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pertinent issues and succeeds in providing an insight into the most important challenges 
facing Irish Families and Healthcare Professionals today. 
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it is written in an open an inviting style without losing any of its academic credibility. I 
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Hugh Kane, 
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CHAPTER ONE 

A BRIEF HISTORY OF THE EARLY DEVELOPMENT OF SOCIAL WORK 

IN CHILD PSYCHIATRY IN IRELAND 

Augusta McCabe M. Soc. Sa, CQSW. 

The following history has been compiled with the help of a number of people who are, or 
who have been, linked to the development of the Child Psychiatric Service in Ireland. I am 
most grateful for the interest they showed when I approached them for information and the 
time they gave to setting down their recollections of the early days of child guidance, as it 
was then called. 

The focus of this chapter is on the early days of the Child Psychiatric Service in Ireland and 
does not take into account the significant developments which took place fi"om the early 
1990s by which time all the health boards had established specialist Departments of Child 
and Family Psychiatry. For that reason, the chapter makes only a brief reference to the 
developments which took place after 1990. 

Introduction 

Social work as a profession emerged primarily fi-om voluntary philanthropic practices, carried 
out mainly by women, in the late 19''' century. In understanding the history of social work, 
the issue of gender is a factor to be taken into account; social work has been seen as woman's 
work and a natural extension of appropriate feminine domestic duties into the public sphere. 
Psychiatry, on the other hand, allied to the field of medicine, has been regarded as a 
masculine pursuit based on science. The male claim to this professional territory was 
reflected in the pronouncement made, in 1915, by Dr. Abraham Flexner in an address 
delivered to the National Conference of Charities and Correction when he voiced the opinion 
that "A profession is a brotherhood" (Lunbeck 1994:26). 

The initial relationship between psychiatrists and social workers was not an easy one. In the 
early 1900s as college educated social workers, exclusively women, began to voice their 
professional aspirations they were seen as challenging the 'status quo' that is, the male 
dominated order of things in the professional world. However, over time, their qualifications, 
skills and their focus on problems rooted in the social environment, became essential to the 
practice of psychiatry. It was Dr. Elmer Ernest Southard, first Director of the Boston 
Psychopathic Hospital, who signaled a break with his profession's past when he argued that 
the causes of mental illness could not be attributed solely to the nervous system but might be 
located elsewhere in the body, even "conceivably in the environment at large" (Southard 
1913:1-26) 

Consistent with this view. Southard, as Director of the Boston Psychopathic Hospital, 
appointed a social worker "of proven mettle" Mary C. Jarrett (1876-1961) to head up the 
hospital's first social service department. In 1914, with Southard's blessing, she organized a 
six-month apprenticeship programme at the hospital to train students. Some years later this 



T ? IT/^^. * ' foundation for the The Smith College Training School for Social Work 
of which Mary Jarrett became the first associate director (Lunbeck 1994:35-45) 

In contrast with the world of adult psychiatry, the place of social work in child psychiatrv 
was more immediately recognised. In the United States, the realization that juvenS 
delinquency was a senous threat to society led to significant psychiatric attention be ng naid 
to children. In 1909, William H. Healy, a psychiatrist, established a court-affiliated 2 i c n 
Chicago for juvemle delinquents and included social workers, right fi-om the start â  
members of the professional team in the study of cases and the treatment of families ThuT 
social and cultural factors were given a prominence in the study of delinquency that would 
have been unthinkable at the turn of the century (Rie, 1971). 

In these circumstances, the importance of the contribution made by the social worker to child 
psychiatry was much more readily understood and accepted. From the very early days of the 
child psychiatnc service, the psychiatrist, the psychologist and the social worker comprised 
the core members of the clinical team. worKer composed 

Skehill (1999) has outlined how social work has developed in Ireland. While as she Doint. 
out, Insh developments have been influenced by the traditions and aspirali^T^f s o d a l C k 
elsewhere, it has also been shaped by die particular nature of Irish sLiety" se / ^ T b y tht 
key political processes withm it. It is of interest to note how closely the e l rday^of sodal 
work in child psychiatry mirrored that of the early days in social woTk iHeneral a 
descnbed by Skehill in her study (1999) i.e., the influence of religion, the p r e p o n d ™ of 
women - both as providers and recipients of the service - and thf frc^u!r!Tu^ZZc^ 
workers on the social problems created by poverty, poor health and lack of S u c ^ o n 

