 

CHILD ABUSE 

Prevention 

The Child Abuse Prevention Programme (CAPP) is funded by the Board and by 
the Departments of Health and Education. Its purpose is to equip teachers and 
parents with the knowledge and skills necessary to protect the children in their 
care. It is also designed to teach children a personal safety skills course to help 
them deal with various potentially dangerous or threatening situations. The 
programme was introduced into the region in 1991 and has since extended to 
other health boards. 

There are 628 primary schools in the Eastern Health Board region. All of these 
have participated in the teacher training programme of CAPP. Parent meetings 
have been held in 580 schools and 504 schools are teaching the programme to 
children. A further 74 intend to teach the programme; 17 have indicated that 
they will not teach the programme and there is no information from 33 schools 
regarding their plans in this area. 

Funding is provided by the Board to CAPP to manage a central office to 
administer the programme. One social worker is seconded to the programme 
from the Board along with one teacher from the Department of Education. 

Regular meetings are held by CAPP with Chairpersons of Boards of 
Management of schools in the region in order to update them on the progress of 
the programme. Modifications to the programme have been implemented 
including an Irish version of the pack; a parents' booklet on child protection; 
revised lesson plans for fifth and sixth classes and for junior and senior infants 
and a pre-service training course for teacher training colleges. It is expected that 
modifications to the pack to suit special education needs will be available in 
March 1995 and will be introduced into those schools before the end of the 
school year. 
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Validation of Allegations and Treatment of Victims 

Assessment Units were established in Our Lady's Children's Hospital and 
Temple Street Hospital in late 1987. They were designed particularly to address 
the need for the assessment of cases of child sexual abuse. The practice to date 
has been to refer those children considered in need of ongoing therapeutic 
intervention to outside agencies. The need for therapy is dictated by the type of 
abuse the child has experienced, the length of time the abuse has been ongoing 
prior to disclosure and the degree of psychological trauma manifest in the child 
at the time of assessment. Where therapy was found to be required, access 
proved to be difficult and the delays which were experienced were thought to be 
unacceptable. The development of a new therapeutic service within St Louise's 
Unit will therefore provide a more complete and integrated service for children 
and their families. It will provide a continuity in service provision and will avoid 
lengthy delays between assessment and therapy. Approval was received in 
November 1994 for the development of this therapeutic service at St Louise's. 
This service will be directed towards the needs of children on the south side of 
Dublin and for children in Wicklow and Kildare. Discussions are ongoing 
between Community Care Areas 6, 7, and 8 and Temple Street Hospital with a 
view to providing similar services on the north side of Dublin. 

Rate of Referrals 

Referrals to the Board of cases of suspected child abuse in the region have risen 
since 1993. Comparisons between referrals in the past three years can be seen in 
the following table: 

Tafcte 28; Reported cases of suspected child abuse in 
Eastern Health Board region : 1992 -1993 -1994 

I! Area 1992 1993 1994 
1 35 43 183 
2 114 113 115 
3 57 62 113 
4 214 124 250 
5 109 214 168 
6 111 118 155 
7 185 183 273 
8 108 144 163 
9 279 240 204 

10 115 135 130 
TOTAL 1327 1376 1754 
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Overall the rate of increase of referrals between 1993 and 1994 is 27%. Since 
the collection of national data only began just over a decade ago, it is difficult to 
know if the incidence of abuse is increasing or if greater awareness of the topic, 
through initiatives such as the Child Abuse Prevention Programme are 
contributing to the rise in referrals. 

With regard to the staffing and workload implications of this increased rate of 
referrals, the review recommends close monitoring and attention. The above 
numbers show that some Area teams experience an average of three referrals per 
week and another team may experience as many as five referrals per week. 
Adequately investigating this rate of referrals is demanding of time, personnel 
and other resources. It must also be remembered that investigating these referrals 
is only part of social work duties. This review recommends that close attention 
be paid to this issue and that future reviews revert to the topic. 

Child Abuse Guidelines/Procedures 

Following the publication of the Kilkenny Incest Investigation Report in May 
1993, the Board undertook a review of child abuse procedures within its region. 
In June 1994 new guidelines/procedures were proposed and are being 
implemented. Details of the recommendations of the review report are given in 
Appendix C. 

Action Plan 

The following key areas are now being addressed: 

• The preparation of a protocol for Eastern Health Board staff which will 
outline the philosophy and principles of the child protection services and will 
encompass the recommendations in the review. The Department of Health 
Child Abuse Guidelines have been in operation for seven years. This review 
is the first overview of the operation of the guidelines in the Eastern Health 
Board. Individual Community Care Areas have and are reviewing their 
procedures and practices. Ongoing evaluation of guidelines and protocols is 
necessary. 

• The introduction of a comprehensive training programme for all staff within 
the Eastern Health Board working in the area of child abuse and the 
promotion of joint training schemes with general practitioners, gardai, 
psychiatric services and schools. A number of Eastern Health Board 
personnel have completed the Advanced Diploma in Child Protection. The 
training programme will utilise the knowledge/skills obtained from this 
course. 
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• There are a number of relevant and highly regarded publications and journals 
on the subject of child abuse. These are to be made available in each 
Community Care Area. 

• The provision of consultation and supervision for all those working in child 
abuse. The professional literature and inquiry reports emphasise the 
importance of supervision for all practitioners in child protection. The task of 
child is complex, is fraught with emotion and stress. Critical analysis and 
objective judgement is essential. This can be provided through regular and 
professional supervision. 

70 



Chapter 11 

CHILD AND ADOLESCENT PSYCHIATRY 
SERVICE 

The provision of the child and adolescent psychiatry service in the Eastern 
Health Board region differs in some important respects from the provision of 
other services for children such as social work and child health provisions. 
Although responsibility for the provision of the service rests with the Board, 
the service is provided both directly by the Board and through the Mater Child 
and Family Services and Hospitaller Order of St John of God. 

Table 29: Provision of Child & Adolescent Psychiatry Services in EHB 
recoil showing service providers and their catchment areas 

Service Provider Catchment Area Funding Body 
Eastern Health Board PartofCCAreas3&4 

(inner city) 

CC Areas 5,6 & 9 

Eastern Health Board 

Mater Child and Family 
Services 

CC Areas 7 & 8 Eastern Health Board 

Hospitaller Order of St 
John of God 

CC Areas 2, 3 & 4 
(excluding part inner city) 

CC Areas 1 & 10 

Department of Health 

Eastern Health Board 

Also in contrast to other provisions for children, the responsibility for which 
rests with the Community Care Programme of the Eastern Health Board, child 
psychiatry services in the region are the remit of the Special Hospital Care 
Programme. It can be seen also that a third variation exists in that the 
Hospitaller Order of St John of God, although a service provider to the Eastern 
Health Board, is funded direcdy by the Department of Health with the 
exception of their service in Area 1 and Wicklow which are funded by the 
Eastern Health Board. In order to provide cohesion to these arrangements, the 
senior managers from the three services have joined in a Central Co-Ordination 
Committee which meets on a monthly basis to review and co-ordinate the 
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services. These meetings are chaired by the Programme Manager of the 
Special Hospital Care Programme of the Eastern Health Board. 

Service Locations 

Although many professionals working with children would wish for a child 
psychiatric service which was neighbourhood-based, within available resources 
the services are based at the most strategically possible locations which are as 
follows: 

Service provision 

Child and Family Centres provide a range of clinic-based services. 
Children with a wide range of problems are seen and these include: 
psychiatric illnesses, psychological difficulties, inappropriate behaviour, 
speech and language delays and disorders, difficulties of co-ordination 
or perception and early learning difficulties. The professionals who 
work in the centres include psychiatrists, psychiatric nurses 
psychologists, psychiatric social workers, speech therapists and child 
care workers. 

b. Special Schools are operated jointly with the Department of Education. 
Responsibility for the provision of these is divided as follows: 

r 
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Table 30: Locations of Child & Adolescent Psychiatric Services in EBB 
region 

Eastern Health 
Board 

Mater Child & Family 
Services 

Hospitaller Order of St 
John of God 

Castleknock 
Ballyfermot 
St James's Hospital 
Kill, Co Kildare 

Mater Hospital 
Ballymun 
St Frances Clinic, Temple 
Street 
St Joseph's Adolescent Unit, 
Fairview 

Orwell Rd., Rathgar 
Ballybrack 
Blackrock 
Tallaght 
Bray 
Wicklow __ 

table 31: Provision of special education within EHB region (day service) 

Eastern Health Board Mater Child & Family 
Services 

Hospitaller Order 
ofStJohnofGoi-

Phoenix Park 
Ballyowen Meadows 

James Connolly House 
Warrenstown House 

Mater Hospital St Peter's, Rathgar 



These schools cater for children with mixed emotional and conduct 
disorders, young autistic children and mildly mentally handicapped 
children. The Board also provides support to the special school 
Benincasa by the provision of care staff. 

In-patient Care: In-patient care is arranged as follows: St Paul's in 
Beaumont (Mater) provides specialist residential accommodation on a 
national basis for autistic children and mentally handicapped children 
with major behavioural problems. 

Both Warrenstown House and St Richard's are acute units which also provide 
assessment facilities. The remainder of the units, with a combined complement 
of 43 beds, provide residential care for chronic psychotic and autistic children. 

Review 

As part of this report, senior managers of two of the child and adolescent 
psychiatric services were interviewed with regard to many aspects of their 
service. The third service participated in the review by completing a postal 
questionnaire. 

Assessment of need 

In one service, need is assessed in the following way: On an annual basis, the 
team in each clinic audits the work which has been undertaken in the past year. 
Referrals which have come are analysed and trends are noted. For example, a 
declining number of very small children in one area may mean the transfer of 
resources from an initiative such as a playgroup towards group work with other 
children who have a common need. This yearly audit, which has just begun, is 
to beginning of an approach to this method of analysis in that particular 
service. Skills are being developed by staff in conducting this exercise. In Uie 
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Table 32: In-patient service provision in EHB region 

Eastern Health Board Mater Child & 
Family Services 

Hospitaller Order of St 
John of God 

Warrenstown House 
Courthall 
James Connolly House 
Dromheath Avenue, 
Mulhuddart 

St Paul's, 
Beaumont 

St Richard's, 
Orwell Road 
Rathgar 



near future, much of their information will be computerised and it is felt that 
this will help to develop systems such as audits. 

The need for the development of the service for adolescents was also 
highlighted. This has come about because of demographic, social and 
legislative change and the consequent need for an adolescent psychiatric unit 
for the region: adolescents are a "poor fit" in both adult psychiatric units and in 
children's units. The need for a Crisis Unit was also highlighted. Such a unit is 
required which will be able to cope with any admission - regardless of 
difficulty of behaviour - which will diagnose, stabilise and make appropriate 
recommendations for future care. It is estimated that for a population of the 
size of Eastern Health Board region, a 5- bed unit would be required. This unit 
would be part of a continuum of care which include both psychiatric treatment 
settings (day and residential) and special group homes. 

An adolescent day treatment programme in west Dublin is also required and is 
being developed. This will be modelled on the adolescent unit at St Joseph's in 
Fairview. This unit caters for adolescents on an outpatient basis who present 
with significant emotional, behavioural, educational, vocational and family 
difficulties. Such a unit is also required in south Dublin. 

Current demands on the child and adolescent psychiatric service also include 
requests from the courts for assessment in custody and access cases. Because 
of issues such as conflict of interest and the major resource problems which 
occur, some child psychiatric services find it increasingly difficult to accede to 
these requests due to the time commitment involved. It was suggested to this 
review that a separate court-based service should be established and a proposal 
has been drawn up in this regard by at least one service. 

Adequacy of the service 

Qualitative audits to establish the adequacy of the services being provided are 
being considered by one service provider as current methods are not well 
developed. As both services are also training centres for the training of Senior 
Registrars in child and adolescent psychiatry, they are reviewed as such by the 
Royal College of Psychiatrists. In this way, standards of practice are 
maintained. Training placements are also given to trainees in clinical 
psychology, social work, speech therapy, nursing, child care, teaching, 
occupational therapy and special education. The manager of one service also 
pointed out that the adequacy of service is also related to staffing levels such as 
the provision of consultant's posts and that attention should be paid to ensuring 
an even distribution of posts according to population figures and other 
demands. It was also pointed out that the provision of a child and adolescent 
psychiatric service is extremely expensive and that resources should be 
targeted to priority clinical needs. The need for the development of services in 
Wicklow, at the moment still in its infancy, was also highlighted. 
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Access to the service: admission and discharge 

There are variations in the way in which access to each of the services is 
gained. The Eastern Health Board and the Mater Child and Family Services 
accept referrals from parents, schools, Community Care social workers and 
general practitioners. Of 151 referrals received in one clinic just prior to this 
review, referrals came from the following sources: 

• General practitioners: 44 
• Other doctors: 22 
• Community Care social workers 8 
• Teachers: 13 
• Parents: 42 
• Other: 22 

It can be seen that referrals from all non-medical sources combined outnumber 
those from doctors by 19. In the St John of God service, referrals are accepted 
only from medical doctors as the child psychiatric service is viewed by them as 
a medically based service. The vision of the function and purpose of child 
psychiatry, the definition of which cases fall within the remit of the service, the 
"ownership" of cases, right of access to admission (particularly to residential 
facilities) and timing of discharge was a recurring theme presented to this 
review by professionals outside child psychiatry. Controversy is at its most 
acute in cases of behaviourally disturbed children and the issue is addressed 
separately in this report. 

When referrals are received, each service holds a weekly meeting, attended by 
the consultant and the team, at which they are reviewed and the urgency and 
status of the case is decided. The most urgent emergencies are seen 
immediately, if for example, the child or adolescent is undergoing an acute 
episode. In the St John of God service, serious cases are seen within 2-3 weeks 
and other cases are placed on the waiting list. This service is exploring ways of 
improving the analysis and management of its waiting list. At the moment, if 
the list contains a number of children with a common problem, a special group 
may be set up to meet their needs. Thus some children may experience a much 
shorter waiting time than others. 

m the Eastern Health Board service, all referrals other than serious 
emergencies are seen within 4 weeks for assessment. Treatment may take 
longer to initiate and complete. Children within this catchment area who have 
overdosed are treated in casualty departments of hospitals where they are seen 
by a consultant psychiatrist. Most are discharged home within 3-5 days with a 
referral to outpatient care. A minority are admitted to facilities such as 
Warrenstown and St Richard's. In the Mater Child and Family Services, a 
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consultant psychiatrist is on call for out of hours emergencies. When waiting 
lists for access to these services were analysed in Spring 1994, the average 
waiting list of the 3 services was 152. 

Differences exist between some service providers and referring agencies 
working with children, with regard to the definition of an "emergency". A 
profound and perhaps life threatening depression or a psychotic episode or a 
prolonged and severe anger "storm" is agreed by all to be an emergency and 
these are seen immediately by the child psychiatric service as they are viewed 
as potentially life threatening. The St John of God service points out that such 
emergencies are rare and that each team may experience perhaps only twelve 
such cases per year. However, other professions such as social workers point 
out that other emergencies - with social implications - such as a threatened 
breakdown of a foster or residential placement or acute family disturbance, 
while not life threatening, may constitute a social emergency. Here again, the 
absence of shared definitions is noteworthy. In order to address these 
difficulties and to increase liaison and co-operation, this review recommends 
that a monthly meeting be held between a designated staff member of each 
child and family centre and a social work manager from the relevant area social 
work team to discuss common concerns including discharge policy. Future 
reviews should revert to this. 

Case review 

In all services, case review is thorough. The consultant and all disciplines 
attend. A treatment plan will have been drawn up for each child upon 
admission. The most urgent cases are reviewed each week by case presentation 
to peers. 

In addition, every registrar has a case load and their involvement with each 
case is discussed almost daily with the consultant in charge of the case. A two 
hour period weekly with the consultant is also dedicated to review. The 
registrar also maintains a log of treatment and this is signed by consultant on 
discharge of the child or transfer of registrar. This log is used for the audit ot 
training discussed above. 

In the Eastern Health Board service, the frontsheet of each chart is completed 
and maintained by the clinic's key worker. Copies of these (excluding name 
and address of child) come to the Director of the service who monitors the 
quality and work of the service in this way. 

Client groups and their needs 

During this review, service providers were asked to discuss particular cue 
groups whose needs are difficult or impossible to meet within the curre 
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service structure. Service providers were unanimous in nominating children 
with apparently intractable conduct and behaviour disorders as being the most 
difficult group. Some of the difficulties can be summarised as follows: 

Conduct disordered children 

Conduct disordered children come from chaotic, socially deprived and 
apparently rejecting, uninvolved families. Their behaviour is aggressive, 
violent and assaultive. Families and residential care units are unable to cope 
with their behaviour. To date, these children have been admitted to residential 
child psychiatric units for assessment and stabilisation. As a discipline, child 
psychiatry believes it has only a limited role to play in dealing with this group 
of children and the situation has been fraught with conflict for all disciplines 
concerned with each child. Just as they have been impossible to contain in their 
own family or residential care unit, so too have these children presented 
challenges to the psychiatric units with which they are generally unable to 
cope. Treatment in child psychiatry is often predicated upon the involvement 
of all the family, especially the parents. This is impossible to implement in 
families where, as we have seen above, chaos reigns. In addition, staff in child 
psychiatric units, who see their primary care group as being neurotic or 
psychotic or depressed children, appear to resent the intrusion of behaviourally 
disturbed children. They point out that the case mix which results is impossible 
to treat and that the needs of the conduct disordered group cannot be met in 
their milieu. Difficulties also exist at time of discharge; readiness for discharge 
is often hotly contested by the child's social worker and until now there has 
been a scarcity of places to which these children can go on discharge and their 
need for residential care may be counted in years, rather than months. 

Planning and the ongoing development of two units to care for these children 
are described elsewhere in this report and their opening will certainly help to 
ease some of the difficulties described above. In the event that these units aie 
unable to cope with the demand for placements which may emerge, and in 
cases of social emergencies requiring rapid assessment discussed above, there 
can be no doubt that greater dialogue, co-operation and liaison between those 
providing the social work, the residential care and the child psychiatric services 
in the region will be required. 

Sixteen and Seventeen Year Olds 

Although the Child Care Act 1991 raised the age definition of a child to the 
18th birthday, the child psychiatric services are still operating under the 
provisions of the Mental Treatment Act 1945. Although this Act specifies no 
applicable age, the age at which a person may be involuntarily committed 
under that Act is 16 years. The new Mental Health legislation may very likely 
raise this age to 18 years. In certain rare circumstances this may cause 
Problems with some older adolescents who require involuntary committal. At 
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the moment, referrals are not accepted for young people over the age of 16 
years, although children who are already patients of the services will not be 
automatically discharged and passed on to adult services until they are ready. 
The implications of the new Mental Health legislation are still unclear although 
it seems certain that different skills, facilities and resources would be required 
in order to cope with an older age group. 

Autistic children 

The services for autistic children are, in certain respects, quite comprehensive 
given current resource constraints. Special schools provide a range of services 
which include: transport to and from school; individualised education and 
training programmes involving speech, co-ordination, problem solving skills, 
feeding and toilet training and summer projects. 

It is recognised at the same time however, that some parents of autistic children 
find aspects of the service inadequate. The burden of caring for autistic 
children can be overwhelming for parents, especially at weekends and during 
school holidays. In addition children can spend a long time in the bus while 
travelling to and from school. Speech therapy provision is also viewed as 
inadequate. 

There is a need to create a new category in the Department of Education's 
"Special Schools" section to embrace children with childhood autism and those 
children who have a combination of severe language disorders and autistic 
behaviours. 

Abused children 

In 1987 assessment/validation services for victims of abuse were established in 
Crumlin and Temple Street Hospitals involving consultant psychiatrists and 
multidisciplinary teams. 

Psychiatrists from the three services have formal appointments to Our Lady s 
Hospital, Crumlin, Children's Hospital, Temple Street and Harcourt Street 
Hospital, as appropriate, in line with their catchment area deployment. 

The Eastern Health Board service does not retain sexually abused children for 
treatment within its service. The Director points out that the most successfu 
work done in this field is through the form of group work. Most single clinics 
or health centres do not have enough same-type cases to form a group. It l 

considered more appropriate that they are treated in a centralised servic 
following assessment. Funding has been made available to St Louise's Unit i 
Crumlin children's hospital to provide such a treatment service. This expand 
service is discussed in Chapter 10. 
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Outreach services 

Services reviewed stressed the way in which current pressures on the time of 
staff limit the amount of outreach and support work which their services can 
provide. Each service provides support to one residential facility. The St John 
of God service established this in response to noticing high numbers of 
referrals from one particular group home. This service will be audited to 
determine if this support service results in a decreased number of referrals from 
that source. As well as a particular relationship with one group home, the 
Eastern Health Board service is routinely available to residential care staff if a 
child is a patient of the service. 

Client satisfaction and facilities 

Service providers were asked to rate the quality of facilities in their clinics with 
regard to comfort, privacy and space for play etc. The facilities at Kill and 
Wicklow are considered to be in need of improvement. The Eastern Health 
Board service is seeking a premises for group play therapy for some groups of 
small children which is planned. The St John of God service pointed out that 
provision of physical facilities to a high standard is an important part of the 
ethos of their service. 

Similarly, the St John of God service has specified an ethos of partnership and 
communication with patients as part of its mission statement and quality 
manual. A client satisfaction leaflet which requests feedback from clients as to 
their experience of the service may be initiated as part of a research project and 
its findings implemented. They point out that computerisation will greatly help 
obtain and process feedback from clients. 

The Mater Child and Family Centre in Ballymun has introduced a system for 
obtaining client feedback in their clinic. 
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Chapter 12 

CHILDREN IN CARE 

Introduction 

The range of care options available in the region include residential care, foster 
care, Carers, Emergency Carers, short-term hostels, emergency 
accommodation, Shared Rearing, Supported Lodgings. The main care 
provisions - residential and foster care - are reviewed in the following pages. 
The proposed new special Care Units are also described. Other care options 
such as the new Supported Lodgings scheme and emergency accommodation 
are discussed elsewhere in this report. 

A recurring theme presented to this review has been the difficulty which is 
constantly experienced in placing children. Although it is the policy of the 
Board to retain children within their own families if at all possible, 
circumstances exist where this is not compatible with the safety and welfare of 
the child. In these instances, the child must be admitted to care. Statistics 
quoted throughout this review show that factors which place children at risk are 
not diminishing. Referrals of children suspected of being abused are growing. 
Referrals to the Out of Hours service are also growing. Therefore, the demand 
on placement provision is great. 

Care services to meet these needs must be organised strategically. Some of the 
care provisions outlined in these pages are extremely expensive. Over-
provision of care placements is wasteful of resources while under-provision 
does not meet the needs of children. Therefore, provision must be carefully 
matched to meet the demands. The Board is currently planning to restructure 
the way in which different Areas can access residential care placements in each 
sector of the region. Social workers have also been appointed to develop 
fostering in each Area and new initiatives are beginning for children with 
special acute needs. 

In order to give direction and impetus to these developments, and to provide 
the management information which the factors outlined above demand, this 
review recommends that a Task Force be established to determine the care 
needs of the region for the next five to seven years. The work of the Task 
Force should be strictly time limited (approximately 1 year to 18 months). The 
membership of the Task Force should include skills in operational research, 
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statistics, demography and social policy as well as representatives of social 
work and care agencies. 

Foster Care 

The numbers of children in foster care in the region and their placements can 
be seen in the following table: 

Each Area team has designated social workers who have responsibility for 
recruiting, assessing, training and supporting foster parents in their local area. 
This work is supported by the Fostering Resource Group which provides 
training as requested by Area teams. This includes parenting courses for foster 
parents and In Touch with Children courses for both foster parents and area 
teams. Training may include assessment of applicants who wish to foster. 

Assessment 

When applications are received, an initial group meeting is held of prospective 
foster parents, after which a comprehensive assessment is undertaken by the 
fostering worker. Applications for adoption and long-term fostering, 
containing the recommendation of the person who made the assessment, are 
then put before the Board's Placement Committee which is composed of a 
designated officer nominated by the Programme Manager, representatives of 
social work managers and area social workers. This Committee makes 
recommendations to the Programme Manager regarding the suitability of 
applicants. This process is regarded as providing the necessary detached 
scrutiny which the procedure requires to ensure the safety and well being of the 
children being placed. 
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Table 33: Numbers of children in foster care in 
1993-1994 showing types of placement 

EHB region 

Placement Type 1993 1994 
Long Term 542 547 
Short Term 215 271 
Day Foster Care 75 73 
Holiday/Weekend 26 30 
Section 61 
(with relatives) 

37 52 

Total 895 973 



Reviews 

Reviews of children in foster care are carried out on a regular basis usually 
once a year. These reviews include the following: the foster parents, foster 
child if appropriate, the social workers for both the child and the foster parents 
and the social work manager. Increasingly the birth parents are involved in the 
reviews. 

Aftercare 

Preparation for after care is variable. On occasions it has proved to be 
successful, at other times the placement has been disrupted before it can be put 
in place. In these instances, contact is maintained with the young person and 
the foster family if they wish. 

There is a need for practical assistance and information in preparation for 
aftercare. This includes information about budgeting, accommodation and 
relationships, along with practical help with the purchase of basic 
requirements. As has been addressed elsewhere in this report, there is scope for 
further initiatives in aftercare. 

Partnership with parents and children 

Although it can be difficult at times, working with both natural and foster 
parents is a key part of the fostering work. Birth parents are involved as far as 
possible in making plans for their children and they attend reviews. Goals are 
set as part of placement plans and reviews clarify rights and responsibilities 
and negotiate these when necessary. As part of this process, feedback is 
obtained from all parties concerned. It is noted that facilities for meeting 
families could be improved. 

Recruitment of foster parents 

Of the applications processed in 1994, 83 were approved and two were refused. 
For the Shared Rearing Project, and for the Carers and Emergency Carers 
Projects, 7 applicants were accepted and one was refused. Recruitment during 
the past five years is shown in the following table where it can be seen that 
applications in 1994, while recovering from a slump in 1993, have gained only 
seven applications on 1992. 
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Table 34: Fostering Applications in EHB Region 1990 - 1994 

:•••'' Y e a r Number received 
1994 177 
1993 165 
1992 170 
1991 141 
1990 129 

Recruitment is not keeping pace with the demands for foster placements and it 
is estimated that 100-150 children are in need of long term foster placements. 
The numbers of children in short term foster care have grown from 215 in 1993 
to 271 in 1994. This growth may be explained by the almost static numbers of 
applicants for long-term fostering; it may be proving impossible to move 
children on from short term placements. 

It is clear that steps must be taken to increase the numbers of foster families. 
Some points should be borne in mind. 

Coakley and Gallagher point out in their book Politics in the Republic of 
Ireland that married women's participation in the labour market has increased 
"dramatically" in the decade from 1981-1991 and accounted for 40% of the 
female labour force from 1987-1992. The average rate of female labour force 
participation among OECD countries was 60% in 1991. Although the numbers 
in Ireland are not so high, the trend is certainly towards greater female 
participation in the labour force. Urban areas of Ireland, especially Dublin, 
will undoubtedly be to the forefront of such modernisation trends. There are 
profound implications in this trend for the availability of married women 
willing to foster children and this has been the experience in other countries. 

The rate of payment for fostering is unattractive given the difficulties which 
some foster children present and the time demands placed on foster families 
regarding co-operation with access visits, attendance at reviews etc. Some of 
the children coming into care in the 1990s have backgrounds which include 
great neglect and abuse. Their needs are not easy to meet. In addition, the 
greater involvement with birth parents which is required today is also felt to be 
an additional strain. 

Furthermore, fostering workers combine the roles of recruitment, assessment 
and support of foster parents. This has been found to be ineffective in other 
countries: very different skills are required for each role and it is unlikely or 
very unusual that they will be found to the required degree in one individual. 
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There have been some suggestions made that a national campaign, in 
conjunction with the Irish Foster Care Association and possibly all health 
boards in the country should be undertaken. It seems possible that local 
recruitment initiatives which are constantly undertaken could be reinforced by 
such a campaign. 

In the meantime, however, it seems clear that research into the above issues, 
including best practice abroad should be undertaken. 

During 1994, an additional Social Worker was appointed to each of the 10 
Community Care Areas with specific responsibility for developing fostering 
and recruiting carer families. It is considered that an area based approach 
offers the best prospect of increasing the number of foster parents in line with 
the number of children awaiting placement in foster care. 

Adoption 

The trend towards smaller numbers of babies being placed for adoption 
continued in 1994. In that year 11 babies were taken onto the adoption list; 2 
mothers withdrew their babies and so 9 were finally placed for adoption. 

During 1994, 199 applications for adoption were received: of these two 
couples had their applications refused; 26 couples were approved for Irish 
adoption; 31 were approved for inter-country adoption and there were 9 
renewals of declarations for inter-country adoption. Some couples are on the 
waiting list for assessment for inter-country adoption and there is also a waiting 
list of people who were placed through St Louise's Adoption Society and who 
wish to trace their birth families. 

Residential Care 

In anticipation of Section 61 of the Child Care Act 1991, which requires the 
registration of children's homes, the Board is currently reviewing the quality, 
adequacy and standards of residential care services in the region. The 
following is based upon interviews with residential care managers which were 
carried out also as part of that process. 

A census of children in residential care on the night of 1st of November 1994 
was taken. The results of the census are summarised hereunder. 
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[Table 35: Census of children in residential care in Eastern Health Board 
region as at .141.94 

Complement Number in 
residence on the 
night of 1.11.94 

Number usually in 
residence, but not 
staying overnight 

on 1.11.94 

Total in 
residence on 

1.11.94 

342 259 
(100 Female 

159 Male) 

36 
(15 Female 
21 Male) 

295 

Overview 

Children's residential centres are funded in the main by the Health Board. 
Religious organisations and voluntary organisations continue to contribute a 
small amount to units they have founded. This money is often used to fund 
training and college fees and fees for consultants that might not have been 
included in the original budget. Few managers of residential care centres had 
any complaints with the level of funding. However several did mention the 
need for a training budget. Administrative staff from the Board visit each 
centre at least once a year and hold a budget meeting with the centres 
secretary, accountant and the director or manager and occasionally with 
representatives of the Boards of Management. 

Relationships between managers and staff of the Eastern Health Board are 
good. Managers felt the Eastern Health Board staff had a good understanding 
of the work that they were doing and the difficulties that they encountered and 
felt that the administrative staff were genuinely interested and supportive. A 
significant number of managers however had disagreements with officials and 
social work staff of the Eastern Health Board over the suitability of particular 
children whom the Board wished to place in a centre. Units rarely had 
accommodation for more than 10 children with a number accepting up to either 
6 or 8 children. Some centres were not filled to capacity as can be seen from 
the figures collected on the census of children in care. 

A number of units have drawn up a description of the services they provide. 
This is usually completed by the board of management and the Director wi 
some staff involvement. Several managers felt their plans were out of date an 
hope to look at this again. Formal needs assessment has rarely been carried ou 
by the centres, and was restricted to two organisations with considerably 
resources at their disposal. It involved review and evaluation by a profession 
and following this up with meetings with the Eastern Health Board start 
clarify agency needs. All units had great difficulty in meeting the needs c 
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children whose behaviour was described as violent. One manager suggested 
that if these children could be separated from the others and dealt with for a 
short time on an individual basis with staff from the original unit looking after 
them they then could be re integrated into the original placement. There is a 
definite tension for managers between the needs of individual children and the 
overall welfare of the group of children. One manager mentioned particular 
difficulties in dealing with children who either fail to return or frequently 
abscond because the other children in the group would often imitate such 
behaviour. Managers felt that training for staff in dealing with difficult 
behaviour can help up to a point. The need for specific services for children 
with behavioural difficulties and particularly for adolescent boys was 
mentioned. Four managers mentioned scheduling direct work with children as 
a consideration they made in drawing up the rota. Many managers noted the 
frustration of not having time for enough direct work with children. One centre 
takes a very proactive role in direct work with parents as part of its philosophy. 
At the centre parents are invited to reviews and case conferences and staff from 
the centre carry out home visits as part of their work. Many other centres 
however are involved in a lot of direct contact with parents usually as part of 
access agreements. 

Staffing 

Managers employ mostly full time child care staff. Part-time workers are often 
filling in for care staff who are attending college on a part-time basis. While 
there is a drive towards having double cover at all times in many units this is 
not always the case. Where centres have a manager who is not on the staff 
rota, it was sometimes considered adequate to have one member of staff on 
during the day while children were at school. A small number of centres felt 
that they were unable to provide double cover at night and were employing 
part-time staff to provide a second person at night. 

Covering holiday periods and sick leave presented a problem for several units 
and it was in this area that staffing was perceived inadequate. Many managers 
however felt that extra staff would enable key-workers from the care staff to 
spend individual time with children who had been assigned to them. At present 
if a key-worker wants to work with an individual child, it means the other 
Person on duty is left with up to 7 children and in some cases 9 children. 
Centres which did not have double cover at night felt that this limited the type 
of admissions that they could accept to their unit. For example they would not 
accept children with difficulties regarding sexual boundaries. 

Admission and discharge policy 

While almost all centres have a waiting list for admission many of the same 
children are on waiting lists in a number of different units. Throughout the 
year children's centres received applications and enquiries from social workers 
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which they tend to accumulate and when a vacancy arises this list is referred 
to. Several centres had admissions committees consisting of a combination of 
the director and manager and on occasion all the care staff. Social work 
managers are members of the management committees of almost all residential 
care units. Occasionally they are involved in decisions to admit children. 
Most centres offer a service to a particular age group. The sex of the child may 
be a factor. Short lists of children for consideration are drawn up and care staff 
are often involved in the final decision to admit a child. In some centres a 
number of children are selected for possible admission and they are 
subsequently interviewed often with their social worker. Most centres would 
say that the needs of the child are paramount in a decision to offer a place but 
of equal importance are the needs of the overall group in residence. Practical 
issues also arise such as vacancy maybe in the girls room. Priority is also often 
given to a sibling. Managers have developed relationships with individual 
social workers and teams over the years and several stated that previous good 
working relationships can influence an admission where all other things are 
equal. Most discharges of children from units are planned. The system is 
often that a review is held and plans are made at the review with the social 
worker and the child and the centre for the transition either to independent 
living, to return home or to aftercare. Many centres are offering a considerable 
after care service up to and including arranging accommodation and outreach 
visiting. 

A significant number of children however are discharged from units in an 
unplanned way or else repeatedly fail to return. Emergency discharges almost 
inevitably take place around issues of challenging behaviour on the part of the 
child and managers would say that the overall welfare of the group has to take 
priority. Assaults on staff were not an everyday occurrence but are too 
frequent. One manager remarked that an experienced member of her staff had 
been afraid to come to work while a particular child was in the unit and that 
because sanctions had proved ineffective the children in the unit felt extremely 
powerful. In these situations the social worker is informed either in advance or 
after the event. Children can be discharged home or to bed and breakfast or to 
the social worker's office or the out of hours service. In this situation children 
are rarely discharged to a satisfactory alternative. It is extremely hard to place 
them further because of their accompanying history of difficulty. Events such 
as this are extremely traumatic for all concerned and can be very damaging for 
working relationships. 

Care issues 

All children in care at this stage have a Health Board social worker assigned to 
them and indeed most centres will not admit a child unless they are 
accompanied by a Community Care social worker. 
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The living conditions of children in residential care are generally good. The 
only exceptions were in centres where plans were made to re-locate in the near 
future. The influence of the Health Safety and Welfare at Work Act is easily 
seen. Most centres are actively pursuing safety statements and identifying 
short comings in this area. 

The operation of a key-worker system is wide-spread. Children are often 
allocated key-workers from the child care staff as part of the admission 
process. Occasionally key-workers have only administrative responsibilities 
for a child such as ensuring a child receives an adequate share of the clothing 
budget. In most cases it is the key-worker who will have a special relationship 
with the child. They are an advocate for the child. They are the one to buy 
birthday presents and choose Christmas presents and take the child shopping 
for clothes. They undertake individual work with the child such as a life story 
book. The key-worker is often responsible for presenting information on the 
child's progress at reviews. Several centres have written statements describing 
the role of a key-worker. Several managers mentioned the dilemma that while 
a key-worker had a special relationship with a child they were also responsible 
for the welfare of all the children in the group at a particular time. A few 
managers felt that this was a draw back with the key-worker system. As part of 
the admission process plans for the child are usually agreed with the child's 
social worker and family. These plans relate to access by the child's family and 
other visitors, arranging the child's education and making an agreement about 
the regularity of social work contact. The majority of children are reviewed 
annually. The review usually consists of a team leader and social worker and 
the manager of the centre and some of the care staff. Occasionally centres 
have a view that parents and child should always participate. If the placement 
is running into difficulties reviews can be held much more frequently. A 
significant number of children however are not reviewed annually. 

Protection from abuse 

Care staff and managers of children's centres are extremely aware of the 
necessity to keep children in their care safe from abuse. They have identified 
the following measures as helping this process: good recruitment practices 
including following up references verbally and garda clearance. It is felt that 
having two staff on at a time provides security both for the children and for the 
staff and preference is often expressed for a male and female worker working 
the same shift. Weekly children's meetings are held in many centres as a forum 
for children to express their own concerns in the presence of the manger and 
other staff. A number of centres had a high staff turnover but an equal number 
had the same staff for many years. The impact of the problems in ,and closure 
of Madonna house had contributed significantly to the low morale among staff 
expressed by managers. Several managers expressed sadness about the caution 
and formality in the procedures which they have to adopt in working with 
children now for their own and the children's protection. 
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The care needs of children 

Few children, it was felt could be returned to their natural families; the 
exception being those who were in short-term care. A number of children 
within the 5 to 10 age group would be suitable for foster care if it was 
available. The fact that a significant number of children are in residential care 
because their fostering placement broke down in traumatic circumstances 
makes some managers question the wisdom of risking the emotional stability of 
a child again by pursuing another foster placement. The most successful after 
care is perceived to be that which is a development from the children's own 
unit rather than referring children out to a service they are not familiar with. A 
number of managers are already actively providing an after care service for 
children in their care and when asked what they would do with extra staffing 
commented that they would develop this service further. Several organisations 
provide a separate unit for young people who are moving towards independent 
living. This works well as young people are already familiar with the service. 
Young adults frequently return to the centres where they grew up for many 
years after officially leaving. Several centres described plans to give children 
admitted to their care a booklet on admission with explicit information about 
what to do if they were uncomfortable with any staff or visitors or wish to 
make a complaint. In most centres restrictions were placed upon visitors 
access to most of the building. All units kept individual files on the children in 
their care. 

Recreational facilities varied greatly depending on the function of the centre. 
They included extensive games rooms with snooker, tables, board games, table 
tennis tables and a variety of computers. The size of the garden or grounds 
usually dictated the amount of play space available but several centres had their 
own football pitches and adventure playgrounds. Recreational facilities in the 
community are availed of whenever possible although some managers made the 
point that as far as possible they like children to stay in during the winter 
months and consequently make the facilities in the centre as attractive as 
possible. Children in care are involved with the scouts, martial arts, football 
clubs, occasionally drama and art activities. Many children are involved with 
their local library and also in school activities and activities around the local 
churches. Recreational activity is usually planned around the facilities 
available and the needs and interests of a particular child. 

Sanctions widely in use are grounding, restriction of television programmes, 
reducing pocket money, postponing an outing or postponing buying an item o 
clothing, children often perform extra chores as a sanction. Time out was also 
used fairly frequently, not for extensive periods. If a child is completely 
unresponsive to sanctions it can result in the child being discharged. Man) 
units have a special incident sheet and an entry would be made separately tro 
the ordinary daily records. It would often be signed by both staff on duty. 
After such an incident the manager of the centre is informed as scon 
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possible and the events are usually discussed at the staff meeting. The social 
worker is contacted as soon as possible. 

The new awareness of safety standards has led to extensive improvements in 
fire safety in many centres, these improvements are often a condition of 
adequate insurance cover for children's residential centres. Frequency of fire 
drills is uneven. 

Involvement of parents 

With few exceptions the contact between parents and their children in care is 
limited to telephone calls, visits to see their children and occasional attendance 
at a review. While managers make every effort to welcome parents to the 
child's place of residence by inviting them to have tea, to birthday parties and 
other celebrations, the needs of the larger group of children take priority. 
However, most centres can afford parents and children some privacy usually in 
the sitting room. Other managers commented that they did not want separate 
access facilities and would prefer that parents then took their children out to 
facilities such as the local shopping centre and that such arrangements were 
more relaxed for everyone concerned. 

Interdisciplinary and inter-agency co-operation 

Access to such facilities as a resource centre and neighbourhood youth project 
for children in care is almost non-existent. Access to special schools depends 
on the location of the centre and when it is not available may lead to a child 
being excluded from consideration for admission to centres. A significant 
number of managers commented on the difficulty of placing children in any 
school. Individuals within the child guidance services came in for considerable 
praise in their responsiveness to individual situations. However, generally 
access to child guidance service is described as being very difficult. The 
system of waiting lists is not helpful for managers who have a specific problem 
at a specific time which is sometimes threatening the integrity of the group of 
children. Child guidance centres generally prefer to do their own assessment 
rather than offer advice on specific problems. Occasionally children are seen 
by inexperienced staff in child guidance clinics and there is a view that staff in 
child guidance clinics change too frequently (i.e. Registrars) to be of benefit to 
many children. The accessibility and quality of the service was not thought to 
be totally satisfactory. 

While the quality of relationships between child care staff and social workers is 
generally thought to be fairly good by managers, it is very uneven. Managers 
often sympathised with the heavy case loads they perceive social workers as 
having. They would like social workers to visit fortnightly and if this is not 
Possible to keep in contact fortnightly. Managers felt a particular need for 
suPport from social workers in times of emergency. 
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Unplanned or emergency discharges from units places severe strain on 
relationships between social workers and child care staff. The social worker's 
role is perceived to be extremely important in the success of a child's 
placement and for reasons which may be beyond social worker's control, 
mangers would like a more even service for the children in their care. 