During the course of researching this chapter an interesting letter came tn h.r.A u- u 
highlighted one of the reasons for the focus on women. In respont o a'ubLe^^^^^^^^ 
running a therapeutic group, the late Professor John McKemia Director of P«v<!i?!i ^ ^ .u 
Hospitaller Order of St. John of God Child Guidance Clinic D ^ w r t r o t e to Dr^A^^^ " 
now of UCD, referring to her point that "fathers were not include^'al^e l ^ ' " ^ , ^ a v a n , 
working hours". The letter is appended, with permission, at Appendix A ' 

Social Work and Child Psychiatry in Ireland 

In 1966 the Department of Health published the findings of the Comm,\<=inn «f T 
Mental Illness. The Commission, Chaired by Mr. Justfce H ^ h y T s e"^^^^^^ 'H 
while It was mainly concerned with adult psychiatrv sienifirpnt r^I^. T ^ ^ ^^ 
relating to child psychiatry. The membersVft S m ^ s l T w r ^ ^ ^ ^ ^ " ^ t 
medical profession. There was no representative from the soc al Z k nTf ^̂  "" ^ ' 
Commission but a submission was received from a group cTued Z S ^ t t ^if'T ""̂  * " 
Region of the British Association of Psychiafric SocTworkers. ^"^^''' ' '"^^ 

The recommendations contained in the Commission's rennrf »,«,^ f 
if even half,he rec„„,n,enda,ions made h a d b Z r n p Z ^ ^ ™ l ! " ^^t'"* "" *= ' ' T , ^ 
facing ,he child care services nrigh, have been avofdcT OT p S w s t ^ i r " " ' ™ ' " ^ ' 
reference made to the need for a school psychological serviceTZ™^ " » " ^ ' ' " < ^ " ' ^ *= 
was to be sometime, 1998 in fact, before s ' u c L s e ^ S ' r i d Z ^ T S s h r ^ * ' ' ' " 

The main recommendations relevant to psychiatric social work and children put forward by 
the Commission Report included a) the need to increase the number of social workers being 
trained in the country, b) the provision of a psychiatric and psychological service for children 
in the industrial schools, c) the request that specialist staff in the psychiatric services should 
provide advice and guidance for those concerned with the counseling of adolescents, and d) 
should provide a direct service where the problem was of sufficient gravity, particularly for 
adolescents who appeared before the courts. 

Specifically, the Commission made two recommendations in respect of social workers and 
children:-

i) 

And 

ii) 

The need to develop specialized training facilities for psychiatric social workers in 
Ireland (Commission Report: 122). 

The Commission recommended that regional child psychiatric clinics should be 
developed. It recommended that the staffing of the regional clinics should be based 
on a child psychiatrist, a psychologist and a psychiatric social worker, but provision 
would be necessary for consultation with other specialists, such as paediatricians, and 
a wide range of ancillary staff such as speech therapists. (Commission Report: 69). 

i) The need to develop specialized training facilities for psychiatric social workers in 
Ireland (commission Report: 122) 

Up to 1966, post-graduate training for social workers had to be undertaken abroad, mainly in 
the UK and the USA. While the two universities. University College, Dublin, and Trinity 
College, Dublin, already provided the basic Bachelor of Social Science degree (Social 
Work) it was recommended that " with the expanding services for the mentally handicapped 
and the mentally ill, there will be increased demand for the services of psychiatric social 
workers" (Commission Report: 122). The contribution of the psychiatric social worker was 
described as "being of immense assistance and with his or her help many patients, who 
would otherwise require residential care, can remain in or return to the community. In 
addition to providing direct assistance to the patient, the social worker can obtain full 
information regarding the patient's background; this considerably helps the psychiatrist to 
understand the patient's problems and to arrange an appropriate course of treatment... 
Another important function of the social worker is to help and advise the relatives or fiiends 
with whom the patient is living" (Commission Report: 58). 