As so few children under 5 are in residential care, the contact between public 
health nurses and child care staff is minimal. The contact with general 
practitioners is as required by the health of an individual child. All centres had 
their own GP. Several centres used a male and female GP at the request of the 
children in residence. Managers were largely unaware that it is the policy of 
the Eastern Health Board to carry out a medical examination on children who 
are received into care. In fact several managers carried out a second medical 
on children shortly after they arrived. The managers would welcome 
clarification over this issue. In many units key-workers or managers are in 
constant contact with teachers. Children in care have the same access to dental 
care as those in the community. 

Increasingly Gardai are being called into homes to deal with individual 
difficulties. One manager described the frequency as ten times in the past 3 
years. Gardai are usually in contact when sanctions have failed. Children are 
often cautioned by the Juvenile Liaison Officer but prosecution is rare. 

Managers vary greatly in the quantity and quality of the records they feel 
obliged to keep. All centres keep individual files on children in their care and 
all centres have a written system for keeping track of appointment for children. 
In addition a daily record is often kept and used at shift-changes to transfer 
information. Several centres keep extensive daily records on individual 
children which are then summarised and placed in the child's file. Few centres 
give children access to their files. Records are rarely destroyed. Managers 
keep records for long periods, in two centres for over one hundred years. This 
is mainly to be able to provide information to adults who grew up in care and 
more recently because of fears of prosecution. Several managers were under 
the impression that the law required records to be kept for seven years. 
Managers would welcome an agency policy on records from the Health Board. 

Training 

The majority of staff employed in children's residential units have a 
professional qualification in child care such as the national Diploma in Social 
Care. Managers and care staff in most of the residential centres for children 
and young people are in agreement on the benefits of a high level of staff with 
a child care qualification. These benefits would include a basic understanding 
of child development and the possibility of a more objective appraisal of 
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working practices. This drive for trained staff is reflected in organisations by 
policies such as the employment of trainees and payment of college fees. 

The debate about the benefits or otherwise of employing professionals from 
different backgrounds continues with the advantages of having different skill 
mixes being generally agreed upon. Backgrounds in social work, social 
science and psychology appear frequently in the qualifications of staff. Many 
care staff, qualified or not, are actively pursing qualifications in counselling 
skills. While the balance has tipped towards most staff being qualified a 
number in most centres remain unqualified. It would be fair to say that while 
managers prefer to select qualified staff this is tempered by such considerations 
as the age and life experience of care workers and overwhelmingly by the 
knowledge of the particular importance of personal qualities rendering staff 
suitable for working with children. 

Few managers in Residential Centres had a specific training budget. They 
were in agreement that such a budget is necessary and would enable them to 
have an effective training plan. Training had been available to most care staff 
during the previous year. Staff availed of courses run by outside agencies, the 
topics of managing challenging behaviour was particularly highlighted. Care 
staff are selected for training either by interest or rotation. Managers of 
residential centres for children see ongoing training, as well as being valuable 
for its own sake, as providing one means of support for care staff who can be 
working in stressful situations. Several managers commented that it was 
usually more economic to hold training courses in the centre for all staff rather 
than to send one individual to a training course. Many children's centres 
employ staff consultants. In some centres the consultant would be available to 
provide training for specific sessions on issues such as managing challenging 
behaviour. Other centres employ staff consultants on an ongoing basis to help 
clarify policies. Managers of residential centres frequendy spoke of their own 
needs for further training in areas such as conflict management, financial 
management and book-keeping. A number of managers of children's centres 
are pursuing management training and masters programmes in management. 
There was a general view that staff attending training outside of the 
organisation were expected to share their knowledge with the rest of the staff 
group. 

Liaison with third level colleges 

Students are offered placements in most centres. They are usually attending 
the child care course in Cathal Brugha Street and no more than 2 would be 
taken on at a time. A number of centres financially support care staff to attend 
college to acquire professional child care qualifications. While few centres had 
an official induction programme for new staff members, new staff are given 
weekly supervision and arrangements are made to ensure they work with more 
experienced staff on the rota. Work related stress appears to be a common 
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feature of working in residential centres at the moment. One centre hoped to 
use a consultant psychologist to support staff through this. 

Supervision of staff ranges from fortnightly to three times a year. There is also 
a view that as people are working so closely, supervision is available 
constantly. Weekly staff meetings where each child is discussed individually 
also provide a level of supervision. Several managers and care staff had 
attended courses for supervision of students rather than specifically on the 
supervision of care staff. A small number of managers themselves received 
direct supervision either from a consultant or from the director of their 
services. 

Staffing and Administration 

Permanent vacancies in children's centres are either filled by advertising in the 
national press or inviting applicants who have previously sent in curriculum 
vitae for interview. Personal references are obtained in writing and also 
confirmed by the manager verbally. Medicals are rarely completed. The new 
recommendations regarding police references for staff working in children's 
centres were welcomed. The interview boards for permanent staff usually 
consisted of the manager of the centre and an official of the Health Board and a 
member of the board of management of the particular children's centre and 
occasionally the appropriate house parent. Temporary staff are recruited either 
through personal contacts or from un-solicited curriculum vitae. A number of 
centres have a panel of relief staff which they draw upon. References for 
temporary staff are usually verbal. If the applicant had been a student in the 
children's centre or had worked in another part of the same service reference 
are not always taken up. 

Pay is considered to be fairly low and riddled with anomalies. Managers are 
on various pay scales depending on their organisation. Frequently managers of 
children's centres earn less than child care staff if they are not involved in 
overnight premium payments. Office accommodation is fairly inadequate in 
many children's centres and frequently doubles as the second staff bedroom. 
However managers are conscious that too many offices or staff bedrooms 
detract from a homely atmosphere. 

While some organisations had a panel of relief staff to cover sick leave, and 
holidays, this causes serious problems on the rota for many managers. Many 
managers appeared to be filling in for staff shortages too frequently given the 
demands of their own work. 

Administrative work is usually undertaken by the managers of the centres. The 
key-workers however are involved in keeping detailed records, files, presenting 
key-worker reports at reviews and completing the daily reports. 
Responsibilities for taking children to appointments such as the Child and 
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Family Centre are usually carried out by the child care staff in centres. There 
can be role confusion in this area between child care workers in the centres and 
social workers. 

Weekly staff meetings are the norm with all staff rostered to attend. 

Conclusion 

Draft guidelines for good practice in residential care have been issued by the 
Department of Health and responses to these have been invited. The Board 
will of course participate in this process and recommend that relevant voluntary 
agencies in the region also respond. 

There are many challenges facing all staff working in residential care at the 
moment. Finding the balance between the need to create an environment in 
which children can flourish and yet have sufficient procedures in place to 
ensure adequate protection is one of them. Effective handling of challenging 
behaviour is another. The further development of the residential sector to meet 
the needs of children requiring care is essential. 

Special Care Group Homes 

There are a number of children who have tested the coping capacity and limits 
of a series of foster homes and group homes to the point where they are then 
unacceptable to any of such settings. These children are continuously, angrily, 
rebellious. Their plight stems from a variety of circumstances. Some come 
from family backgrounds which have rejected them emotionally, or even 
physically excluded them. Others are temperamentally difficult children with 
whom families can no longer cope. They will often have spent an assessment 
period in a child psychiatric residential unit wherein it will have become clear 
that they are not psychiatrically ill but, because of unalterable family 
circumstances, will need (and can profit from) carefully supervised and 
sensitively limiting group home care over a period of years. They tend to be of 
average intelligence, though many, for obvious reasons, have failed to progress 
academically. Just as they have truanted continuously from school, they 
abscond from home placements and work out their anger and resentment on 
both staff and furniture. 

The Board intends to establish special care units to meet the needs of this 
group of young people. One of these will cater for adolescents while the other 
will admit younger children. This latter unit is described below: 

94 



The objective of this unit is to intervene with this younger age (8-12) group 
and provide a continuity of care which is noticeably absent in the histories of 
the older care group - mid teens upwards - who are currently presenting in the 
courts. 

Philosophy: 

The experience is that, receiving such children into a special caring unit at this 
age (8 -12 years) and showing resolute commitment to continuing acceptance 
of the, despite their initially and seemingly endless challenging and testing 
behaviour, they relax and achieve contentment in the sensitively limiting 
supervision which they gradually come to perceive as genuine concern for their 
well-being. 

For such a setting to work effectively it has to have a small number of children, 
and a determination never to discharge; though the short term use (7-10 days) 
of a "crisis unit" can be availed of. It should be able to avail of regular 
counselling from its local child psychiatric service, and should, like any family 
in the community, accept that one or other of its children may profit from 
medication from time to time. The atmosphere of this special group has to 
combine good nature, humorous, sensitive concern for each individual child 
with an overall firm behaviour modification programme wherein children come 
to realise that the degree of personal freedom they achieve is dependent on the 
level of inner disciplines or personal controls that they can learn to exhibit. 
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I Table 36: Children in residential care by age, sex and Community Care Area (Census 1.11.94) J 
I Area 1 I 2 3 4 5 6 7 8 9 10 Others Total I 

A g e F I M . F J M F M I F M F M F M F M F M F M F M F M 

1 2 1 1 

3 0 

4 1 1 

5 2 1 1 1 2 7 

6 2 1 2 2 1 1 9 

7 3 1 1 1 1 3 10 

8 1 1 1 1 2 2 9 

9 1 3 5 1 1 11 

10 1 2 2 5 3 2 4 1 21 

11 1 1 2 1 2 3 1 3 4 1 19 

12 1 1 1 1 3 6 1 3 1 1 I 1 22 

13 1 1 1 1 2 3 4 3 2 3 1 1 1 24 

14 1 2 1 1 2 3 3 1 3 1 2 6 3 3 2 35 

15 2 2 3 1 2 5 4 1 4 2 28 

16 2 1 1 3 2 1 2 1 1 3 2 4 3 1 1 1 1 2 32 

17 2 3 1 1 3 3 2 2 1 4 3 1 2 1 2 1 31 
18 1 1 2 1 1 2 3 1 3 1 16 
19 1 1 1 2 1 1 1 1 9 
20 1 3 1 1 1 1 8 
21 1 1 

7 10 4 12 12 4 13 22 24 3 
7 

12 24 30 41 3 8 3 3 2 14 3 7 

17 1 6 16 3 5 61 36 71 11 6 16 10 295 
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Chapter 13 

THE OUT OF HOURS SERVICE 

Background 

The Out of Hours service was established by the Board in March 1992 as a response 
to concerns about the problem of young people who were out of home in Dublin. 
This service is the only one of its kind in the country. Concern for the young people 
centred on the fear that, once on the streets, they faced dangers to their physical 
health and emotional well being, a lack of physical security, and were also 
vulnerable to the dangers of drug misuse, crime, exploitation and prostitution. The 
new service was to provide an emergency out-of-hours social work service for 
homeless adolescents. Its purpose is to respond to the needs of young people in a 
crisis situation when other services are closed. A further objective is to prevent 
young people becoming "encultured" in street life, a process which, many feel, can 
occur in as brief a time as three weeks. A special social work team had previously 
been set up in 1987 targeted at homeless young people. This was a day service only 
(Monday - Friday) and 5 social workers was deployed mainly to assist area social 
work teams. The objective of the overall service is to provide a dedicated social 
work service to young persons undergoing family and other difficulties which would 
prevent young people becoming enmeshed in the precarious life on the streets, adrift 
from the security of links with families, communities, schools and other services. 
The ability to secure the return home of the young person or placement in safe 
accommodation in appropriate circumstances is an important element in the 
effective operation of such a service. 

Organisation and description of the service 

Three additional social workers were recruited to provide the Out of Hours service. 
A three shift rota is employed with one social worker on duty per shift. 88 hours are 
covered each week: 8.00 p.m. to 6.00 a.m. on each of the seven days and 9.00 a.m. 
to 5.00 p.m. on Saturdays, Sundays and public holidays. 

Referrals to the service are made by the Garda Siochana who communicate with the 
service through the ambulance control centre. Interviewing of young people by the 
duty social worker takes place in Garda Stations. Interviews may also be necessary 
with parents or family members requiring travel to the locality of residence of the 
young person. The Out of Hours duty social worker is contactable on a mobile 
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telephone. At the end of each shift, details of each case which occurs during the 
night are faxed to the Area from which the young person comes for immediate 
attention. When the Out of Hours service was commenced, two additional beds 
were provided in the CSSC Hostel in Eccles Street for boys and two additional beds 
were provided in Sherrard House for girls. These beds were for the exclusive use of 
the Out of Hours service for emergency use each night and weekend. A log is 
maintained giving outline details of each case referred to the team during the hours 
of duty. 

Referrals to the Out of Hours Service 

The numbers of referrals the service continues to grow. Referrals during 1994, 
totalled 1,554 and the breakdown of these appears in the following table: 

Table 37: Referrals to Out of Hours Service snowing age and 
gender: 1994 

Age Male Female Total No 
Under 12 134 

12-16 533 382 915 
16-18 180 272 452 

Over 18 53 
Total 

' ! ,,, . 
713 654 1,554 

The number of referrals, when contrasted with 1993 which totalled 679, shows an 
increase of 129%. Much of the increase is as a result of the inclusion of 16 and 17 
year olds in the service. The staffing implications of this volume of referrals needs 
to be examined in the light of both volume and fluctuation in referrals which is 
discussed below. In any event, the demand which this volume of referrals places on 
the service should not be underestimated. Providing initial accommodation or 
advice and follow up care to 1,554 referrals is a formidable task. It should be 
pointed out however that the same individuals may be repeatedly referred to the 
service. 

On 162 occasions children were returned to their own kinship and family network, 
but alternative accommodation had to be arranged on 946 occasions. Other 
outcomes included the provision of advice and information and also the refusal 123 
occasions of young people to engage with the social workers. It is possible that 
given greater staffing, more young people could return to their own network, as this 
element of the work is more demanding of time than referral to emergency 
accommodation. 
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Emergency Accommodation 

Given sufficient availability of emergency accommodation, the system of allocation 
is adequate. After assessment by the social worker, if it is not possible to reunite the 
young person with his/her family or to return him/her to care, an overnight bed is 
allocated in either Eccles Street hostel or in Sherrard House. The young person is 
discharged from there before noon the following day to the day project (described 
later in this report) where the young person is cared for. Contact is also made with 
the young person by the area team social worker. 

However, the fluctuation in referrals makes the provision of adequate hostel places 
at all times extremely difficult. For example, in the month of February 1994, 55 
referrals were received by the service. This is in contrast with 197 referrals received 
in November of the same year. Even if the number of referrals are spread evenly 
over the month (an unlikely event, given the nature of the service), current provision 
of emergency beds gives an under-capacity in November of 77 beds and an over
capacity in February of 57. Having emergency beds on standby is an extremely 
expensive resource - staff must be employed on waking shift through the night etc. 
Thus, the present system during the month of February detracted resources from 
other, equally pressing needs of the day service. However it was inadequate to meet 
the needs of the out of hours service during the month of November. It is this factor 
which seems to be the major contributor to the placing of 301 referrals in bed and 
breakfast accommodation for the full year 1994. For these young people, the Board 
has initiated special day support services and improved care arrangements. These 
are described below where homeless and out of home young people are discussed. 

The problem of the fluctuations in the number of referrals has been engaging 
considerable management attention and various strategies have been employed to 
cope with the unpredictable demand. These include the emergency carer scheme, 
supported lodgings, bed and breakfast with the backing of the day project. These 
are in addition to use of the 4 designated emergency plans available each night 
together with the negotiation of a return to the family home or that of a relative. 

Further strategies to be explored as part of an ongoing management review include 
the negotiation of greater flexibility with a number of designated hostels. The Task 
Force on Clare Placement Needs should also address this issue. 

Source of referrals 

As has been pointed out repeatedly in this report, greatest demand on most services 
occurs for children from Areas 4, 5, 6 and 7 and this is reflected once more when 
the home districts of young people referred to the Out of Hours service is examined. 
This is shown in the following table: 
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Table 38 : Origin of Referrals to the Out of Hours Service: 1994 
. , , . . ] 

CCA 6 7 4 5 fM 3 10 8 2 9 CCA 6 7 4 5 fM 3 2 9 CCA 6 7 4 5 fM 3 2 9 

Nos. 328 282 217 149 145 81 75 71 55 15 

The impact on the work of area teams to which these young people are referred on 
the day following their involvement with the service should be noted. It should also 
be noted that 77 referrals were from outside the region and came from other parts of 
Ireland (40), Northern Ireland (7) and from the U.K. (37). 

Training 

All those involved in providing a social work service need to be involved in an on
going, comprehensive training programme. More especially however, the demands 
of crisis intervention require that the need for particular skills is heightened. These 
include the skills of assessment, decision making, problem solving and negotiation 
along with a solid understanding of child protection issues. Training is a very high 
priority for emergency duty teams abroad. In Liverpool, for example, each worker 
on the team is rostered for training for two days every four months. In Strathclyde, 
the team is given specific in-service training and at the time of this review a number 
of staff were undertaking a 60 day intensive university-based training course in child 
protection. Such training is viewed as important not only because of the crisis 
nature of the work but is also seen as a way of increasing liaison between the day 
and night service and reducing the isolation of the latter. 

Security: 

In order to ensure the safety of the staff of the Out of Hours service, young people 
are interviewed in garda stations, as was stated earlier. In addition, if they feel it is 
necessary, a range of security measures and options exists for team members when 
they propose to undertake a home visit: 

• Notification to Ambulance Control 
• Notification to gardai in station where interview took place 
• Notification to local gardai in client's area 
• Taxi driver waiting outside client's home while family interview takes place 
• Garda escort to client's area 
• Gardai waiting at discreet distance from client's home 
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Some services abroad request training from the police for their emergency duty team 
in disengagement techniques, street safety etc. This should be undertaken here. 
Few services abroad have face-to-face contact with clients in their offices at night. 

The role of the gardai 

Professionals working with young people express some reservations about the use of 
Garda stations for interviewing and first contact. Young people in trouble, it is felt, 
may be wary of contact with gardai when their previous contacts may have resulted 
in arrests or court appearances. In addition, it is felt that many of the young people 
requiring the Out of Hours service may come from communities which traditionally 
express hostility and mistrust towards the gardai. Such concerns must be balanced 
against the need for the security of both staff and young people themselves. Staff 
must feel safe in the operation of the service and it is crucial that they do not 
encounter hitherto unknown individuals in less than secure settings. Also, young 
people experiencing a crisis of whatever dimension may need to feel that they are in 
a secure environment where boundaries and limits will be set to their behaviour 
while solutions are found to their difficulties. 

Some improvements could be made in the liasion between Area teams and the Out 
of Hours service. In addition, experience elsewhere also highlights the need for the 
night service to have access to at least minimal information regarding cases which 
may present out of hours. Therefore Out of Hours teams abroad have "first level" 
access to computerised case records and to at-risk registers. As records here are not 
yet computerised, and as registers have not been implemented formally, such 
information is not available to social workers in Dublin. However, the introduction 
of computerised social work records in the near future will make this possible. 

Referrals to the Out of Hours Service of children in care 

In a study of 679 cases referred to the Out of Hours service during 1993, 131 
referrals came because of care breakdowns. These are young people who were 
already in care and whose referral to the service represented a breakdown 
(temporary or otherwise) in the care placement. When these figures are examined 
however, of these 131 referrals, only 66 young people are represented. It is 
recognised that children in care present a great challenge to their care staff who may 
need external support in helping them cope with any crisis which might emerge with 
young people in care. The numbers of referrals from the care sector to the Out of 
Hours service is indicative of the difficulties which are experienced by that sector. 
Although this was perhaps an unintended use of the Out of Hours service at its 
inception, such support is vital in order to provide a continuum of care and a 
cohesive service. It is hoped that this support from the Out of Hours service would 
therefore continue. 
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The client group 

Until now the Out of Hours Service has been restricted to children over the age of 
12. As such it can be more correctly seen as a crisis intervention service for 
adolescents rather than solely as an accommodation service. However such crises 
are not only experienced by adolescents. Other young children can experience 
difficulties of even greater dimensions. Concern is expressed that the service is 
exclusive to adolescents, an age group which could be seen as far less vulnerable 
than babies and small children. When these babies and small children experience a 
crisis outside of office hours and, for example, require to be admitted to care, there 
is no provision in place in the region to undertake this work and to provide this 
service. Of the 1135 children admitted into care in the Eastern Health Board area in 
one year only 112 were in the age group currently serviced by the Out of Hours 
service. The vast majority -1023 - fell outside the target age group. Naturally, only 
a proportion of these will have been taken into care out of hours. However, despite 
the fact that children under 12 years are outside the current remit of the Out of 
Hours service, 104 of this group was referred to the service (15% of the total). 
These figures show that the service is not available to the age group which has most 
need. 

This review therefore recommends that the Out of Hours Service be expanded to 
address the needs of all children which require to be addressed out of hours. It is 
vital that adequate care placements be available to meet the demands of this new 
expanded service and the day service. Projections for this need should be addressed 
by the Task Force on Care Placements, the establishment of which is recommended 
elsewhere in this report. This review also recommends that a manager be appointed 
to the expanded crisis intervention service. Among the responsibilities of this 
manager should be to ensure adequate liaison between the crisis intervention service 
and the day service. The other staffing needs of this service should also be carefully 
examined and addressed accordingly. 
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Chapter 14 

HOMELESS AND OUT OF HOME YOUNG PEOPLE 

A working definition of homelessness which is generally accepted by those working 
in the field is that a young person is homeless if: 

• Sleeping rough permanently or intermittently 
• Not living with a parent or guardian and unable to cope on their own 
• In temporary hostel or child care accommodation because of lack of a suitable 

permanent home 
• In emergency accommodation 
• Drifting frequently from one form of accommodation to another 

These definitions are further discussed below. 

The nature of the problem of homelessness renders it notoriously difficult to 
accurately assess the numbers of young people involved. This is not to say that 
attempts must not be made to understand the scale of the problem in order to address 
it adequately and to allocate resources accordingly. In the past, two studies were 
carried out in the Eastern Health Board region in order to begin to quantify the scale 
of the issue. The first such study took place in 1987 and was undertaken by the 
Eastern Health Board social work group for the homeless: A Report on 
Homelessness among Young People in Dublin. This was done in response to reports 
from voluntary organisations that the extent of youth homelessness according to the 
above definitions was increasing and to help in the deployment of social workers 
who had been recruited specially to work with this group. This study found 406 
cases of homelessness during a three month period from 15.1.87 - 15.4.87. The 
research was confined to the eight Dublin community care areas. While the number 
found was substantial, only one in ten of this group was sleeping rough or squatting 
at the point when contact was made. The male/female ratio was 64:36 and the 
group was fairly evenly spread across Community Care Areas 3, 4, 5, 6, 7 and 8. 
There was a lower incidence in Areas 1 and 2. Fourteen percent of the group came 
from outside the Dublin area. A number of specific sub-areas were found to have 
the greatest concentration of homeless young people viz.:-

103 



North inner city (CCA 7) 19 
Tallaght (CCA 4) 18 
South inner city (CCA 3) 16 
Ballymun (CCA 7) 14 
Ballyfermot (CCA 5) 9 

In attempting to translate this data into an estimate of the demand for an emergency 
homeless service, the study showed an analysis of 308 cases as shown in the table 
below: 

TABLE 39: Number (and %) by degree of homelessness: Report on 
homelessness among young people in Dublin: 1987 

Category Male Female Total 

Once off 15 (7.4%) 9 (8.6%) 24 (7.8%) 

Intermittent 124(61.1%) 57 (54.3%) 181 (58.8%) 

| Permanent 64(31.5%) 39(37.1%) 103 (33.4%) 

A young person was recorded as intermittently homeless when it was reported that 
she/he was periodically homeless at some time during the study, and/or prior to the 
period studied. Typically, these people are out of home now-and-again and some 
sleep rough. Those in the permanently homeless category accounted for one third of 
the valid cases. Some of this number were young persons in hostels and residential 
care whom sources considered homeless and so were included in the above 
definition. According to the authors of the 1987 study: 

"Services to deal adequately with the different types of homelessness would 
need to respond to crises of homelessness and to work at the preventative 
level. The once-off and intermittently homeless group are the target in order 
to prevent them progressing to the state of permanent homelessness. Street 
living is a behaviour pattern that, once established, is extremely difficult to 
change even with the availability of night shelters." 

A later analysis carried out in the region is Notification of Younp People OuLOf 
Home to the Eastern Health Board: January - June 1994. This is a census of young 
people who are out of home which is made by both the voluntary sector and the 
Board and it is carried out bi-annually. This report is also an attempt by the Board 
and the voluntary sector to arrive at agreed official numbers of young people who 
are out of home. All agencies involved in the area notify to the census cases which 
are known to them. During the first half of 1994,180 young people were notified as 
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being newly out of home. In addition, 78 were already known to the service giving a 
total of 258 young people out of home in the region during that half year period. 

Table 40: Numbers of out of home and homeless 
young people notified to Out of Home Report: 
Jan-June 1993 and Jan-June 1994 

1993 280 
1994 258 

This represents a decrease of 22 young people for the same period in 1993. Figures 
for July - December 1994 are not yet to hand. 

Some young people came to the attention of services as being out of home more 
than once during the period of the study and in the report this is termed as 
"episodes". 151 young people had one episode and 51 had two; the number with 
four or more episodes is 29. Thus it can be seen that the number of young people 
with multiple episodes, who could be seen as becoming entrenched, is relatively 
small at 29 compared to the number whose situation appears to be resolved after one 
or two episodes. Of 413 episodes, 152 were of less than one week's duration and 
102 episodes lasted between one week and one month. Remembering that numbers 
of episodes is greater than the number of young people, there were 146 episodes 
where the young people involved had either no accommodation or were sleeping 
rough or were squatting. 

In order to assess the adequacy of services for these young people in the region, 
attention should be paid to the discussion below which calls for clarification of the 
Board's responsibilities towards young people out of home. 

Defining homelessness: The need for clarification 

Another aspect of the definition of homelessness which must be addressed is the 
cause of the young person being out of home. In the 1994 study quoted above, 
young people are classified as being either "unwilling" to return home or to care, 
while another classification is "unable" to return home or to care. 

One of the most significant findings in the census is the number of young people 
who have left home or care and who are unwilling to return. These are shown in the 
following table: 
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Table 41: Episodes* of Young People either unwilling or unable to 
return home or to care : Jan-June 1994 

* Number of episodes is greater than the number of young people 

Left home - unwilling to return 201 
Left care - unwilling to return 59 
Total unwilling to return 260 
Left home - unable to return 99 
Left care - unable to return 32 
Total unable to return 131 

Section 5 of the Child Care Act 1991 states: 

"Where it appears to a health board that a child in its area is homeless, the 
boards shall enquire into the child's circumstances, and if the board is 
satisfied that there is no accommodation available to him which he can 
reasonably occupy, then, unless the child is received into the care of the 
board under the provisions of this Act, the board shall take such steps as are 
reasonable to make available suitable accommodation for him". (Emphasis 
added.) 

A strict interpretation of Section 5 of the Act would suggest that, of the 391 episodes 
discussed above, 260 (66.5%) represented situations where the Board has no clear 
statutory obligation regarding provision of accommodation. It can be presumed that 
many of the young people who are unwilling (but not unable) to return home could, 
in fact, reasonably return home or to their care placement. This leaves 131 (33.5%) 
episodes which may be more correctly viewed as episodes of homelessness and the 
clear responsibility of the Board. Certainly, the remaining 260 episodes are a cause 
for concern but, for the purposes of implementing the Act and allocating resources, 
they may be termed out of home, rather than homeless. The way in which the data 
is currently collected does not allow the identification of the numbers of young 
people involved in each of these categories. It is recommended that this is done in 
future reports. 

This review is aware of the criticism which such an interpretation of the statistics 
may attract. In the UK the "intentional homelessness" clause of (Section 60 of the 
1989 Housing Act) has been viewed by many as harsh and the Act caused concern 
when it was introduced. The provisions regarding there being no accommodation 
available to him "that he can reasonably occupy" in the Child Care Act 1991 has not 
been rigorously applied to date by the Board. Nevertheless, the Board operates with 
limited resources. These resources, if allocated without discrimination to all young 
people who are out of home, and in cases where the Board has not a clear statutory 
responsibility, would divert these resources from areas where the Board must meet 
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other pressing obligations. The Board must also consider Section 5 of the Act in 
conjunction with Section 3. This latter section obliges the Board to promote the 
welfare of children who are not receiving adequate care and attention. The way in 
which Section 3 of the Act affects the interpretation of Section 5 must therefore be 
analysed. The Board must clarify if its responsibility to all young people who are 
out of home is infinite or if it has the latitude to apply Section 5 more rigorously. If 
the latter is to be the case, agreed guidelines should be drawn up under which 
practitioners must make a professional assessment as to whether the young person 
has available to him accommodation that he can reasonably occupy. Furthermore, 
the caution used and the professional level at which this assessment is made, should 
be such that there is high confidence in the results. Only a provisional categorisation 
should be made at the time of the first contact with the young person. The final 
decision regarding the category should only be decided when the professional 
involved in the case has had time to adequately analyse all the variables involved in 
the case. In choosing to enforce this section in this way, the Board may decide that 
it still has a moral responsibility in this area. Such a responsibility may be 
discharged by directing funding towards voluntary agencies who are willing to 
provide a youth work service for unattached young people. The entire matter should 
also be constantly reviewed in the light of experience. 

Whatever the outcome of this decision-making process, it is recommended that 
future Out of Home reports continue to categorise the two groups separately 
throughout. In either case, it is recognised that the raising of the limit of childhood 
to 18 years is problematic for the service and probably contributes to the number of 
young people who refuse to return home. 

The other question regarding the statistics in the Out of Home report is with regard 
to the use of "cases" and "episodes". "Cases" refers to individual young people, 
while "episodes" refers to the number of times each case presents to an agency. 
Much of the report concentrates on episodes when reporting outcomes, 
accommodation offered, duration of homelessness etc. While an understanding of 
the volume of episodes is important, the Board also requires the same information 
on a case basis. It is recommended therefore that future such reports contain such 
classification - perhaps by using a "case note" method of collection of data. This 
will help evaluate such things as outcomes on a case-by-case basis rather than by 
episode. 

Finally, this review is conscious that capital cities attract unattached young people 
from other areas. These young people, although undoubtedly represented in the Out 
of Home report are not separately categorised. Social change factors indicate that 
this number may continue to grow; resource allocation should therefore take account 
of these extra numbers with which the region, and Dublin in particular must cope. 

The causal factors involved in young people being out of home or homeless are 
many and are often inter-related. Whether homeless or out of home, three strands of 
experience which are precipitating factors can be seen as follows: 
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• Young people with acute family difficulties; 
• Young people with psychiatric/personality disorders; 
• Young people who have been in care. 

All of these young people are represented among the clients of the Out of Hours 
service, and among the homeless and out of home. Indeed, the background of some 
young people may place them in all three categories. It is important however, that 
they are discussed separately as the development of constructs in understanding the 
problem is useful since both prevention and intervention for each group will differ. 
In addition, knowledge of these groups is vital in understanding the component 
groups encompassed by figures on homelessness. Young people from families 
which experience difficulties in relationships and which can be dysfunctional and 
chaotic: The first group of young people come from families which experience 
episodes of crisis which impact on their children. In a follow-up study of 50 young 
people who were clients of the Out of Hours service, the difficulties which they 
continue to experience give some indication of the dysfunctional family settings 
from which they come. This study selected 50 cases at random from the total client 
group of the Out of Hours service and tracked their current status through their 
community care teams. The study showed that 54% of this group still experience 
family difficulties. 

It can be presumed that the majority of young people who present to the Out of 
Hours service come from deprived families with high unemployment rates. It is a 
measure of the severity of their family problems however that finance and 
employment were mentioned as problems by very few young people in the follow-
up study. This is indicative of the complexity and disturbance of their family life 
which are most likely the triggers to their initial contact with the service. While a 
third of the group in the follow- up study is still living at home, this is not to say that 
this is a satisfactory solution to their problems, given the extent of the family 
problems reported by them. Some of this group, however, most likely belongs to the 
category of young people whom the Out of Hours service succeeded in re-uniting 
with their family. While experiencing difficulties, there can be a level of cohesion 
and strengths within the family which can be called upon in emergencies. Although 
difficult, they can be seen to be amenable to generic social work/community care 
intervention and their children may present only once to the Out of Hours service. 
Many of these young people may therefore be seen as having episodes of being 
unwilling to return home and may be occasionally out of home. Other families can 
be more seriously dysfunctional and living within them can pose threats to the safe 
development of the young person. Furthermore, parents who are unable to cope with 
the demands of raising children may expel the child from the house. In such 
situations, the young person will be unable to return home and is homeless. 

The follow-up study of clients of the Out of Hours service showed that 35% have 
problems with personal relationships and almost 30% have emotional/ psychiatric 
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problems. Also of cause for concern is the number with problems relating to drug/ 
alcohol misuse. This group is less amenable to a generic social work intervention 
and either cannot or will not agree to living within a family or alternative care 
setting. At the same time however, their capacity for independent living is limited. 
Studies of adult homelessness have shown that, when other factors such as poverty 
and deprivation are controlled, two additional features are almost always involved in 
rendering individuals homeless: psychiatric illness and alcoholism. Nowadays, when 
youth homelessness is being examined, it is likely that a third additional 
consideration - drug abuse - should also be seen as a risk factor. In the past, more 
cohesive communities and families probably succeeded in absorbing this section of 
the population; now, however they are more visible and are presenting more visibly 
to the wider society. 

The Simon Community, in response to the government's Green Paper on Mental 
Health 1992, has argued that there is a close correlation between homelessness and 
psychiatric illness. Having discussed this correlation in adults, the report goes on to 
say: 

"Those who are younger (in their twenties and thirties), suffer from serious 
mental illness but have never spent long periods in psychiatric hospitals. 
They are casualties... and have become homeless because of being 
psychiatrically ill". 

Although this refers to young adults only, it is very possible that the group of 
homeless adolescents which is most resistant to intervention and who find it 
impossible to survive in stable accommodation, is the forerunner to the group 
mentioned above by the Simon Community. It is noted that Amsterdam's Mobile 
Crisis Team which provides an out of hours service for homeless families and young 
people, has very strong links with the psychiatric service. Indeed, the Mobile Crisis 
Team contains within it a youth psychiatric team and a special education team. 

Given this knowledge, it is unlikely that professionals who do not have special 
skills, not only with adolescents, but also in psychiatry, mental handicap and 
addiction, will be successful. In addition, without these skills, professionals will 
resist working with this group because of the frustration and stress that will be 
experienced. Without such intervention, the outlook for this group of young people 
is bleak. The Simon Community concludes: 

"The Community's own experience of working with long-term homeless 
people shows that, given decent housing and the appropriate level of support 
and care, vulnerable people with many health, addiction and personality 
problems can live a full, satisfying life with a measure of independence and 
autonomy". 
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This review is conscious that the expertise in psychiatry which is contained in 
Special Hospitals Programme may not be readily available to those in Community 
Care because of the structure of the Board. It is hoped that this will be addressed. 

Of 258 young people notified to the Out of Home Report, 118 are described as 
having previously been in care. This represents 28% of the total group. The 
majority of these had been in residential care. As the number of children in care in 
the region is only .3% of the general child population, it can be seen that children 
with a care history are disproportionately represented in the homeless group. 
Residential care breakdown begins to rise for boys at age 14 and for girls at 15, 
peaking for each at age 18 and 17 respectively. This finding is consistent with 
studies conducted elsewhere. A study of single homeless adults in England found 
that 13% of respondents of all ages had been in care at some stage in their lives (UK 
Department of the Environment 1981). A review of 1,000 young people in Glasgow 
by the District Council's Homeless Persons' Unit showed that 13% of all applicants 
had come straight from care (Shelter, Scotland, 1984). (Focus on Homelessness: A 
New Look at Housing Policy.) Indeed if the Dublin figures are accurate, the 
prospects for children leaving care here are even less hopeful than in the U.K. Focus 
on Homelessness goes on to remark: 

"..young people who have been in care have little or no experience of being 
in control of events in their lives. Admission to care has been sudden and 
traumatic. They have little understanding of events or involvement in the 
plans that are made for them. They are then expected to live independently, 
manage a home, secure employment or live with unemployment." 

The lack of control which young people in care can exert on their lives is certainly 
worthy of note as is addressed above. Far more injurious to their prospects is the 
severance of their links with their family and community. Traditional residential 
care settings located children at great distances from their families, and few if any 
attempts were made to keep them in touch. A child in care for example, may never 
experience eating a meal with parent/s and brothers or sisters. Compounding this 
problem are the difficulties faced by children whose care placement breaks down -
often on more than one occasion. In these instances, the child's sense of dis
connectedness is acute. Small wonder then, that when they are discharged from care, 
they have difficulty in re-adjusting to family life and may be, quite literally, without 
roots. Without roots, their chances of homelessness are very high indeed. 

Initiatives such as Claidhe Mor Family Resource Centre and the Homemaker service 
are to be welcomed as a way of preventing children from being placed in care. 
Other preventive options also exist: family casework and referral to the Community 
Mothers Programme, day nurseries etc. When care is unavoidable however, the 
innovative work of centres such as Royal Oak shows that planning, flexibility, 
creativity and a commitment to the family can be successful in maintaining a child's 
family links. Finally, preparation for aftercare is an essential part of child care work: 
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"... every residential home ...should have an aftercare agent who should co
ordinate the work of paving the way for a child's release... before a child is 
discharged from residential care, it must be ensured suitable 
accommodation". (The Kennedy Report 1969) 

The Board is developing a range of aftercare initiatives in conjunction with 
voluntary organisations. One such project is described elsewhere in this report. 

Accommodation and support needs of young homeless 

Earlier it was pointed out that some adjustment should be made to the way in which 
data is collected on out of home young people in order to determine precise 
accommodation needs. Provision of such accommodation may be in the form of 
semi-independent units (some of which should be attached to residential care 
centres); Supported Lodgings; hostels; foster families etc. It must be recognised 
however, that for many young people accommodation problems are merely a 
symptom of even greater difficulties. To remedy their accommodation needs only 
begins to address the situation. It is in the spheres of counselling, psychiatry, social 
work, income support, education and training that optimal approaches may be found 
for this particular group. Some of these are within the remit of the Board to address. 

Numbers of young people placed in bed and breakfast are declining. 

Table 42; Numbers of young people in bed and breakfast 
accommodation in May, August and December 1994 

May 44 
August 43 

December 31 

Detailed daily data on these children began to be centrally collected and monitored 
in October 1994. 

The reasons for the referrals vary and are important to understand. The Out of 
Hours service experienced an unprecedented and unpredicted rise in the numbers of 
referrals to its service during 1994. This placed a strain on the emergency hostels' 
provision and caused some reliance on bed and breakfast accommodation. These 
difficulties have been addressed earlier in the discussion on the Out of Hours service 
^d recommendations were made there to address the issue. Analysis of the 
numbers of children in bed and breakfast accommodation for the month of 
December 1994 is as follows: 
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Table 43: Numbers of young people in bed and breakfast accommodation in 
December 1994 showing length of stay 

1-9 nights 10-19 nights 20-29 nights 30-31 nights Total 

16 8 3 4 . —. 
31 

It can be seen that the category 1-9 nights contain the highest number of children -
indicating that for most, bed and breakfast accommodation is a very short term 
emergency arrangement which is put in place while alternative provision is made. 

Attention should be drawn to the small number of children (7) who remained in bed 
and breakfast for over 3 weeks. Analysis of these cases shows a variation in the 
reasons for their placement in bed and breakfast accommodation. 

Some of these seven young people have been excluded from other, more preferable 
accommodation such as child care centres, because of behaviour such as carrying 
out repeated assaults. The difficulty in finding suitable alternative accommodation 
for this small number is acknowledged. Another small number, although from the 
Eastern Health Board region, do not usually live in Dublin city but wish to do so. 
They have been encouraged to return to their home area where provision is being 
made for them. Another small number have care needs which their social workers 
are trying to address. 

It is acknowledged that bed and breakfast is not satisfactory accommodation for 
young people. As outlined above, the situation is constantly under review and 
active measures taken to address the issue. Recommendations regarding a Task 
Force on Care Placements are made elsewhere in this report. In the meantime, the 
Board has initiated provisions to both support young people who are in bed and 
breakfast and to reduce and eventually eliminate reliance on this form of 
accommodation: a Day Project and Supported Lodgings. These are described 
below: 

Day Project, Lefroy House, Eden Quay 

The day project, opened on 18th August 1994. The service is open Monday, 
Tuesday, Thursday and Friday from 12.30 - 7.30 p.m. and on Wednesday from 
12.30 - 3.30 p.m. It has been available to young people aged 12-18 years who are 
either: 
• sleeping rough, 
• placed in emergency beds, 
• placed in bed and breakfast accommodation. 
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All the young people must be referred by an Eastern Health Board social worker. 

The service which is staffed by child care workers and a social worker provides 
meals, shower and laundry facilities and the support and involvement of 
professionals. 

An analysis of the referrals for the period 7th September 1994 to 4th October 1994 
shows the following information: 

20 referrals were received, which were from the following Community Care Areas: 

Community Care Area 4 2 
Community Care Area 5 2 
Community Care Area 6 6 
Community Care Area 7 6 
Community Care Area 8 2 
Community Care Area 10 2 

Including earlier referrals, there were twenty five clients for the service in 
September 1994. Ten were males and fifteen were females. 

The age spread of the young people attending the project is shown in following 
table: 

It is interesting to note the positive changes in accommodation for some of the 
young people since their involvement in the project: 
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Table 44: Age of young people attending Day 
Project 7.9.94- 4.10.94 

14 years 15 years 16 years 17 years 

6 5 5 9 
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Table 45: Changes in accommodation of young 
people attending Day Project 7.9.94 - 4.10.94 

Accommodation Number 
B&B to supported lodgings 
Private hostel to supported lodgings 
Foster care to hostel 
Foster care to home 
B&B to hostel 
Homeless to hostel 8 
Homeless to B&B 1 
No change 4 

1 No information available 7 

A number of gaps have been identified along with other issues of concern regarding 
the current service provision. 

The service needs to extend its opening hours so that it is available to young people 
from the time they leave their B&B or emergency bed and until the Out of Hours 
service commences at 8 p.m. (i.e. 11-8 p.m.). The service also needs to be open 
seven days a week. Young people have fewer support systems at weekends as the 
mainstream social work service is not available. 