The Commission, in elaborating on the role and fiinction of the social worker, commented on 
what was, at that time, a sensitive aspect of the newly emerging social work profession in 
Ireland. The statement read "The Commission wishes to stress that nurses cannot be 
substituted for social workers in any organized scheme of psychiatric services, as they have 
not acquired the special skills necessary to undertake case work, which is an essential feature 
of the social worker's role. They do, however, play a complementary role in community 
care, and both nurses and social workers should be aware of this fact" (Commission Report: 
59). 



It was acknowledged by the members of the Commission that statistics for the number of 
children in need of psychiatric care were not available at that time. Reference was made to 
the fact that in Ireland about ten years earlier, there was only one complete Child Guidance 
Team, which was located with the St. John of God Brothers service in Orwell Road, Dublin. 
By 1966 that had increased to six teams and all had indicated that they had waiting lists. The 
Commission recommended that the aim, initially, "should be to develop the equivalent of at 
least one Child Guidance team per 100,00 of the total population of all ages". (Commission 
Report: 67). 

ii) The Commission recommended that regional child psychiatric clinics should be 
developed. It recommended that the staffing of the regional clinics should be 
comprised of a child psychiatrist, a psychologist and a psychiatric social worker, but 
provisions should allow for consultation with other specialists, such as 
paediatricians, and a wide range of ancillary staff such as speech therapists etc. 
(Commission Report: 69). 

The Commission noted that the Child Guidance Clinic, Rathgar, operated by the Hospitaller 
Order of St. John of God and the Child Guidance Clinic operated by the Sisters of Mercy at 
the Mater Hospital, Dublin, already provided most of the facilities the Commission had in 
mind and recommended that their services be enabled to act as regional clinics. Further, it 
was recommended that three additional regional clinics should be established to be located in 
Cork, Limerick and Galway (Commission Report: 69). 

What follows is an outline of the development of the Regional Child Guidance Clinics up to 
the 1990's and the social workers who participated in that development. That each clinic 
developed in its own individual way will be evident as the story unfolds. 

THE CHILD PSYCHIATRIC SERVICE IN THE EASTERN REGION 

Hospitaller Order of St John of God - Orwell Road, Rathgar, Dublin 

The first Child Guidance Clinic to open in Ireland was that established by the St. John of God 
Brothers in Orwell Road, Rathgar, in Dublin and the clinic opened its door to the first client 
in 1955. It was started under the administration of Brother Fedelis Devlin OH, who was the 
Prior in Orwell Road from 1953 to 1959. In an interview with him for the purpose of this 
history, he indicated that the development was promoted by the Department of Health 
following discussions with the World Health Organisation. The Department approached the 
Order of the St. John of God Brothers and agreement was reached on the setting up of the 
Clinic in Orwell Road between 1953 and 1954. Time was needed to prepare for this initiative 
which included the appointment of staff with specialist training, which, at that time, could 
only be acquired aboard. The core team members appointed were available to take up their 
new posts at the end of 1955. 

Dr. John Stack was the first Medical Director appointed in September 1955, Dr. John 
McKenna (later Professor) was appointed clinical psychologist in October 1955. The first 
social worker was Ms. Irene Mulaney, who, having trained abroad as a psychiatric social 
worker, joined the team in December 1955. 

Always referred to as Ms. Mulaney, even to this day, she became a legend in her own time. 
Bro. Fedilis spoke warmly of Ms. Mulaney and her dedication and professional approach to 
the work of the Clinic. He spoke in particular of the group work she pioneered with the 
parents of autistic children who attended the Clinic. It is now well recognized that work with 
the parents of children on the autistic spectrum is a critical part of any support programme. It 
is worth noting that Ms. Mulaney understood this important dimension as far back as the late 
1950's. 

Following Irene Mulaney's retirement in 1977, Maura Wall Murphy was appointed Senior 
Social Worker in 1979. She was head of the social work team until 1986 when her interest 
in, and development of Family Mediation during this time led her to move to the Department 
of Justice to start up the National Family Mediation Service. Mary Feimessy, returning from 
the child psychiatric service in the Maudsley Hospital, London, was appointed to the post of 
Senior Social Worker in Orwell Road in 1987. 

The service, which has now greatly expanded, is run under the title of the Lucena Clinics and 
provides a service from clinics located in Rathgar, Tallaght, Dun Laoghiare, and Bray/East 
Wicklow. 

Sisters of Mercy, Mater Hospital Department of Child and Family Psychiatry, Dublin 

The Mater Hospital Child Guidance Clinic (later to become the Department of Child and 
Family Psychiatry) was opened in 1962. The first Medical Director was Dr. Sean Malone 
and the first clinical psychologist was Pia Kasteel. Sr. Margherita Rock was appointed social 
worker in 1963, even though, as she said herself with a smile, she had not quite finished her 
post-graduate fraining, she "had had the benefit of a lengthy placement in the Notre Dame 
Child Guidance Clinic in Glasgow for which I have always been gratefiil". She remembered 
being there on the very first day and taking the first fourteen social histories. 

Anita Owens (nee Thompson), a psychiatric social worker, was appointed to the team in early 
1963, while Sr. Margherita was completing her Masters studies in the Catholic University of 
America, Washington. Sr. Margharita was appointed Senior Psychiatric Social Worker in the 
Mater Hospital Child Guidance Clinic in 1965. She remained in that post until 1972 when 
left to take up a Congregational appointment within the Mercy Order. Up to that time, they 
were the only two social workers attached to the Clinic. Another quote from Sr. Margherita 
concerning caseloads gives an interesting insight to the times that were in it - "I would prefer 
not to say what our individual caseloads were at that time - all I will say is that there were 
approximately 900 open files in the department". 

Dr. Paul McQuaid became the Medical Director of the department at the end of 1964. About 
the same time, Therese Brady, clinical psychologist, and Sr. Jo Kennedy, Speech Therapist, 
joined the team. This core group constituted the founding members of what was to become a 
very busy and much sought after service and training facility. As Sr. Margherita described it 
"an innovative spirit pervaded the clinic and we were all encouraged and supported in 
whatever initiative we wished to progress". This spirit of innovation was a noted feature of 
the child guidance movement in general and all those who have ever had the opf>ortunity to 
work in child guidance would, no doubt, voice the same opinion. 



The Mater Hospital extended the child psychiatric service to Ballymun in conjunction with 
the then EHB and opened a new unit in the Ballymun shopping center in 1974. Imelda 
McCarthy was the first fiill time social worker appointed to this new team. 

The Children's Hospital in Temple Street, Dublin 

St Francis Child Guidance Clinic 

The child guidance clinic in Temple St. Children's Hospital operated for the first three years 
of its existence (1962 - 1965) in the Out Patients Department of the hospital prior to the 
opening of the special unit to be called St. Francis Clinic in 1965. 

The pioneer of this clinic was St. Marie de Montfort who originally planned the development 
for the training of speech and language therapists but saw it tum into a child guidance clinic 
instead. The first social workers attached to St. Francis Clinic were Sr. Frances Ignatius, 
Nuala Harmey (nee O'Brien) and Venora O'Brien. Dorothy Staunton joined the social work 
team in the late 1960's and is currently the Principal Social Worker in the Department of 
Child and Family Psychiatry. 

The Eastern Health Board 

In the mid-1960's, Noreen Kearney was appointed Senior Psychiatric Social Worker (PSW) 
for the Dublin Health Authority (DHA) which, following the Health Act 1970, was to 
become the Eastern Health Board (EHB). As she recalls, the need for social work^s to be 
tramed for the psychiatric service was evident and had been recommended in the 
Commission on Mental Health of 1966. Together with Veronica Webb, the other PSW 
employed at that time by the DHA, she submitted a proposal for a trainee scheme to the 
Personnel section of the DHA. This proposal was strongly supported by Dr. Ivor Browne 
who was at that time the Chief Psychiatrist. The proposal was approved and one of the most 
innovative training schemes for social workers got under way. 