Secondly, there is a need for a comprehensive day care service for all young people 
who are experiencing a temporary crisis. This would involve extending the service 
to those experiencing placement breakdown or family crisis, who are unoccupied 
during the day. In particular, the service needs to cater for those who have left care. 
Research here and elsewhere clearly shows that this latter group are particularly 
vulnerable and the available after-care supports for these young people vary 
considerably. 

To date the centre has operated a flexible open service. The young people have 
experienced a warm, safe, comfortable centre and access is immediate and relatively 
easy (with the necessary controls and limitations). A wider range of activities, in 
particular, outings out of the city, would be desirable. Individual and group 
counselling is also required. 

It is proposed that the service should be extended as outlined above. Ongoing 
discussions are taking place in this regard. 
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Supported Lodgings 

The provision of Supported Lodgings for young people who are out of home was 
introduced during 1994. Strict criteria apply to the inclusion of a family as 
providers of Supported Lodgings. The home is expected to provide good quality, 
high standard board and lodgings and social workers who scrutinise applicants must 
satisfy themselves as to the standard of food and accommodation which will be 
offered. It must also be ensured that the young person will have a bedroom of his or 
her own. Household members must be interviewed so that the social worker is 
satisfied as to their suitability and applicants must have an understanding of, and 
tolerance for adolescents. Two character references are obtained and a Garda check 
is undertaken on applicants. The social worker must be satisfied that the applicant 
can provide a friendly and pressure-free environment for the young person. A report 
which satisfies all these conditions must be submitted to the social work manager for 
approval in advance of placement. It is also a condition that only young people 
placed by the Board's social workers are accommodated in the house. Such 
placements should be short term/emergency. Supported lodgings is not considered 
to be suitable for long term use by an individual. 

Young people who "Failed to Avail" of the Out of Hours service: 

Attention should be drawn to the number of young people assigned to the "failed to 
avail" category in the annual report from the first year of the Out of Hours service 
and 123 referrals are in this category. This is almost equal to the number reconciled 
with their immediate family by the social workers. It appears there is a number of 
young people who have no desire whatsoever for a social work service and that 
when the option of an emergency bed is placed before them, they prefer to "fade 
into the night". It seems that these young people would prefer cash, or a more 
casual solution to their problem than engagement with the service and the difficulty 
in working with this group is acknowledged. Nonetheless, they do give cause for 
concern as they represent a group which is slipping through the net of services 
which are available and who may be at risk of homelessness. At the same time, as 
was pointed out earlier, realism regarding the setting of objectives for work with 
some adolescents must always apply. 

Supplementary welfare allowance and the role of Community Welfare Officers, 
the team of social workers for the homeless and community care teams 

Both supplementary welfare payments to the young homeless, and the role of the 
social work team for the homeless, are addressed together in this section because of 
the interlinked nature of each service. 

In response to the 1987 Report on Homelessness Among Young People in Dublin, a 
team of social workers was appointed by the Board to work with young people who 
were homeless. The purpose of this team was to provide both a centralised and a 
local, community based service. This latter aim was to be achieved by deploying 
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the team in the community care areas which were experiencing the highest level of 
homelessness among young people. To provide the centralised element to the 
service, the social workers were also allocated to Charles Street Homeless Persons' 
Unit, each social worker being on duty there for one afternoon a week. This unit in 
Charles Street provides supplementary welfare payments to the homeless: single 
adults, families and adolescents. 

Supplementary Welfare Payments 

The system in Charles Street is administered by Community Welfare Officers and 
differing levels of payment are in operation depending on the age and circumstances 
of the young person in question. In a limited number of cases, if a young person is 
nearing 18th birthday and has acute needs, full supplementary welfare allowance of 
£55.60 per week may be paid, in addition to bed and breakfast costs. Otherwise, all 
those under 18 years are paid £35 per week in addition to direct payment of 
accommodation cost of bed and breakfast. On the young person's first visit, unless 
there is extreme need, the young person will receive only a limited payment of 
approximately £5 in order to allow time for verification of circumstances. 

On the first visit to the Unit, a member of the social work team sees each young 
person under 18. It is the social worker, rather than the community welfare officer 
who assesses need in such cases, who arranges accommodation, and who makes 
recommendation as to payment of the allowance. On the first visit, the young 
person is seen very promptly and the waiting time is less than one hour. Waiting 
time for payment is usually longer on subsequent visits. Also on subsequent visits, 
community welfare officers require a weekly mandate from the area social worker in 
order to pay both the allowance and bed and breakfast charges. Girls are now paid 
their allowance during the morning session, along with women and families who are 
homeless while boys are paid in the afternoons, along with homeless single adult 
men. This system arose from difficulties experienced at first when girls and boys 
were paid together. 

It had been hoped that a centralised system for the payment of allowances would not 
only provide for ease of administration, but would also foster a central expertise and 
so develop an integrated service for the homelessness. These early hopes have not 
been realised however. The managers of both the Community Welfare Officers and 
the social workers are unhappy with the system as it currently operates. All agree 
that it is undesirable that young people mix so freely with the adult homeless. 

Alternatives to the current system of payment of supplementary welfare to homeless 
young people have been discussed in the past. One such alternative is to refer each 
young person back to their own local area for payment. The advantages in this latter 
system is that it is consistent with the policy of keeping young people in touch with 
their own area and their own community care team. On the other hand however, the 
centre of payment in this instance might be a considerable distance from the 
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accommodation which has been provided for the young person. The numbers 
involved are not large when divided among the Community Care Areas and it is 
understood that discussions are taking place among community welfare officers to 
explore ways of paying the allowance at local level. In this event community 
welfare officers are concerned to maintain consistent delivery of the service. 

Social work service for homeless young people 

The team of social workers providing service for homeless young people during the 
day has been deployed in the areas of greatest need: one works in each of 
Community Care Areas 3, 4 and 5 while two work in Community Care Area 7. 
Each team member is also rostered for one afternoon a week in the Homeless 
Person's Unit in Charles Street. Their function there is to interview all new cases of 
young people under 18 who present at the Unit for payment and to arrange 
accommodation for them. 

It is generally understood, because of the small numbers of young people involved, 
that what is effectively half a working week for a social worker (or a half-post) is a 
wasted resource when used in this way. It should be noted that this team only sees a 
young person on their first visit to the unit. After this, the social work responsibility 
for that young person is passed back to the local community care team. Because of 
this, and because of the low volume of work in Charles Street for the team of social 
workers, it is recommended that this service be discontinued and that social workers 
revert to full-time work in their own Community Care area. It is recommended also 
that the effect of this on the service available in Charles Street be monitored in the 
light of experience. 

The work of team members while they are in community care areas seems to fall 
into two parts: direct work with young people who are already homeless and 
preventive work for those at risk of becoming homeless. It is difficult to determine 
how much time is allocated to each aspect of the job; in some areas it appears to be 
evenly divided. 

Liaison between social work and Community Welfare Services 

Community Welfare Officers report that liaison could be improved between 
themselves and social workers. They also report that coping with adolescents is 
more time consuming than other groups. For example, in the amount of time in 
which thirty adults could be interviewed by a community welfare officer, only four 
young people can be seen. 

TTie Socio-Economic Context Of Services For Homeless Young People 

The Board provides services for young people within a wider social context where 
economic and social influences play a great part in shaping the lives of clients. 
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Although it is outside the scope of this review, it is impossible to adequately address 
the needs of vulnerable young people without reference to the economic and social 
context in which they and their families live. The Eastern Health Board can directly 
influence only some aspects of their clients' lives, but at the same time other social 
forces are in operation which the Board cannot directly control. It is within this 
context that the Board must work however and the acknowledgement of the wider 
social dimension is important. This section therefore looks at how this wider 
dimension particularly affects families with children. Families which are poor and 
which contain older adolescents will be shown to be particularly vulnerable because 
of poverty, unemployment, inequalities in educational access, drug abuse and crime. 

Poverty 

Clients of the Out of Hours service and homeless young people almost invariably 
come from poor families and live in deprived areas. Many of their families will be 
dependent on income support from the state or will be in low paid employment. The 
Report of the Commission on Social Welfare (1986) addresses the needs of these 
families and adopts as its definition of poverty: 

"Individual, families and groups in the population can be said to be in poverty 
when they lack the resources to obtain the diets, participate in the activities 
and have the living conditions and amenities which are customary, or are at 
least widely encouraged or approved in the societies to which they belong. 
Their resources are so seriously below those commanded by the average 
individual or family that they are, in effect, excluded from ordinary living 
patterns, customs and activities." (p 123) 

According to the Commission, the people at risk of this poverty in Ireland are 
families with children, especially large families. Such families spend more than half 
of their income on food. In one study quoted by the Commission, for 90% of poor 
families it was over two years since they had a holiday; 70% had not taken a day's 
outing in over two years; while for 60%, clothes for a husband or wife had not been 
purchased over the same length of time. If given a present of £50 to spend as they 
wished, most reported that they would buy children's clothes as a first priority, while 
the next most desirable or needed items were adult clothes, food, and payment of 
gas and electricity bills. 

The region contains pockets of acute poverty, particularly in areas of Dublin city. In 
some districts, almost 50% of children in one Community Care Area have a GMS 
card - a reliable indicator of need. 

Furthermore, 99,195 children in the region received clothing and footwear 
allowance in 1994. In some areas, the numbers receiving this allowance were 
almost a third of the child population of those areas. 
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It is in this economic environment that many families bring their children through 
adolescence to adulthood. As young people reach adolescence, and as their 
consumption of food increases and their clothes and other needs become more 
costly, the social welfare payments which their families receive for their 
maintenance remains the same as for a three year old sibling. In other words, the 
child dependant allowance for those on social welfare is £12.80 per week (£14.90 in 
the case of single parent families) for each child, no matter what the age of the child. 
The consequence is that parents with an adolescent family will be at greater risk of 
poverty - and the stresses that this entails - than those with younger children, 
although their income will be the same. 

The Commission examined schemes in countries abroad where there are age-related 
social welfare additions for older children. However, because of the large child 
population in this country and the consequent cost of such a scheme in this country, 
they decided not to recommend age-related child dependant social welfare 
allowances for Ireland. Furthermore, such a scheme would direct funds only to 
families on social welfare while ignoring those on low pay. They did recommend 
however, that Child Benefit should be improved and differentiated according to the 
age of children with higher payments for older children. The Commission's report 
remarks: 

"There is universally accepted evidence that the costs of adolescent children 
are significantly greater than the costs of young children and infants. We 
therefore, recommend the introduction of an age supplement in respect of all 
children aged 12 years or over, or alternatively aged 13 years and over.... We 
regard this supplement as a useful device for targeting expenditure on the 
basis of need without having to resort to means tests." (p 299) 

A further difficulty exists for poor families in relation to Child Benefit. This 
allowance is paid for all children in all families; however the Child Benefit system 
can be seen to be disadvantageous to poor families with older adolescent members. 
Child Benefit ceases at 16 years of age unless the child is in full time education. 
Where the client group of the Out of Hours service and homeless young people in 
general are concerned, it is unlikely that their participation in school will continue 
until their 18th birthday. These young people will be equally unlikely to be 
employed. Therefore, Child Benefit payments to their families cease when they 
become 16. This means that poor families with children in 16-18 group who have 
left school, receive less child support from the state than more advantaged families. 

When the food and clothes costs of this age group are taken into account, in 
conjunction with the other demands on their families as discussed above, it can be 
seen that there is a financial disincentive to these families to maintain their young 
People at home. A family which is already under both economic and social pressure 
may have difficulty in coping with the demands of child rearing. Compounding the 
Problem, if an older adolescent in such a family is seen as recalcitrant for whatever 
reason, the economic strain of maintaining that child in the family home may add 
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the final intolerable burden. Thus, to revert to the definition of poverty used above, 
the family's poverty may be one important factor which propels the young person 
into crisis or homelessness - excluding them from the most basic social participation 
- that of being a member of a family. 

Education 

Traditionally, social mobility, (or the exit-route from poverty) has been through 
education. Participation in education has always been a key factor for those wishing 
to break from the "poverty trap". This participation is not straight-forward however 
for families living in deprived areas. The "cultural currency" of schools - books, 
literacy, numeracy etc. - will not necessarily be the currency of families living in 
poverty. Thus, when their children attend school they can enter a culture which can 
be quite alien. Family systems which support education such as regular homework 
time, bedtime etc. may be a low priority in families which are experiencing the 
pressures of poverty as addressed above. Compounding this, parents who themselves 
had negative experiences of their school days may have difficulty in helping their 
children make the transition to school. 

For their part, schools with scarce resources and large classes may be inadequately 
equipped to cope with children from such backgrounds. Even the textbooks which 
they offer to these children will reflect a middle class life which is divorced from the 
reality of inner-city living. Children who are deemed to be "difficult" and who have 
problems with schools' basic requirements such as sitting still, listening, and with 
little experience in handling books and writing equipment may find that their 
welcome in school is lukewarm. 

When these children pass to secondary schools, these difficulties become more 
acute. A curriculum which includes foreign languages, science, business subjects 
etc. will be even more alien for some young children than primary school subjects. 
As well, a classroom atmosphere which is focused on examinations and a teaching 
profession which is increasingly refusing to tolerate disruptive behaviour, means 
that participation in yet another sphere of ordinary social activity is impossible for a 
small, but significant group of young people. 

Employment and Unemployment: 

Entering employment has traditionally been the way in which a young person 
achieves participation in the mainstream of ordinary adult life. Finally achieving 
economic independence from parents was always a source of great pride. Even 
more, the young worker's contribution to the family income was crucial to a working 
class family. This meant that in the past, working class families which contained 
employed teenagers, experienced what for them was an unusual part of family 
income cycle - relative comfort. Often the work which these young people did was 
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unskilled, manual labour which was often casual. But the pay packet was important 
both to them and their families. The young person was endowed with a status and 
was seen as "paying their way". 

This is no longer the case. Two important changes in the world of work have 
excluded early school leavers from participation - technological change and 
recession. The changed work practice in the Dublin docks is a case in point. 
Entitlement to work on the docks was jealously guarded by many working class 
Dublin families. As described above, their participation in the alien culture of 
school may have been poor but this had almost no implications for their eventual 
economic status. Work was guaranteed and even though it was unskilled, it had 
high status and was very well paid, so much so that this group may be seen as 
almost a "labour aristocracy". Young women in Dublin had even more access to 
work through unskilled factory work. 

Now, technological change has revolutionised work in the docks. Unskilled 
labourers are no longer required as mechanisation has replaced them. Unskilled 
employment in factories for women has similarly disappeared for the same reason 
(and others). Therefore, the traditional entree to work for large sections of the 
population no longer exists. The grandsons and granddaughters of Dublin dockers 
are nowadays likely to be represented in the recipients of Social Welfare Assistance. 
Community Care Area 7, the traditional heartland of the Dublin docks, had the 
greatest total number of recipients of Social Welfare Assistance in the region in 
1993 (885 adults with 2,778 child dependants). 

Unemployment due to both recession and technological change is growing as is 
demonstrated in the following table, taken from Nolan and Farrell, Child Poverty in 
Ireland (1990): 

Table 46: Composition of Households by Labour 
Force Status of Head of Household 1973,1980 and 
1987 

Labour Force 
Status of Head of 
Household 

1973 1980 1987 

Employee 49.2 47.1 38.6 
Unemployed 2.8 3.9 10.3 

Jhus, significant numbers of older adolescents and their families are excluded from 
"ordinary living patterns, customs and activities". This exclusion will precipitate 
these adolescents into being represented in crisis intervention services and among 
homeless young people. 
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Social exclusion caused by unemployment repeats the cycle of children growing up 
in poverty. Nolan and Farrell point out in relation to the above table: 

"The sharp increase in the number of households with an unemployed head 
means that a group (i) facing a relatively very high risk of being in poverty, 
and (ii) with a relatively high proportion containing children, forms a much 
higher proportion of the overall population in 1987". 

Remarking on the rising numbers of children who are growing up in poverty, Child 
Poverty in Ireland is clear that the cause of this rise was due to the sharp rise in the 
percentage of households with an unemployed head. Nolan and Farrell summarise: 

"The increase in the proportion of household heads who were unemployed 
was identified as the most important single factor in bringing about the 
increase in the percentage of households with children falling below the 
relative poverty line". 

Because of the rise in both adult and youth unemployment, some families are now 
entering third generation unemployment with consequent disengagement of their 
young people from "ordinary living patterns customs and activities". The 
consequences for the lives of these young people are profound. 

Drug abuse and crime 

The Eastern Health Board report Developments in Drug Abus /̂HIV/AIDS 
Programmes (Report No 6/1994), estimates that there are over 5,000 injecting drug 
users in Dublin. Based on 1991 figures, the report goes on to show: 

• An estimate of 2003 persons received treatment for drug misuse; 
• Most clients, 95% were between 15 and 39 years; 
• Thirty per cent lived in the inner city; 
• Eight out of ten clients were unemployed; 
• Forty two percent had left school before the official school leaving age of 15, 

women proportionally more so than men. 

A heroin addiction costs in the region of £150 - £200 per day. Most addicts, from 
socio-economic backgrounds described above, cannot afford this addiction without 
resorting to crime, including drug-pushing. The communities in which addicts live 
become unsafe; the problems which parents face in trying to raise children in these 
areas must often seem insuperable. 

Housing policies too play an important role in how communities are affected by 
unemployment and drug abuse. Much criticism has been levelled at policies which 
encouraged what were seen as "successful" families to surrender local authority 
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housing, while families with many social problems were concentrated into particular 
areas. Thus, some areas of Dublin became socially de-stabilised and drug abuse and 
crime prevailed. 

Conclusion 

The Eastern Health Board can work to alleviate the difficulties which these social 
and economic factors and consequent exclusion bring. However, the enormity of the 
task cannot be underestimated nor can we underestimate the personal stress involved 
for those working with these problems or the Board's capacity to effect social 
change. 

123 



Chapter 15 

FAMILY REFUGES 
The Child Care Dimension 

The Board funds four refuges in the region: The Women's Refuge in Rathmines, 
Haven House in Dublin 7, Aoibhneas in Ballymun and the refuge in Bray. 

There is general agreement that there is insufficient refuge accommodation in the 
region. Along with developments in Bray and Ballymun, a refuge is required for 
Kildare and for some of Dublin's larger suburbs. The services in Rathmines and in 
Haven House are directly managed by the Board and the managers of these services 
were interviewed as part of this review with regard to the child care dimension of 
their work. 

Access 

Procedures for access to both services were found to be adequate. Families can self-
refer or may be referred by the Board's Homeless Unit, Community Welfare 
Officers, social workers, hospitals or Gardai. In the Refuge in Rathmines, 
admissions must meet the criteria of the refuge which include experience of 
physical, emotional or sexual abuse. Haven House has a wider remit, and while it 
certainly accepts women and families who have experienced abuse, referrals are also 
accepted for families who are homeless for other reasons such as eviction. A 
decision to refuse to admit may be made if a woman has been barred for previous 
difficulties. Such barring is rare: in one hostel the number averages one per year. 

Admission will also be refused if the hostel is full: pressure on space is more acute 
during Christmas, school holidays or at times such as during the World Cup when 
alcohol consumption, and consequent violence in the home, may increase. 

Care plans 

These are drawn up for each family upon admission and include the allocation to the 
family of a counsellor who is to be their key worker. At this stage, practice in each 
unit diverges because of the length of stay. In Rathmines, the average length of stay 
» approximately 50 days, while in Haven House it is 10 days. This means that a 
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more reflective process is possible in Rathmines and more time is available to help 
the family construct a viable new start in conjunction with their counsellor. This 
approach leads to a small number of re-admissions in Rathmines. It is recommended 
therefore that the length of stay in Haven House should be reconsidered. This 
review is conscious that this will place pressure on the number of families which 
can avail of the service. Nevertheless attention should be paid to the issue in 
conjunction with the mixture of client groups. It is recommended that women with 
children should be given priority in these deliberations. The arrangements for the 
employment of counsellors in Haven House should be examined. 

Discharge 

Given the differences in the length of stay discussed above, the discharge 
procedures are adequate and fair. Occasionally a family may have to be asked to 
leave and this only occurs if there has been an assault on another resident or if there 
is an issue of intravenous drug misuse on the premises. If a family is asked to leave, 
alternative accommodation is always provided. While the necessity to discharge in 
this way is unfortunate, the system is fair. 

Children's Services Within Refuges 

On the day the review visited each service a total of 54 children were in residence; 
on average 13 families are accommodated in each. 

Children's workers who have qualifications in child care are employed to care for 
the children staying in both Rathmines and Haven House. One service also employs 
a Montessori teacher. 

On arrival, children of school going age are enrolled in local schools; in each case 
schools are extremely co-operative regarding these enrolments, loaning school 
books etc. Playgroups operate for smaller children on weekdays. In the evening, the 
childcare workers supervise the homework of older children. 

Families staying in the Refuge are covered by a Medical Card and a doctor is on 
call. In one service, the doctor holds a surgery twice a week and the doctor 
immunises children when necessary. Medical services are also provided for the 
children's mothers; their health is often poor upon admission and smear tests etc. are 
provided. 