The Eastern Health Board (EHB) Trainee Scheme 

The EHB trainee scheme was confined to the psychiatric service and included the service for 
both adults and children. The scheme was advertised in the press and candidates were 
selected by interview. The scheme offered a one year apprenticeship to new B Soc Sc 
graduates, who had taken the social work option in their degree. They were apprenticed for 
one year, to an experienced PSW who supervised their caseload. They were paid a nom'inal 
salary (m 1972 this was approximately £1,000 per annum) and were expected to move on to a 
post-graduate training course at the end of the year. It was up to the trainee to find 
thernselves a place on a post graduate course (at that time the professional qualification was 
Z n e ^ v l a l t f e f " ? «f Q ^ " ' " ! " " " '̂ '̂ ^^^ ^^^'^^ ^ Q S ^ - The contract was that 

^Z^!;T^:^tSZt^''''''^ ''' ' P^"^^ ° ^ " ° ^ ' - ^ ^ - ^ ° y - ^ - the successful 

Noreen Kearney did a trawl through her papers for the purpose of this chapter and came up 
with the following list of some of the social workers who had participated in the trainee 
scheme between the years 1968 to its conclusion in 1974. The list, while not complete, 
included Brid Clarke (nee Thomhill), Jean Forbes, Leone Lunny (nee McCormack), Marie 
Hill, Hilary Hutch, Mary Higgins, George Jones, Margaret Kirby, Augusta McCabe, Clarie 
McGrath (nee Leonard), Irene McMahon (nee Farren), Emer McManus, Nora McPartland 
(nee Lennox), Mary Millar, Vicki Somers, and Fred Roantree. 

The first two trainees were Leone Lunny and Emer McManus. Having obtained their 
Certificate of Qualification in Social Work (CQSW) they returned to Dublin 1968. Leone 
Lurmy joined Noreen Kearney in St. Loman's Hospital while Emer McManus joined 
Veronica Webb in St. Brendan's Hospital. 

The Eastern Health Board Child Psychiatric Service 

Prior to the trainee scheme, in 1962/3, Ursula Hurley, social worker, was attached to the 
Children's Unit in St. Loman's Hospital. This Unit was primarily geared to the needs of 
autistic children but the special school attached to the Unit catered for children presenting 
with a variety of disorders. Dr. Paul McCarthy, returning fi-om Canada, joined the Eastern 
Health Board (EHB) as Clinical Director of the Child Psychiatric service in 1968. Leone 
Lunny, fi-esh from the London School of Economics with her CQSW was the first psychiatric 
social worker to be attached to his team. 

Her brief covered the newly established child guidance service launched by Paul McCarthy 
and located initially in St. Loman's hospital, and the two day centres. Garden Hill located in 
the grounds of St. James Hospital, and the clinic in Ballyfermot located at Claddagh Green. 

The social workers associated with the establishment of the EHB child psychiatric service are 
listed at Appendix B. 

THE CHILD PSYCHIATRIC SERVICE IN THE WEST OF IRELAND 

The Western Health Board: Galway, Mayo and Roscommon 

Dr. Anthony Carroll took up his appointment as Clinical Director of the Child Psychiatric 
Service in the Western Health Board on the l" April 1975. The team was first located in the 
unopened General Psychiatric Unit in the Regional Hospital, Galway, and the service was 
intended to cover the three counties of the Western Health Board, Galway, Mayo and 
Roscommon. The first few years involved a lot of travel to outpatient clinics in Castlebar, 
Ballina, Rosconunon and Ballinasloe, as well as providing the service for Galway city. 

As he wrote in a letter to the author, referring to the development of child guidance in the 
West "in establishing the service I had a community focus and a multi-disciplinary team in 
mind". With an agenda like that he set about acquiring a secretary, a clinical psychologist 
and a social worker as quickly as possible. By September of 1975 he had appointed Jim 
Byrne as social worker. Jim Byrne had a background in psychiatric nursing and speech 
therapy and had also trained in social worker. The following year, 1976, the child guidance 
service was re-located to Salthill to a house called Lyradoon and Mike Grieve was appointed 



Senior Social Worker. The other social workers to join the team in the early days of the 
service included; Kate Feeley (1977); Karen Grieve (1979); Bridget O'Leary (1979) and 
Aime Marie Naughton (1980). 

In 1978 the expanding service moved to St. Anne's children's home, in Taylors Hill, which 
had just been vacated by the Sisters of Mercy. St. Anne's became the headquarters for the 
new service while Lyradoon remained as the center for family focused work. St. Anne's was 
developed into a children's center functioning as an adolescent and child residential and day 
assessment Unit coupled with a treatment centre with its own special school. In 1982 the 
Child Guidance Clinic was opened in University College Hospital, Galway. 