Good relationships exist with Public Health Nurses who call regularly to monitor 
the health of the children. 
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Immediate one-to-one counselling is required for some children presenting to the 
refuge. This is not possible to provide because of waiting lists for child guidance 
service. This need should be energetically addressed. 

Children's Recreation 

This aspect is as full as possible given available resources. One hostel has negotiated 
free access to a swimming pool and cinema for residents. Trips are arranged by both 
to places of interest and entertainment where possible although security in availing 
of these may be of concern to some victims of violence. Access to transport could 
be improved. Some budget provision could be made for short holiday breaks, 
certainly in Rathmines where the length of stay might encompass the summer 
months, and in Haven House if the length of stay is altered. 

Social work service 

If there are concerns about the welfare of children upon admission to each unit, the 
Community Care Area to which the family belongs is notified. Some difficulties in 
liaison are noted; the possibility of perhaps a part-time social work post in 
Community Care Areas 3 and 6 where the refuges are located should be considered. 
These posts would serve to provide a social work service for the refuges and would 
link the refuges to mainstream Community Care services as some isolation was 
noted by this review. Should these posts be allocated, the relevant responsibilities 
of the units' counsellors and the social workers should be carefully delineated. 

Client groups 

There are two client groups which are proving difficult for both services at the 
moment. These are women with psychiatric difficulties and women with problems 
of addiction. The problems which they bring to the service can be difficult for staff 
to cope with. It appears that this issue should have a two-pronged approach: 
training for existing staff in addiction work and in psychiatry and employment of 
staff with training and experience in these areas. 

Budgets 

Consideration should be given to the provision of a small petty cash budget to each 
unit. 
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Clothing 

Consideration should also be given to the provision of vouchers for clothing and 
some toiletries, perhaps at a nominal cost, for the families. 

Facilities 

The refuges are warm, clean and comfortable and facilities for families are seen as 
adequate, if at times somewhat cramped. Facilities for staff should be improved by 
the provision of office space. Health and Safety Statements have been drawn up for 
each unit and fire drills are held regularly. 

Staffing 

Staff are employed by the Board and a common, comprehensive induction 
programme is being drawn up. Staff meetings are held regularly, although not all 
staff attend since they are not rostered for meetings: attention should be given to this 
as continuity is important when rosters and shifts are the method of staffing. The 
work can be stressful: staff are supported by their managers through individual 
meetings. If possible, temporary posts should be ratified. 

Staff training 

The training needs of managers should be clarified and addressed. The staff training 
needs include: caring for abused children; play therapy; psychiatric problems; 
addiction; the effects of violence on women and children. Training provision should 
always ensure that issues concerning children are highlighted. 

Training placements are offered to a wide range of disciplines including child care 
workers. Managers are invited as guest lecturers to third level courses. 

Aftercare 

The need for aftercare for families discharged from the units should be highlighted. 
Just as residential care agencies which look after children have come to the 
realisation of the importance of aftercare for that segment of the population, it is 
clear that the same issues and need for aftercare arise also for the families discussed 
in this section. 
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Appendix A 

CHILD CARE ADVISORY COMMITTEE 
EARLY CHILDHOOD SERVICES - RECOMMENDATIONS 

Information 

The Committee has identified lack of information on services and entitlements for parents as 
a cause of major concern. There needs to be greater co-operation between the health 
professionals in the dissemination of information. Information on child care, child 
development, social welfare entitlements, immunisation etc produced by relevant bodies e.g. 
Health Promotion Unit, Eastern Health Board and Department of Social Welfare should be 
disseminated through the maternity hospitals. This would ensure that almost all mothers 
would be reached. 

The public health nurse plays a key role in providing support post-natally, particularly to 
lone parents and the committee believes that the information role of the public health nurse 
should be promoted. Public health nurses could disseminate information on local services 
e.g. family support services, day care, parent and toddler groups, courses, etc. to the 
families they visit. 

The use of the media, including audio/visual material in hospitals and health centres, and 
teletext to communicate information should be considered. 

Information will need to be updated on a regular basis. 

Provision of a Seamless Health/Social Service to Parents of Pre-School Children 

The need for greater co-operation between maternity hospitals and community services from 
the ante-natal through post-natal stages is also identified. The general practitioner and 
public health nurse should be involved at key stages with their common clients of the 
maternity hospital irrespective of the type of service being availed of. 

There should be greater flexibility in service delivery with the service delivered by the most 
appropriate person at different stages. This would be the appropriate health professional or 
the appropriate support worker. For example a mother and baby would receive visits by the 
public health nurse with support visits by community mothers, La Leche League or National 
Childbirth Thrust as required. The frequency of professional and support visits would 
depend on the needs of the individual client 

Services should be planned, flexible and delivered in the most appropriate place to meet the 
needs of clients who may not be available between 9 am - 5 pm. Ante-natal and parent craft 
classes are already held in the evenings in some areas. Pilot schemes could concentrate on 
an appointment system by the public health nurse after the first visit or the provision of 
several types of child health clinic simultaneously so that the mother can maximise her visit 
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to the health centre, e.g. Nurse Advisory and Doctors Referral Clinics together or Nurse 
Advisory and Immunisation Clinics. 

Real partnership between professionals and clients should be developed. This would include 
the use of empowerment models so that client does not become the passive recipient of a 
service which may not be tailored to her/his needs. Consultation of times of services, 
valuing time by offering appointments for home visits and ensuring that the clients values, 
beliefs and strengths become part of the process. 

Health Centres 

The Health Centre should become the focus for services including information, counselling 
and support services to children and their families. Consideration should be given to the 
provision of day care services, groups for mothers, fathers and parents groups, focused 
work with parents and children where there are issues of bonding, attachment and child 
development 

Protocols for handling common concerns in Early Childhood Services 

Consideration should be given to the setting up of a working group of professionals i.e. 
General Practitioners, Area Medical Officers, Superintendent Public Health Nurses, Senior 
Social Workers and representatives of the Early Childhood Service managers to debate 
issues relating to concerns/suspicions regarding the various forms of child abuse. The aim 
of this Working Group would be to encourage greater liaison and understanding of the roles 
of the different professionals and where and how the early child care manager/worker fits 
into the scenario. The outcome of such discussions should provide a better and safer future 
for young children in day-care services through the establishment of links and identification 
of key personnel in each Community Care Area. Finally a Code of Practice for day-care 
workers would be made available for each of the Community Care Areas. 

Parental Involvement in Day Care Services 

It is important for those involved in day-care services i.e. Family Centres, Day Nurseries, 
Play groups, Parent and Toddler Groups, etc to see that parent(s) and child come as a 
package. 

By involving the parent(s) in day-care provision we can, in addition to enhancing parent's 
understanding of child development and sharing practical skills, provide a framework for 
parent's personal development and self-esteem. Parents are enabled to set up a structure of 
informal support at times of crisis (i.e. a child in hospital) or in mini-crisis (i.e. temper 
tantrums). Participation in the service allows parents to spend time in a one to one situation 
with the child and helps to develop a special bond with the child by shared experiences. 
Parental involvement is the key to sustaining gains achieved in early childhood programmes. 
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Community Mothers Programme 

This programme should be expanded to include 12-36 month age group. Pilot schemes to 
allow some community mothers to work as support workers with public health nurses 
dealing with the age span 0 - 3 years should be tried. 

The Public Health Nurses concerned should have in-service education in the philosophy and 
aims of the programme. 

Developing The Health Promoting School 

The impact of unplanned teenage pregnancies, lack of life skills in general and parenting 
skills in particular, on pre-school services cannot be ignored. Greater partnership is needed 
between health and education services to ensure that all schools, 1st and 2nd level, are 
health promoting ones. This requires a new focus in the delivery of the health service input 
to schools. Initiatives have been developed in some areas by health professionals, teachers 
and parents to address identified needs similar to those outlined above. These should be 
encouraged, adequately resourced and monitored. 

Services to teenagers 

It is worth noting that the number of births to teenagers in Ireland has varied little over the 
last twenty years. 

Many myths abound about the causes of teenage pregnancy but very little research has been 
undertaken on the causes or outcome of such pregnancies. What is absolutely clear though 
is that teenage mothers have a higher than average risk of poverty and social deprivation. 
Those who become teenage mothers are more likely to have been economically 
disadvantaged prior to pregnancy. 

In a recent report on teenage parenting it was suggested that "the stresses of parenting alone 
as a young woman on a low income are inadequately recognised by statutory services m 
Ireland. There is virtual absence of family support services such as community child care 
workers, family centres etc. The Community Care Services provided by the Health Board 
are in many areas confined to an emergency service for families in crisis" It was W™* 
suggested that youth and social services are reluctant to recognise the role of fatherhood. 

We need to be sensitive to the needs of teenagers, needs that are very different from older 
women. Many young mothers would not identify with the predominantly mamed/older 
women attending the health centres. Perhaps the health and youth services could cooperate 
in order to provide the services where young mothers most wish to receive them and efforts 
should be made to bring young mothers together to share experiences and to support eacn 
other. 
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Pilot Project 

Proposal to test a new approach to Early Childhood Programmes in Disadvantaged 
Communities 

Introduction 

The following is a proposal for the launch of new approach to the delivery of health and 
social support to vulnerable parents and young children in a district of high social stress in 
the Board's area. The proposed programme embraces a range of elements which would 
offer a new level of care and support to mother (and father) and child from pregnancy right 
through to the child starting school. It is considered that a comprehensive and integrated 
approach of this kind to the needs of these families can produce important health and social 
gains at the level of the child, the parents and the community. This proposal is strongly 
rooted in the Board's tradition of special programmes to support vulnerable groups, e.g. the 
Community Mothers Programme, the special mobile clinic for travellers etc. 

Health and social support ante natally is very important for the vulnerable (in terms of social 
stress) mother. But mothers who are at high risk socially are, classically, difficult to reach. 
There is a need, therefore, to try out as many imaginative and innovative outreach 
approaches as possible in order to attract these women to use the services early for the 
benefit of their own health and that of their child - to - be. 

The period around birth and the early months can set the pattern for long term maternal 
attitudes towards, and relationships with, the new child. Therefore it represents a key time 
for intervention, in that intervention in this period may offer a very high return on 
investment in terms of preventive effects. Effort invested at this time may help mother to 
avoid reactivating any destructive patterns which she may have experienced in her 
upbringing. 

Family and social experiences in the pre-school years are known to have a powerful 
influence on the child's emotional, social and cognitive development and on the child's 
readiness to gain and grow through the social and educational experience offered by school. 

Key issues for mother of young child in terms of child welfare are 

(i) Importance of access to social support for mother. This support may be formal in 
character (that is provided by professionals or organised services) or it may be 
informal (that is provided by family, neighbours, friends). From whatever source, 
support, according to the available research, is found to be particularly effective in 
situations of high social stress; 

(ii) importance of mother developing a bond to the child. This means in lay terms 
that the woman is 'cracked' about her child and that this keeps her going even 
through the hard times when the child is sick, difficult or demanding and other things 
are also going wrong in her life. 
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(iii) importance of supportive relationship and active help from the partner/father 
of child 

(iv) importance of access to practical help, day care, respite care when sick or 
exhausted etc. 

(v) importance of mother having realistic view/expectations/understanding about 
child's developmental stages/needs 

(vi) importance of recognition of the fact that high social stress is damaging for the 
child, the mother and their relationship. Impact of multiple stress operates 
cumulatively in a multiplier rather than additive way. 

(vii) importance of recognition of the fact that maternal depression is very common 
in mothers of young children. Maternal depression is damaging to the mother -
child relationship and can persist if not recognised and properly treated. 

Lessons for services: 

(i) The importance of a comprehensive approach addressing the child's needs and the 
mother's needs - day care and home visiting and support groups and 
information/education and personal development 

(ii) The need for different approaches at different ages (of child) and in different social 
conditions 

(iii) The need for integrated approach (i.e. tighdy co-ordinating different 
services/professionals) 

(iv) The need for services to address needs of the parents as parents and as adults, that is 
support to mothers should also offer them support as women, since if at least some 
of their social and psychological support needs as women can be met then as mothers 
they will be better able to respond to the needs of the child. 

(v) The need to prioritise certain potentially high risk groups because of the extra 
possible disadvantages associated with their status/condition (e.g.) 

*teen parents . . 
*low income lone parents (living alone), especially in areas of serious social 
disadvantage 
•travellers 
•mothers suffering from depression 

Outline Proposal 

What is proposed is a Pilot scheme which would try to build on the lessons of experience 
and the messages from research about the needs of vulnerable young families. 
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It would aim to offer a guaranteed comprehensive range of supports of the types mentioned 
above to all mothers in a selected high social stress district It is envisaged that the Project 
would be led by EHB but with support from a range of possible sources/partners, viz. 
Combat Poverty, Van Leer, FAS, EC Urban Programme, ADM programmes, Department 
of Education Earlystart programme etc. 

The Project would include: 

(i) intensive PHN/Community Mother support ante - peri - and post - natally; 

(ii) close involvement by maternity hospital outreach; 

(iii) active outreach to fathers; 

(iv) support groups for pregnant women and new mothers; 

(v) nutritional and other active health information schemes for pregnant women and new 
mothers; 

(vi) mother and baby/toddler clubs; 

(vii) personal development course for parents - as adults rather than only in relation to 
their parental role; 

(viii) adult education, skill development, return to work courses for parents; 

(ix) good quality creche/child minding facilities for these courses: 

(x) guaranteed high quality day care places for all young children over an agreed age 
from local area; 

(xi) extra GP input. 

The Project would be led by a Project Director who would lead a multi-disciplinary team of 
health board personnel. Main costs would be day care and director, since existing services 
could make much of the contribution. 

The aim of the project is to use a comprehensive preventive programme to alter in a positive 
way the destinies socially and economically the lives of the children born to participating 
parents, the lives of those parents and the life and fabric of a community which otherwise 
seems doomed to further economic and social decline. In this positive way, the health 
prospects of those affected can quite literally be transformed. This is a project with 
potential to offer high health and social gain on a relatively modest investment. What is 
required is not so much a large investment of money, but the vision for desired change and 
the political skill to secure the co-operation of the relevant other services/agencies and the 
Board's own professionals. 

13th December 1994 
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CHILD CARE ADVISORY COMMITTEE 
ADOLESCENTS - RECOMMENDATIONS 

1. Children who present serious behavioural difficulties may come to attention and be 
dealt with either within the child care and protection system or the juvenile justice 
system; or in both. The two systems differ fundamentally however, and the 
appropriateness of referral to either in a given case depends on their particular role 
and perspective. 

The child care and protection system is focused on children at risk, fulfils a function 
in an area of social concern, works largely by consent and operates a welfare model, 
i.e. the principal consideration is the needs of children and the promotion of their 
welfare and safety. 

By contrast, the juvenile justice system focuses on delinquent youth who have 
committed criminal acts, fulfils a judicial function in society, works through the 
application of constraints or restriction of liberty, and operates a justice model, i.e. 
the principal consideration is the protection of rights both of the juvenile offender 
and of the community which needs redress and freedom from threats. Hence it aims 
to determine if the accused juveniles are guilty of the offences alleged and if so, to 
decide on an appropriate penalty, in the course of which the needs of the juveniles 
are taken into account but are not the sole or determining factor. 

2. Each system has its own range of services, even though much of their juvenile 
clientele comes from the same areas of social deprivation. Many young people are 
brought into the child care and protection system, others come within the juvenile 
justice system, some are dealt with by both systems separately but simultaneously. 
This duality can be rendered productive by an inter-agency co-ordination on the 
ground that respects the different roles and functions. Yet some particular cases, 
often highlighted in the media, have given rise to difficulties, so clarity and 
agreement is needed on the circumstances in which, and reasons why, children cross 
the boundary, especially from the child care and protection system into the juvenile 
justice system. 

3. Difficulties often arise from the capacity of each system to accommodate residential 
placements for those children and young people who are deemed to be m need of 
such care and control. 

Tte Children Act 1908 originally provided for both.industrialschools and 
reformatories, but over the years the majority of industrial schools ceased to take 
young offenders and dealt solely with child care referrals. They were collectively 
styled children* residential homes, and responsibility for them cabinet level was 
transferred by Government order from the Minister for Education to the Minister 

Health, with effect from 1st January 1985. 

H. t ra ining industrial schools - St Joseph`s Clonmel and St Laurence`s Finglas-
together with the reformatories, were then known as special schools 
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to be the responsibility of the Minister for Education. Hence the definition of 
"childrens residential centre" in sec. 59 of the Child Care Act 1991 (not yet brought 
into effect) excludes" (e) an institution which is a 'certified school' within the 
meaning of Part IV of the Children Act 1908, functions in relation to which stand 
vested in the Minister for Education". Childrens residential homes apparently do not 
have facilities to cater for the conduct disordered disruptive teenager who presents 
difficult management problems, so recourse is had to the 'special schools' certified by 
the Minister of Education. These are of two types, deriving from the 1908 Act as 
amended: 

Industrial Schools accept some referrals from the Health Board, following 
assessment in St Michael's Assesment Unit, Finglas and committals under the 
School Attendance Acts (child care and protection system). They also take 
committals from courts of young offenders (juvenile justice system). The 
children must be between the ages of seven and fourteen (i.e. prior to the 
fifteenth birthday). There is presently no certified industrial school for girls, 
and there is no 'closed' (secure) industrial school. 

Reformatories cater solely for juvenile offenders, and may not take referrals 
from the child care and protection system. The juveniles must be at least 
twelve years of age on committal, and if under fifteen must not be a first 
offender. Committals must be under seventeen years of age but in practice 
sixteen year olds are not accepted. 

The two assessment units accept referrals from both the Health Board and 
the court. The referrals from the Health Board are voluntary. The majority 
of referrals to St Michaels are via the courts. (School Attendance Act 
proceedings and juvenile offence cases). In addition they are certified as 
Places of Detention under the Children Act to hold remands in custody of 
(alleged) juvenile offenders. 

Managers of special schools must consent to a childs reception/committal, and for all 
residential units there is competition for scarce places. This and the non availability 
of reformatories or other secure units for child care and protection referrals can 
create pressures to bring older difficult children inappropriately within the juvenile 
justice system, so that they can be committed to a 'closed' reformatory where 
constraint can be applied to ensure they stay there. 

4. This should not imply however that the response to such pressures has to be the 
creation of new units for socially disruptive and non-conforming adolescents. On 
the contrary, provision for community based services needs to be expanded, so that 
residential care is used only in those cases where all other means of managing the 
situation in the community have been exhausted and there is no remaining feasible 
alternative, i.e. that residential care becomes in reality the option of last resort This 
is mandated by the Child Care Act 1991, sec 3(2)(c) which requires a Health Board, 
in the promotion of child welfare to "have regard to the principle that it is generally 
in the best interests of a child to be brought up in his own family". 
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As the Explanatory Memorandum puts it "Thus the emphasis is on providing support 
and assistance so that children can remain at home; only in exceptional cases are 
children to be taken into care". 

5. Two different but related groups of young people can be delineated who presently 
tend to get moved into the juvenile justice system with a view to committal to a 
special school. 

(a) A number of children and young people are brought before courts on 
criminal charges who have developed a habit of petty crime, but where this 
could have been avoided had effective intervention been made at an earlier 
stage. Case histories link their behaviour to a disturbed childhood, the 
absence or non-functioning parental figures, or an ineffectual response to 
what family care as was offered. Often, truancy from school and dropping 
out before attaining the school leaving age was the first warning sign. Many 
subsequently leave home after continual (sometimes violent) disagreements 
within the family, or just drift away and parents lose interest. As a result, 
they do not have a home to which they can return and be accepted, or a 
return home would not offer them the care, discipline and support they need. 
Sleeping rough and fending for themselves on the streets, they tend to 
become involved in minor crimes - petty larceny, shoplifting etc. - or 
potentially more serious offences, e.g. assault with intent to rob, soliciting, 
substance abuse (alcohol, drugs, solvents). This development of criminal 
habits stems however from underlying problems that have become gross 
from lack of effective action over a prolonged period despite the best efforts 
on the part of the child care services. 

(b) Other children or young persons are reported as 'running wild* or 'out of 
control. Although not (yet) into a criminal culture, they nonetheless can 
cause disarray and dissention in their local community and present a serious 
challenge to the child care and protection system. Some are assessed at 
Health Board request, others are the subject of School Attendance Act 
proceedings and may be assessed on that basis, and a minority are 
subsequently committed to an industrial school. For others, a way out is 
found by having them brought before a juvenile court on criminal charges so 
that the court can be urged to commit to a reformatory. Evidence given 
showing disruptive behaviour, lack of supervision within the family etc. may 
provide an impetus towards such a committal. The effect is the same as for 
the homeless petty criminal described above. Both now have a criminal 
record, are labelled as delinquent and committed to a secure unit for serious 
young offenders where they will associate with and learn from more 
criminally minded peers. 

6. The following conclusions can be drawn from the above considerations concerning 

future action: 

(i) early warning systems need to be strengthened and signals responded to -
e.g. truancy from schoolcontinuous and/or suspension from school, 
indications of family dysfunction, etc. 
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(ii) effective intervention should be made before the child reaches adolescence. 
Where intervention is required, then the earlier it is, the more successful and 
less expensive in the long run it is likely to be. 

(iii) As well as developing services for children exhibiting difficulties (e.g. child 
guidance, child psychiatry), there is a need to put emphasis on preventative 
and supportive work with families under stress, within the child care and 
protection system and through the educational system, a system to develop 
psychological services, special teacher services and home school liaison 
projects. 

(iv) The aim should be, by strengthening early intervention, to: 

reduce the use of residential care to those for whom no other effective 
programme is open, i.e. that residential care becomes the option of last 
resort. 

prevent young people from developing deviant lifestyles that will bring 
them into a criminal subculture, i.e. to stop children being brought into 
the juvenile justice system as a means of getting them the help they 
need. It is argued that society's expectations of the juvenile justice 
system have to be modest. It should not be expected to solve all 
juvenile crime problems, or provide answers to every form of 
delinquency, or to make up for shortcomings in social policy provision. 

7. Even given an emphasis on appropriate early intervention, there may still be a small 
number of children within the child care and protection system who require a 
residential programme to remove them from a street wise lifestyle and maintain them 
in a position where they can begin to benefit from proper care and affection. Three 
aspects of the operation of any such unit merit comment 

(a) assessment of the children concerned should be undertaken within the child 
care and protection system, not fitted in when places become available in 
assessment units primarily catering for the juvenile justice system. More 
importantly, the same criterion should apply to assessment, that residential 
placement should be only used where necessary and as much as possible 
assessment should be done in the community, the childs natural and normal 
milieu. Equally, assessments should seek to make every effort to construct a 
programme within the community that meets their needs, including day 
facilities and family centres. If placement in residential care is deemed 
necessary, this should be within the child care and protection system, by 
creation of a new intensive therapy unit if necessary, rather than attempting 
to place in the existing industrial (certified) schools where the young people 
concerned will mingle with criminally experienced peers. 

(b) The Health Board has been legally advised that under existing legislation it 
does not possess powers to hold young people against their will. This view 
has been upheld in a recent High Court judgement. Yet if the programme in 
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a residential unit of this type is to succeed, there may be need to ensure that 
the young people do not abscond, and if they do can be brought back, to 
ensure consistent exposure to the programme over time. Decisions need to 
be taken as to whether there is indeed such a gap in legal provision; if it 
needs to be filled; and how and when this can be done. 

(c) Young people in such a unit are not easy to handle, yet experience has shown 
that very disordered and delinquent children can and do respond over time to 
patient, trained and dedicated staff. Coping skills will be required to handle 
rows, bed temper, verbal aggression, minor breakages in tantrums etc., 
without immediately calling in the gardai and expecting that the difficult child 
would be removed and committed within the juvenile justice system. As 
substitute family homes, such units would have to make determined efforts to 
cope themselves as much as possible with provoking behaviour, much as a 
'normal' family home would try to carry teenagers over the testing rebellious 
years, without calling in the gardai every time an outburst took place that 
technically included criminal acts. Very troubled children need a great deal 
of support and security, and relationships have to be built up patiently, so it 
should not be acceptable to opt out by effectively handing over the job to the 
juvenile justice system. Where children are in care, the Health Board acts in 
loco parentis, and like all parents would be anxious to take remedial action in 
the home in preference to having the young people 'sent away*. There is 
great scope, as noted above, for co-ordination with services operating in the 
juvenile justice system to make community based sanctions effective, e.g. 
acting like other parents by attending court, supporting the young person and 
helping them take responsibility for their actions, co-operating with a 
Probation and Welfare Officer, etc. 

The approach outlined above attempts to clarify the separate roles of the child care 
and protection system and the juvenile justice system, and should go a long way to 
stop young people being needlessly criminalised because the community finds their 
behaviour intolerable and prosecution for offences provides the only means to 
remove them from the streets. The approach would also dovetail with the operation 
of supervision orders and care orders, as provided for under the 1991 Act. 

13th December 1994 
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EXAMPLES OF THE RANGE OF INNOVATIVE 

CHILD CARE AND FAMILY SERVICES 
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SPECIAL PROJECT TO SUPPORT 
DRUG USING PARENTS AND THEIR CHILDREN 

Prevalence of Drug Misuse/H.I.V. 

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

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

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

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

Aim of Project 

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

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

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

Specifically, the project will focus on: 

• supporting drug using parents in caring for their own children, 
• providing for the emotional needs of the children through individual, family and 

group work, 
• supporting extended family members and other alternative carers while caring for 

the children, 
• facilitating the speedy return of children to their natural parents where possible. 
• bereavement counselling and support. 

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

Structure and Administration of the Project: 

Staffing of the Project is as follows: 
• 

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

The premises will be based in the north inner city. 

Conclusion: 

In January 1994, a new initiative was launched, aimed at helping children and 
families affected by HIV/AIDS in Europe. This initiative - The European Forum on 
HIV/AIDS, chaired by Professor Catherine Peckham, is sponsored by the leading 
English child care agency, the National Children's Bureau and the Institute of Child 
Care. The aim of the forum is to highlight the social care aspects of working witn 
children and families affected by HIV/AIDS and to promote collaboration and co
ordination between agencies. The Board's project in the north inner city is in line 
with the objectives of the European Forum. 
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The project being initiated in Area 7 (if successful) could be extended to other areas 
where similar problems exist. 

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

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

Earlier in this review the problems faced by young people leaving care were noted. 
Many residential care agencies have taken steps to provide preparation for leaving 
care and semi- independent living for the young people in their care. A group of 
these agencies has come together and meets regularly to share information and 
support. One of these agencies, Sisters of Our Lady of Charity has established an 
aftercare facility known as Aislinn in south county Dublin and this is described 
below. 

Aislinn 

OLC personnel recognised that an aftercare service was needed to meet the 
requirements of recently discharged young people, and people preparing to leave 
OLC residential care. Renovations and repairs were carried out to a property which 
became available and, with the help of the Eastern Health Board a team consisting 
of a manager, full time careworker, two job sharing careworkers and a 
caretaker/housekeeper was appointed. The aftercare service provides a co-ordinated 
support network for young people leaving care. 

The work of the team has two facets: supported accommodation and outreach and 
resource facilities for those who have left residential care. The purpose is to: 

"....empower young women leaving residential care of OLC to achieve a good 
quality of life, living as independent and responsible members of 
society....through enabling the young person to develop their self-worth, their 
ability to cope with life and to form relationships." 

In the first full year of the service, five young women have spent time in Aislinn 
before moving out to a flat either for the first time, or in one case for the second 
time. Two of the five are still in residence. All have benefited greatly from the 
experience. Two other girls are in the process of preparing to move into Aislinn: 
one is currently in an OLC unit and the other was in foster care having moved from 
an OLC unit some years ago. There has also been an application for another young 
woman who was in an OLC unit but is now in psychiatric care. 

Some 20 young people have engaged with the aftercare service on an outreach basis. 
Each individual girl is linked to a particular staff member and work is carried out 
according to the young person's needs: hospital appointments, college or course 
appointments, shopping, home visits, meeting with other agencies etc. Another 
major feature of outreach has been the success of the Tuesday gatherings of non
residents and residents. Six mothers or expectant mothers engaged in an eight week 
parenting course. A workshop on AIDS was also run with the help of AIDS 
Alliance. Besides the social aspects of the meetings, the young people have been 
able to enjoy aromatherapy sessions, reflexology, hair care and a good meal! 
Currently about 12 young people have come in on Tuesdays. 
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CLAIDHE MOR FAMILY CENTRE 

An overview of the Centre 

The origin of Claidhe Mor Family Centre lies in the establishment of the Family 
Resource Unit in 1984 in the Sacred Heart Home, Drumcondra, Dublin. The Unit 
initially provided a short-term residential placement for children at risk aged 0-8 
years, and work with the family focused on the referred "problem" child/children. 
In the intervening years the nature and focus of the service offered to families has 
changed dramatically, as staff realised the importance of working with the whole 
family and viewing the problem(s) within the family context. The quality of the 
service provided by the Centre today has been achieved through the ongoing desire 
of management and staff to find more effective and constructive ways of working 
with families experiencing difficulties. 

In view of the development of a more family oriented service it is symbolic that in 
1987 the unit was relocated from the large institutional building in Drumcondra, to a 
house in a residential area of Santry. By adopting the existing name of the house, 
the service became known as Claidhe Mor Family Centre. The location of the 
Centre in an ordinary house is most compatible with the present aims and objectives 
of the Centre: 

• to involve the family in the assessment of problems and strengths, to provide 
clarity, information and guidelines which will assist the agency and family in 
working together; and 

• to enable families towards self reliance in meeting their own needs. 
• to facilitate, whenever possible, that children remain at home. 

Referral of Families 

Families attending the Centre must be referred by a social worker, and Table 1 gives 
a comparison of the reasons for referral of families in the years 1984/85 and 1992. 
As the Table shows, families referred in 1992 were described as experiencing a 
broader range of difficulties. At least two reasons may be responsible for this 
variation. Firstly, the Centre now provides a more comprehensive and specialist 
service for families, and secondly, there is a greater awareness in society of issues 
such as child sexual abuse, resulting in more families seeking treatment. 
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Table 47: Reasons for referral of families to Ciaidhe Mor Family 
Centre 1984 -1992 

Reasons 19S4/S5 1992 
Assessment for court/custody - 14% 
Assessment of parenting skills etc. 71% 20% 
Development of parenting skills 53% 64% 
Child behaviour difficulties 24% 54% 
Couple difficulties - 24% 
Personal development/counselling for parent 24% 26% 
Supporting foster placement 12% 10% 
Family Relationships - 32% 
Sexual abuse - 14% 

1 

Staffing 

All staff hold a professional qualification in Child Care. Additional training in 
specialist areas facilitate a comprehensive provision of services to families. 

The Centre has: 

• 2 Family Therapists 
• 2 Counsellors 
• 2 Social Care Workers 
• 2 Marte Meo Therapists 
• 1 Consultant Psychologist 

Working with Families 

In general, two staff members co-work with each family throughout the placement. 
The workers are responsible, together with the family, the social worker and other 
agencies involved with the family, for designing a programme to meet the needs of 
the family. Networking with other professionals e.g. the social worker, the 
psychiatric services, the gardai, schools, public health nurses etc., is of central 
importance to the success of the placement. 

Usually, family therapy and/or counselling forms an element of each family's 
programme, and the Centre has two accredited family therapists and four accredited 
counsellors on its staff. The family therapy approach employed is based on 
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variations of the systems and commissioner models, while counselling employs an 
eclectic approach with an emphasis on client centeredness. 

Other elements typical of individual family programmes illustrates the 
comprehensive service available in the Centre and the specialist skills staff have 
developed over they years. Examples include the Body Awareness Programme, 
designed to help adult survivors of sexual abuse; family protection programmes to 
help parents and children in protecting children from abuse; the Marte Meo 
communication Programme, which uses video-film of the families themselves to 
give parents information on effective parenting behaviour; and comprehensive 
family assessments for families involved in custody and/or care proceedings. 

The content and structure of family programmes reflect the Centre's aim of enabling 
families towards self-reliance. Rather than focusing on the "problem" 
child/children, there is an emphasis on supporting parents to fulfil and develop their 
own potential, at a personal and parental level. Nevertheless, play therapy, 
psychological assessments etc. for children may still form part of a family 
programme, when the needs of the family and/or children are such that this is 
desirable. 

The content of family programmes and flexibility with which they are structured and 
implemented reflects the value the Centre places on working with families. It is 
important that programmes are designed in accordance with families' needs and 
resources if they are to be effective. While most families visit the Centre on a 
weekly basis, some family programmes are based entirely in the family home, while 
other families may have two or three contacts per week with the Centre. 
Alternatively, intensive full day or short residential programmes may be included -
again depending on an individual family's needs and circumstances. 

Length of placements 

The length of a family's placement in the Centre is also flexible (Table 2), and the 
ending of a placement is usually agreed between the family and the key workers. 
Most placements at present last from three to twelve months, and this differs 
dramatically from the first two years of the service when over half the families had 
placements of three months or less. The high degree of flexibility evident in the 
service provided at present is particularly important for the most vulnerable families 
referred to the Centre, and is a key element in the Centre's success in working with 
the families. This flexibility is achieved by the commitment and openness of 
management and staff to alternative and innovative ways of working with families. 
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Ta&Ie 48: Length of placements of families to Claidhe Mor 
Family Centre 1984 -1992 

Length of placement 1984/85 1992 
1 - 3 months 57% 22% 
3 - 6 months 29% 34% 
6-12 months 14% 30% 
12+ months 0% 14% 
Average length of placements 4.0 months 6.6 months 

Families attending centre 

Another important aspect in the development 6f the service has been the increasing 
access available to families to the Centre over the years. In the first two years of its 
operation, the Centre had a staff of six persons, and provided placements for 28 
families. In 1992 alone, with a staff of nine persons, the Centre provided 
placements for 50 families, while in 1993 a total of 66 families attended the service. 
Notwithstanding the initial difficulties associated with starting a new service, the 
increased number of placements represents more than a doubling of the numbers of 
families attending the Centre, after allowing for the increase in staff numbers. 
Management and staff would also believe strongly that much superior service is now 
available for each family attending the Centre. 

Over the years the profile of families referred to the Centre has changed 
significantly. Initially, a typical family referred had one child aged 2-5 years. 
Presendy, families referred are more likely to have older and more children, and are 
described as having a broader range of difficulties. (Table 1). 

In many ways, a symbiotic relationship has existed between the service offered by 
the Centre and the profile and associated difficulties of the families referred to it. 
The more comprehensive, effective and efficient service now available, creates 
opportunities to broaden the accessibility of the Centre to other families, and the 
possibility of intervening at a more preventative level wim families. 
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FAMILY SUPPORT WORKERS 

The establishment of the service in Kildare 

Domiciliary Family Support Services are developed in response to the belief that the 
best place for children to be brought up is usually in their own home and that many 
of the families "at risk" on social work caseloads require intensive help with 
parenting skills and household management tasks. 

Background Information 

Common themes identified by families requiring the service and by professionals 
requiring intervention, included: 

• isolation: physical and emotional discontentedness, both within and out, with the 
family; 

• behaviour management: difficulties with understanding and/or responding to the 
varying needs of children. 

• unemployment/low income: chronic budgeting difficulties especially for those on 
long term benefits. 

• alcohol Abuse: effecting relationships/parenting and financial management. 
• powerlessness: both a perceived and a real lack of options available to create a 

positive impact of their lives. 

There are other common elements, e.g. age of parents, history of abuse, the above 
factors are more significant to the families themselves. 

While reception into care for some of these children may indeed be the best option, 
for the many others who remained at home, secondary prevention programmes were 
insufficiently resourced to maintain them in their families. 

A service was sought that could respond to and impact on the multiplicity and 
differing problems disabling family functioning. The key elements of the service 
needed to be the provision of a Homemaker to particular families who would 
provide:-

• a home based intervention to the family; 
• a skills development approach; 
• a time limited intervention; 
• a service complementing existing services and working in close liaison with them, 
• a service which is predominantly preventative in approach. 
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Looking to models elsewhere, it was recognised that this service needed to be 
provided on an intensive level to families. Frequency of attendance of the 
Homemakers is dictated by the needs of the family, with a maximum of 15 hours per 
week. Personnel for the service needed to come from outside of existing resources 
and so Homemakers were recruited. 

This recruitment process will be outlined separately. Currently there is a team of 18 
Homemakers working in the area with a panel of 12/13 available for work as 
appropriate/necessary. 

Criteria for selection of families to the Homemaker Service: 

Based on needs identified by families and professionals, the following criteria were 
adopted for family referrals to the service:-

• behaviour management difficulties; 
• poor parenting skills; 
• parents feel unable to care for child; 
• intrafamilial abuse; 
• one or more children under 16 years; 
• family willingness to participate in programme. 

Structure and organisation of the Service: 

Responsibility for the delivery of the service currendy resides with the Area 
Administrator, Senior Social Worker and Superintendent Community Welfare 
Officer. 

The Senior Social Worker has been responsible for identifying the families in need 
of the service. Referrals come from Social Workers, Public Health Nurses and an 
occasional request from our colleagues - Child and Adult Psychiatric Teams. The 
Senior Social Worker has been responsible for recruiting, selection, training and 
supporting Homemakers. The selection process of candidates has been done in 
conjunction with the Senior Public Health Nurse, Area Medical Officer. 

The Senior Social Worker matches families and Homemakers and, in conjunction 
with the Social Worker for the family, evaluates the work programme. The Senior 
Social Worker is also responsible for informing the Area Administrator and the 
Superintendent Community Welfare Officer on a monthly basis of the names and 
addresses of Homemakers working with these families. Support and supervision of 
the nominated Homemaker working with the family is the responsibility of the Key 
Worker for the family. The Area Administrator is responsible for the budget and for 
processing each application for the service. 
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Training and Support: 

An important part of the development of the Homemaker Service to date has been in 
the area of training and support. 

The following is an outline of the training that has taken place and an estimate of the 
time it has taken. 

Initial training courses serve as an introduction to different types of problems that 
families encounter as well as defining the homemakers' role and the role of other 
professionals with whom they have contact, e.g. Public Health Nurse, Community 
Welfare Officer, Area Medical Officer etc. Follow up training takes place at a later 
stage and all the Homemakers meet as a group every 3-4 months. 

As well as above support, each Homemaker has regular contact with Social Worker 
who is involved with family in which they are placed. At present this contact is on 
at least a monthly basis with additional contact if situation within family 
necessitates it. 

Evaluation: 

Each Homemaker/Family programme is designed to meet the specific needs of that 
family. Goals were established at the onset and reviewed regularly by Social 
Worker. On a general basis there has been a 40% reduction in the number of out of 
home placements during 1992. There has been also a reduction in the number of 
reported injuries and neglect episodes with the majority of these families. Other 
behavioural indicators used were the families appropriate use of other services e.g. 
G.P., hospitals, C.W.O.'s, school attendance, management of family budget etc. The 
time limit envisaged to achieve and establish these goals to maintain behaviour and 
relationships within families, is greater that at first envisaged and this needs to be 
researched further. 

In the initial stages of the project it was estimated that 35 children who would 
otherwise have been admitted to care were retained at home because of the 
Homemaker service. 

The cost of the Homemaker service in that year was £23,000. The minimum cost of 
35 care placements would be £74,000 approximately. This is just the fiscal cost. 
Account must be taken of emotional/psychological issues for children being 
maintained at home and for those entering the care system. 

Apart from the indices for positive change, which have been identified, the literature 
indicates that "some important measures of success, are personal accounts of what 
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really happened". When families in receipt of the Homemaker service were 
surveyed, all but one family linked the positive changes in their family 
circumstances to the provision of Homemaker service. 

Conclusion: 

The Homemaker service has been in operation in Kildare since April 1991 during 
which time a number of developments have taken place. As the service is expanding 
the need for greater co-ordination and development in terms of training and support 
for Homemakers is recognised if we are to ensure a high quality of service to the 
families. 
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COMMUNITY BASED CHILD CARE WORK IN AREA 8: 

The nature of the work of a community based child care worker is diverse. It can 
vary from area to area and from worker to worker at any time.The following is an 
account of the work carried out by one Community Child Care Worker in Area 8, 
the Area of the Board's region with the highest child population. 

Work to date can be broken into three main areas: direct work with individual 
children; direct work with families; group work. 

Direct work with individual children 

This type of work may be with children who are still living with their families or 
who are in residential care. These interventions include: 

• providing individual help and support where a child may be experiencing 
particular difficulties vis-a-vis a family problem e.g. alcoholism or abuse; 

• helping phase and support a child, who has missed lengthy periods of school, 
back into the educational system; 

• preparing a child for a care placement; 
• supporting a child in this placement through direct counselling sessions; "life 

story books";working on reasons for and understanding why, he or she may be in 
care; working out plans for the child's future; 

• where children have been abused, teaching them ways to protect themselves in 
the future; 

• preparing a child for a move home from a care placement; 
• working through aggression and anger. 

Direct work with families 

This work is generally carried out in the family home and, as far as is possible, is 
done with the willingness, consent and co-operation of the family. This includes: 

• working out programmes for the management of childhood difficulties; 
building up positive relationships between parents and children where there 
appears to be a difficulty with bonding; 

• teaching parents how to stimulate their children; 
setting up structures in the home in order that limits can be placed on the 
children; 
providing support for foster parents where a foster child displays difficult 
behaviour; 

• carrying out a Protection Programme with family where either intra familial or 
extra familial abuse has taken place; 
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assessing parental ability and skills previous to a child being returned to home 
from care; 

• preparing a family for their child returning from care. 

Group Work 

Group work can be a hugely powerful medium of imparting knowledge and 
facilitating supportive contact between individuals within a community. Some 
groups which have catered for different needs include: 

• Parent's Group: "information giving" group involving 8 structured sessions. This 
was facilitated by the child care woker and an Area team social worker. A high 
level of commitment was required from each group member. 

• Women's Group: initially this group was an "information giving" group but 
developed into a "semi-therapeutic" group with the group members preparing and 
presenting self-chosen sessions. Again, this group was facilitated by the child 
care worker and an Area team social worker. There have been 26 sessions to date 
and this group is continuing to operate with lesser degrees of structured 
facilitation and more support for the women themselves to facilitate the group 
discussions. 