Initially, as Tony Carroll recalls, "we had a somewhat traditional Child Guidance Team 
approach, but we quickly adopted Family Therapy as the most usefiil approach in our 
peripheral clinics". While being a strong advocate of Family Therapy, Tony Carroll largely 
attributes the practicalities of this development within his own child guidance service to the 
members of his social work team, particularly Mike and Karen Grieve, who will long be 
remembered as the organizers of the now famous family therapy workshops on Inishbofin in 
June of 1980. Family Therapy enthusiasts came from all over the country for the two 
workshops, each workshop lasting five days, which were led by Ingegerd Wirtberg (Sweden) 
and Bill Petitt (UK). For the influence of social work on the development of Family Therapy 
in Ireland see later section in this chapter. 

Tony Carroll is unstinting in his appreciation of the contribution of the social worker to the 
child psychiatric service. He has long been an advocate for social work and refers to the 
social worker as a crucial member of the child guidance team. 

THE CHILD PSYCHIATRIC SERVICE IN THE OTHER HEALTH BOARDS 

Following the development of the services in the Eastern Health Board and the Western 
Health Board, a designated child psychiatric service was slow to take off in the rest of the 
country. Up to the early 1990s the child psychiatric service was provided in a number of 
different ways. Some boards contracted with the volxmtary agencies already providing 
services to children with mental disabilities to provide a child guidance service; other boards 
shared a service with professional staff providing sessions across health board boundaries; 
some boards used the adult psychiatric service when necessary and many of the boards sent 
children to the Dublin clinics for assessment when a second opinion was required. 

The following is a brief sketch of the establishment of the child psychiatric service and the 
social workers involved in the remaining health boards up to the early 1990s. 

The Southern Health Board: Cork arid Kerry 

The child psychiatric service in Cork grew out of the service provided by the Brothers of 
Chmty m Lota for mentally handicapped boys as far back as 1936. In 1955 the Department 
of Education recognised Lota as a special school, one of three in the country, with a 
residential center for boys. 

Betty O'Cormor started her social work career as the Medical Social Worker in Barringtons 
Hospital, Limerick in 1945. She subsequently joined the residential center in Lota, Cork 
(1962-87). She recalls that the child guidance service gradually developed out of the mental 
handicap service as more and more children were presented who needed psychiatric attention. 

Throughout the 1970's and 80's as the demand for child guidance increased, the service was 
moved out of Lota but continued under the aegis of the Brothers of Charity. It was located in 
different places in Cork at various stages in e.g., in Fitten Street, then Victoria Road, and 
finally moving to a purpose build center at Mahon, Cork. A range of services was offered 
including assessment, diagnosis, child, adolescent and family guidance services. Dr. Paddy 
Murray was the consultant child psychiatrist during this time and the names of the social 
workers associated with the developing service included: Patricia Slevin, Vanessa Curtis, 
Madaline Johnson, Maree Keenan and Delia Gaffiiey 

The Southern Health established a child psychiatric service in 1994 and the first Clinical 
Director of Child Psychiatry, Dr. Finbar O'Leary was appointed that year. The unit was 
located in St. Finbarr's Hospital, Cork. The first social workers who joined the child 
psychiatric team were Elizabeth O'Riordan, Senior Social Worker, appointed in September 
1996, with Mary Healy following a month later in October 1996. 

The Mid-Western Health Board: Limerick and Clare and Tipperary North Riding 

The health board service was established in November 1993 in the grounds of the Regional 
General Hospital, Limerick by Dr. Neil Adamson, Consultant Child Psychiatrist. Prior to this 
development, the Brothers of Charity in Bawnmore (under the directorship of Dr. Jim 
Ledwith, Consultant Psychiatrist) assessed children and adolescents in crisis on request. This 
was in addition to the mainstream work of the service of the Brothers of Charity which 
provided for people with learning disabilities. 