• Staff In-House Training Group: this group takes an experiential approach for the 
participants - all members of the Community Care Team. It has been facilitated 
by a Team Leader and myself, it has run for 11 full day sessions for the purpose 
of team members being given the opportunity of re-skilling and building up a 
bank of expertise. 

• A substantial part of the work of a community based child care worker involves a 
preventative dimension particularly through the family groups. Through these, 
people can feel empowered through education. This is also true of the work 
carried out with families: in this, there is as much emphasis on the tasks of 
parenthood which are already being carried out in a positive way as there is on 
the problem areas. Thus, through supporting and encouraging the positive 
behaviour, one can more easily gain trust in order that the problems may be 
addressed in a constructive manner. In this way change can be brought about 
more easily so that that a more structured and positive atmosphere can be gained 
for the family as a whole. 
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NEIGHBOURHOOD YOUTH PROJECTS 

The first Neighbourhood Youth Projects were established by the Board in 1979. 
The following is a description of one of these which is based in the North inner city 
in Dublin. 

The Neighbourhood Youth Projects have three objectives:-

• To enable the young people involved with the project to remain in the community 
while receiving skilled help directed towards resolving or ameliorating severe 
personal/family problems which are putting them at risk or inhibiting their innate 
potential for development; 

• To provide a resource to mobilise the potential of the neighbourhood to define 
and to meet the evolving needs of its younger people; 

• To develop an approach to working with young people at risk which would 
provide guidelines to social workers and others throughout the country to help 
them in their work with groups and children in care. 

At the time of their establishment in 1979, these objectives were viewed as 
progressive and innovative. Fifteen years later, the objectives are still as relevant 
and pertinent. The objectives emphasise the importance of: 

• an integrated approach to youth work and family support and 
• mobilising community groups and organisations on broader issues facing the 

wider community. 

The Neighbourhood Youth Projects cater for the physical, personal development/ 
emotional and educational needs of the young people. 

The Neighbourhood Youth Projects' strategy intervenes at the level of the individual 
young person, at a family level and in the broader community context. The main 
focus of project staff is on building relationships with young people. Workers offer 
young people the possibility of positive, active, purposeful relationships. Projects 
are centred around recreational and educational activities. Families are also a major 
focus of the work and teams attempt to involve families in the solutions to the 
difficulties experienced by young people. In order to maximise the resources of 
state agencies invested in the inner city area, the teams have developed networks 
and supportive relationships with other local projects which are addressing the needs 
of inner city young people and their families. The emphasis in this context is on an 
integrated co-ordinated approach to problem solving. The projects are also 
attempting to influence mainstream government agencies and services in their 
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responses to the needs of young people at risk, e.g. education, labour market policy, 
juvenile justice system, social welfare. 

The key elements of the approach are:-

Partnership 

The workers, young people and their families work together, in partnership. This 
approach seeks to encourage the young person to participate in the solution to 
his/her own problems*, it is flexible and informal*, and it seeks to empower the young 
person to take responsibility for his/her own behaviour. 

Inclusion 

The Neighbourhood Youth Project's aim to involve young people who feel alienated 
from mainstream services. The projects aim to assist the young people to form new 
links and relationships in the community. While working with a core group, the 
projects also work with a wider fringe group. 

Community Involvement 

The projects are locally based and accessible. Acceptance by and involvement in 
the local community is essential to the effectiveness of the projects. Project staff are 
well known and trusted in the area. 

Environmental Factors 

The North Inner City experiences extreme levels of disadvantage and suffers from 
disproportionate problems of unemployment, educational disadvantage and physical 
decay. The projects recognise that these factors contribute significantly to the 
difficulties and stress experienced by the young people and their families. The 
project staff also believe that change at individual, family and community levels 
should also be supported by political and institutional change aimed at promoting 
equality of opportunity and a fairer distribution of resources. 

Use of Contracts 

Each young person is required to sign a contract. This is based on her/his personal 
needs and agreed tasks. In some cases, it is a three way contract between the young 
person, the parents and the projects. The contract is a statement of the projects' 
commitment to the young person and also encourages the young people to take 
responsibility for their lives. 

156 



Neighbourhood Youth Project (2) 

Neighbourhood Youth Project (2) works with a core group of 52 young people 
between the ages of 10 to 18. A much larger number of young people use the 
resources of the project. Members range in age from 10 to 22. Younger children 
attend NYP(l). Members of both projects come from families who have difficult 
social and economic circumstances. 

One of the main tasks of the project is to help members to make the transition from 
childhood to adulthood. The low level of educational attainment and the lack of 
work opportunities for members exacerbate what is in normal circumstances a 
difficult transition. The extent to which young people in the city are at risk is 
reflected in the high levels of crime, drug abuse, joy riding and urban unrest in the 
area. 

Young people are encouraged to increase their level of skills and education. Young 
people are also assisted to reflect on whether there are options open to them other 
than crime, joy riding and drug related activities. 

Building relationships of trust with these young people is difficult and demanding. 
It demands skill, time and consistency from staff. Each young person is given 
intensive individual attention. A key concept used by staff to describe the core of 
their work is "diversion". The project aims to divert young people from becoming 
involved in activities which are likely to bring them into contact with the gardai, the 
courts and as a consequence end up in custodial care. For members who are in 
mainstream education or training staff support them in staying in school or in 
continuing their training. 

Neighbourhood Youth Project (2) uses a contract based system. Each member signs 
a contract which specified his/her obligations to the programme. For example, the 
contract may specify that a person should not spend time around a particular area of 
the city or it may require that the young person give a commitment to attend a 
particular course. The young person is also challenged to take responsibility for 
his/her behaviour. Heroin dealing and abuse, and crimes against the person, such as 
mugging can result in the suspension of a young person from the project. Less 
serious crimes are sanctioned through the withholding of incentives which the 
project offers, such as trips away. Suspensions of young people are not undertaken 
lightly. The project is aware that it may be the only link which the young person 
has to mainstream institutions. If this link is broken the young person may become 
further marginalised and alienated. In the case of suspension, the project is open to 
the young person renewing his/her contract and being reinstated in the project. 

The project team is comprised of three male workers. The project leader is 
seconded from a social work position in the Eastern Health Board. The two project 
workers live in the area. This give the team unique advantages. Staff are in a 
position to identify at an early stage social problems and trends emerging in the 
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area, such as outbreaks of theft, joy riding and drug abuse. They are also aware of 
young people who need help. Staff are in the area at night time and weekends. 

The project's mini bus is a major asset. As well as being a resource to the young 
people, it is also used in situations where there is no transport available to families 
of members, for example, for occasions such as funerals, trips to prisons, hospitals, 
etc. 

The Programme of the Neighbourhood Youth Project (2) 

The 52 young people who form the core of Neighbourhood Youth Project (2) are 
divided into eight groups. Seven of the groups comprise between three and seven 
members. There is 19 in the eighth group. It is comprised of eleven volunteers and 
eight young people who have not yet been assigned to a group. Some of these 
young people are not ready for a structured group situation. Others are waiting for 
places in the other seven groups to become vacant. 

Groups are divided according to age and interest. A minimum of four hours a week 
of programme activities is available to all members. If members choose to avail of 
optional or special sessions, they can receive up to eight hours a week of programme 
activities. Given that Neighbourhood Youth Project (2) is closely integrated with 
the Adventure Sports Project, members can also avail of programme activities of up 
to four hours a week with the Adventure Sports Project. This means that 
Neighbourhood Youth Project (2) members can avail of up to 12 hours a week of 
programme activities. Along with the work undertaken in small groups, individual 
work and work with families is also undertaken. 

Work in Small Groups 

A wide ranging programme is available which includes recreational activities, 
educational activities and life skills. Work in small groups is undertaken in the 
following ways: recreational activities, club sessions, open sessions, day trips and 
overnight stays. 

Recreational Activities 

Recreational activities are deliberately designed to compete for the attention of the 
young people with the excitement of street life and joy riding. The project is also 
open in the evenings when few other facilities are available to the young people. 

Popular recreational activities include bowling, swimming, pitch and putt, cinema, 
theatre, boating, go-karts, horse-riding and snooker. These sessions are held off the 
premises and the mini bus is used to drive members to these activities. Each group 
has a session for two to three hours a week. Recreational activities give workers an 
opportunity to establish personal relationships with individual members. This type 
of contact with members allows staff to be aware of the personal troubles which 
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members may be experiencing. Through informal discussion staff can help young 
people to reflect on their difficulties and consider options open to them. One or two 
volunteers help organise these activities with a staff member. 

Club Sessions 

There are three club sessions each week. Older members attend a club night 
between 8.30 p.m. and 10.30 p.m. Younger members attend between 6.00 p.m. and 
8.30 p.m. Preparing and cooking a meal is central to club night activity. Staff 
members play cards, chess and draughts with members. Sometimes quizzes are 
organised as are talks and discussions. 

Open Sessions 

Special open sessions are held on soccer, reading/writing/numeracy, drama, guitar 
and cooking/arts/crafts. There are also specific training programmes in community 
youth work and health and social education. 

Soccer 

By involving young people in soccer, young people become aware of physical 
fitness and other health issues. The discipline of training and playing matches also 
helps to develop routine and concentration. Soccer sessions are organised according 
to age. There is a core group of ten who regularly play in the younger age group. 
The older age group is comprised of ex members, brothers of members, and friends 
of members. There are approximately 20 to 25 involved in the older age group. 

Reading, Writing and Numeracy 

When requested by parents, teachers or members, the project organises one to one 
sessions on reading, writing and numeracy for members. 

Health Education Programme 

A special health education programme involving information on sex education, 
drugs and other issues was introduced in 1991 and has since become part of the 
annual programme for older project members. The aim is to increase knowledge, 
confidence and assertiveness of participants around these issues. The sessions are 
conducted in a non threatening manner around the themes of: talking to the opposite 
sex, going to discos, condoms, sexuality, dress and image, drugs, alcohol, 
HIV/AIDS, work, money. The health education programme has been extremely 
well attended and both staff and members feel it has been of real benefit to all. 
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Day Trips 

Each member is entitled to one day trip a week during the summer period. They 
involve such activities as climbing the Wicklow mountains, visiting historic sites in 
County Meath or going on a day trip to the Wexford Centre. On these trips away 
members generally opt to play children's games such as relivio or hide and seek. 
Many of them, forced into an adult world at an early age, were not given the 
opportunity to experience real childhood. 

Trips Away 

Each member gets on average three trips away each year. Overnight trips away are 
generally to The Wexford and/or MuUingar Centres, Glebe House and Killnacrott 
Abbey. The ratio of staff to member is high. There are generally four member to 
two staff workers. This gives the young people an opportunity to build up 
relationships with workers and to receive personal attention in a relaxed 
environment. In this context problems which the young person may be experiencing 
can be talked about. It also gives young people an opportunity to experience routine 
life without the pressures and demands of their life in the city. Young people can 
learn to prepare and cook food. Staff are also conscious not to reinforce stereotyped 
sex role images and models. For older members staff attempt to get them to reflect 
on drinking patterns and how they use drink and other substances. Staff work long 
intensive hours during weekend trips away. 

Drop in Centre 

The drop-in centre is opened to all members and other young people known to the 
project three afternoons a week between 12.30 p.m. and 2.00 p.m. Food is generally 
available and staff use this time to share information on a broad range of topics. An 
average of 20 young people attend. The drop-in facility is unstructured and young 
people who attend are given options to engage in a range of activities such as 
playing cards, watching television and preparing food. Young people who show an 
interest in the project and who are at risk are considered by staff for inclusion in 
small groups as vacancies arise. 

Individual Work with Young People 

Although Neighbourhood Youth Project (2) does not provide therapeutic 
counselling, it provides support for individuals in coping with the challenges which 
confront them daily. For example, this involves supporting young people to stay at 
school, getting young people onto training programmes, or supporting them to get 
and stay in a job. Supporting young people to stay off drugs and out of crime is a 
major focus of the project. 
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Work with Families 

Neighbourhood Youth Project (2) has significant contact with families. Parents are 
informed of the contract and the support of the parents is enlisted to support the 
conditions of the contract. When the young people are taken on trips outside 
Dublin, the consent of the parents is also sought. This gives project staff an 
opportunity to reflect with the parents on how the young person is progressing. If 
the person is in trouble i.e. with drugs or the law, project staff will again have 
contact with parents. Neighbourhood Youth Project (2) staff have also been 
instrumental in bringing parents together informally in a Parents Group. The first 
organised activity of the parents group was a weekend in Killnacrott House. The 
group of women on that trip felt it would be a good idea to meet on a regular basis 
with other parents so they set out organising a parents group. This group now meet 
weekly in Summerhill Parade on a Wednesday morning. 

The Law 

Many of the young people attending Neighbourhood Youth Project (2) come into 
regular contact with the law. Mediating and advocating on behalf of members 
absorbs a lot of the time of staff. This involves contacting and supporting the family 
and young person to reflect on the problem to make decisions about what is the best 
course of action; mediating with the defending solicitor; giving verbal and/or written 
evidence in court. For members who are sentenced to terms of imprisonment or 
other forms of custodial care, the project continues to support them and staff visit 
them in prison. The project, if appropriate, will apply for Temporary Release 
Orders and take on the task of supervising the young people while out of prison. 
Members who are on Community Service Orders are also supported and there has 
been much positive involvement with the Probation of Welfare Section of the 
Department of Justice in relation to Community Service Orders. 

Training of Older Members as Voluntary Workers 

The project has a deliberate policy of encouraging members who have participated 
in the programme to become volunteers. Some of the volunteers have difficulties 
themselves and workers are available as supports for the volunteers. The role of the 
volunteer is important. It has an important personal development impact for the 
volunteer. They act as an important role model for younger members in the 
programme. In order to support the valuable work of project volunteers - most of 
whom incidentally have participated in Neighbourhood Youth Project Health 
Education programmes, - a basic community youth work training course has now 
been included as part of the annual programme. The Community Youth Training 
programme which has been developed with the support of Comhairle Le Leas Oige 
consists of sessions on youth work skills delivered through workshops in Dublin and 
a residential seminar in Killnacrott House. A number of follow-up practice 
workshop weekends in which the trainee volunteers get supervised experience of 
organising activities for younger people are also included in the overall programme. 
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This programme has been of great benefit to the volunteers and to the project itself. 
It is important to note too that a number of project volunteers have gone on via 
temporary employment schemes to become full-time youth workers. 

Drug Misuse 

Poverty and unemployment have been greatly exacerbated by drug abuse in the 
inner city. Having identified drug abuse as a growing problem, Neighbourhood 
Youth Project (2) played an important role in getting the Medical Social Research 
Board to undertake research into heroin abuse in the inner city. Project staff played 
key roles during the research phase. Neighbourhood Youth Project (2) staff also 
played a role in rehabilitating members of the Neighbourhood Youth Project (2) 
who had become addicted. Rehabilitative residential sessions were organised for 
these young people in the Mullingar Centre. Staff of Neighbourhood Youth Project 
(2) were also involved in the setting up of two drug related projects in inner city, 
Ana Liffey Project and The Talbot Centre. In the 1990's with the widespread 
availability of the drugs "ecstasy" and Heroin, drug abuse has re-emerged as a major 
problem. Again Neighbourhood Youth Project (2) staff through the ICON network 
have been prominent in trying to bring about the necessary inter-agency response so 
urgently required. 

Student Training 

Training students while on placement from various institutions has been an 
important aspect of the work of the Neighbourhood Youth Projects over the years. 
Students from a range of 3rd level colleges have been on placements. Placements 
have been successful both in terms of giving students training in basic community 
youth work practice and in communicating the NYP models of youth work. 
Students in turn have made important contributions to the work of the projects. All 
student placements are organised with the consent of the project members and staff. 

Work in the Community 

The Neighbourhood Youth Projects were developed by workers working in the inner 
city community. They are community based and have strong roots in the local 
community. Neighbourhood Youth Project (2) now has local involvement both at 
staff and volunteer levels. The project has established consultative mechanisms 
which facilitate young people and local organisations in making an input into the 
policy of the Neighbourhood Youth Project. 

Neighbourhood Youth Project staff participate on management boards of other local 
organisations and have developed effective relationships with other workers and 
volunteers. They are also committed to resourcing existing community groups, 
developing local leadership and promoting the establishment of new groups. 
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Understanding the structural conditions which give rise to poverty is central to the 
work of the Neighbourhood Youth Projects (NYPs). It is in this context that the 
Neighbourhood Youth Projects have participated in inner city movements which 
seek broad based institutional change. They have played important roles in the 
NCCCAP, Alliance for Work Forum, the V & S group, the ICRG and the more 
recendy established Inner City Organisations Network (ICON). 
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PARENTING PROGRAMME: 

Eastern Health Board Psychology Department 

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

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

Health gains 

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

Social gains 

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

The course consists of two and a half hour sessions per week for ten weete. Attendance 
is high and averages 96%, often reaching 100%. This indicates a high level of 
satisfaction with the programme and attests to the relevance of high level programme in 
meeting parents' needs. Along with scientific validation of results, feedback from parents 
expresses high satisfaction: 
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• "I have received such support that I am doing things I never though I was capable of 
doing". 

• "I no longer depend on shouting and physical punishment to control my children ". 
• "I am now aware of the importance of Dad's role and united parents ". 
• "I only wish I did this course ten years ago ". 
• "lama much more confident and happier person ". 

Future development needs 

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

REVIEW OF CHILD ABUSE GUIDELINES/PROCEDURES 

Following the publication of the Kilkenny Incest Investigation Report in May 1993, 
the Board undertook a review of child abuse procedures within its region. In June 
1994 new guidelines/procedures were proposed and are being implemented. 

The following is a summary of these recommendations: 

• That specific guidelines be drawn up in relation to the investigation of 
anonymous complaints. 

• That specified definitions of the different types of abuse, amended if appropriate 
be adopted. 

• Standardised child abuse notification form be introduced for the region. 

• A specified notification form, which has been adapted for the proposed social 
work information system, be introduced. 

• The following initiatives be adopted to ensure comprehensive investigation and 
assessment of child abuse referrals: 

Written guidelines on the assessment of risk, family functioning, family 
supports, etc. Particular attention should focus on the assessment of families 
who can be in a state of "turbulence'Vfrequent crisis. 

Multi-disciplinary meetings within Community Care teams and inter-agency 
meetings take place to clarify roles and responsibilities in relation to child 
abuse. 

Joint training on child abuse be undertaken. 

• The availability of sexual abuse assessment services for sixteen and seventeen 
year olds requires immediate attention. 

• Each Area should have discussions with their relevant garda chief 
superintendents. Experience has shown that where a number of gardai have Deen 
designated as contact persons there is a greater degree of understanding ana co
operation. This should be set up for each Area. 

• Contact should be made with the family's general practitioner (where known) m 
cases of suspected and confirmed child abuse. 
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• General practitioners should be invited to attend case conferences and the 
minutes should be sent to them if they are unable to attend. 

• Joint open/training days should be arranged in each Community Care Area for 
general practitioners. The Irish College of General Practitioners is a valuable 
forum for such contact. 

• Consultations take place at senior management level between the Community 
Care Programme and the Special Hospital Care Programme to address liaison 
with adult and child psychiatry services. Further meetings can then be arranged 
at area level once agreement has been reached on policies which will guarantee 
effective working relationships. 

• The Department of Education Guidelines be made available in each Community 
Care area. Ongoing contact and liaison between local schools and Community 
Care Area personnel be promoted. Ideally, if resources permitted, the 
assignment of a social worker to schools would be a positive and beneficial 
development. 

• Local Areas commence discussions with key agencies in relation to child abuse, 
with a view to agreeing joint protocols. 

• A policy document be prepared in relation to all aspects of case conferences. 
This should include: 

reasons for calling/not calling a case conference. 
the organisation of case conferences. 
the chairing of case conferences. 
the availability of written reports. 
minute taking. 
attendance and participation at case conferences. 
decision-making process. 
preparation of case plan and review. 

• Additional resources for case conferences be provided e.g. waiting rooms, case 
conference rooms, secretarial supports and training. 

• Each Area prepare a report on service needs in relation to the long-term 
management and treatment of child abuse cases. 

• Procedures be agreed in relation to the maintenance of lists in the Community 
Care Areas. The computerisation of social work records is planned (pilot to 
commence soon in Community Care Area 9). It is recommended that child 
abuse registers should not be set up until the Social Work Information System 
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(SWIS) is reviewed, as that system could fulfil many if not all the function of a 
child abuse register. 

• A child abuse review group consisting of Director of Community Care/Medical 
Officer of Health, (or deputy) Social Work Managers and Supt. Public Health 
Nurse be established in each Community Care Area. This review group should 
meet on a monthly basis to review cases notified in the previous month, cases 
requiring follow-up or attention and policy issues. 

• A uniform system of data collection and recording be introduced for annual 
reports. Discussions should also take place with Department of Health regarding 
the national system of data collection on child abuse. 

• Arrangements be put in place to ensure that the Child Abuse Guidelines are 
circulated on a regular basis to the agencies listed in Section 8 of the Guidelines. 
A monitoring system should be introduced to ensure that the guidelines have 
been made available to all key personnel and agencies. 
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