Under Dr. Adamson, as Clinical Director of the new Department of Child, Adolescent and 
Family Psychiatry, the service was moved to its present location in O'Connell Street in the 
heart of Limerick city, in August of 1995. The service is provided by a multi-disciplinary 
team. The new service maintained its connection with the Brothers of Charity service in 
Bawnmore, its links with the Paediatric service in the Regional General Hospital and the 
Community Care service, thus providing accessibility to the other relevant services. 

The first Social Worker to be appointed to the service was An na Cava, who joined the 
service in early 1994. Dave Rush joined the team in 1995, and Kevin O'Farrell was 
appointed Senior Social Worker in 1996. The current Senior Social Worker, Kay O'Keeffe, 
was appointed to the post in 1998. 

The North Western Health Board: Donegal; Sligo; Leitrim and west Cavan 

In the NW health board, up to 1992, a psychiatric service was provided for children by the 
adult psychiatric service, or, if warranted, the child could be sent to a clinic in Dublin for 
assessment. In 1992, Dr. Don McDwyer was appointed as Consultant Child Psychiatrist. A 
social worker, Ann Shields, was appointed in 1993 and the present Senior Social Worker, 
Maire Magenis was appointed to the team in 1995. 



The Midland Health Board: Laoise, Offafy, Longford and Westmeath 

The history of the child guidance service in the Midland Health Board is an interesting one. 
A specific child guidance service was provided by the board as far back as the early 1970's 
(if not earlier) when Dr. Ellen Cody, based in St. Loman's Adult Psychiatric Hospital in 
Mullingar, practiced child psychiatry. Bridget Gallagher was attached to the service and 
continued when Dr. Una Batt took over from Dr. Cody about 1978. Their brief seemed to 
cover the whole of the Midland Health Board region and, by arrangement, extended to part of 
the North Eastern Health Board region where they provided sessions in Navan to cover 
children in Co. Meath. 

The social work members of the child guidance service worked on secondment from the 
Community Care team on a sessional basis. This worked out at about two or three days a 
week in child psychiatry and the remainder of the week with the Community Care team. The 
pioneers in the Midland Health Board were Carmel Dolan from 1977, covering Athlone, with 
Siobhan Keogh and Rosin Doherty from the early 1980's covering Mullingar and Longford, 
respectively. 

Dr. Antoinette Dalton is the current Consultant Child Psychiatrist for the Midland Health 
Board region and Carmel Dolan is the Senior Social Worker in the service which is based in 
the Hospital in Mullingar. 

hallmark of the profession emerged over the years. While the person-situation construct has 
governed all of social work practice since the publication of Social Diagnosis by Mary 
Richmond in 1917, the emphasis in the early years was on direct case-work with individuals. 
By the 1940's group-work had become a standard part of the practice curricula in schools of 
social work and by the mid-1950's, social workers, along with other professionals in other 
disciplines, became interested in the practice of family freatment. By the 1960's a systems 
framework had developed which directed the social worker's attention to the functions of 
linkage and networking. Family treatment was integrated into social work practice by 
Ackerman (1961) and Minuchin (1974). The 1980's saw the emergence of a structural 
framework which demanded a perspective which took account not just the individual and 
their family but also their environment and the influence of the community. 

For the purpose of this history, Ruth Torode, now Lecturer in Social Work and Director of 
the Bachelor in Social Studies Programme in Trinity College Dublin, plundered her personal 
archives and came up with a list of the tasks she performed as part of her job in Garden Hill 
in the 1970's. Reading the list now it is possible to see all the elements of social work, as 
outlined above, called into play i.e., casework, group-work and family treatment with a 
measure of community involvement and advocacy. What follows reflects to a great extent 
what most social workers in child psychiatry would have been doing during those early years. 

The tasks as listed included:-

The North Eastern Health Board: Meath, Louth and Cavan 

The North Eastern Health Board had an arrangement with its neighbouring board, the 
Midland, and the psychiatric service based in St. Loman's Hospital, Mullingar, provided a 
service, on a sessional basis for many years until such time as the regional child psychiatric 
service was established in the early 1990s. Dr. Una Batt was the child psychiafrist who 
covered this area in the early years with Bridget Gallagher as the social worker from the 
Mullingar center. This provision appears to have covered Meath only at that time. A social 
work service was also provided from the Lourdes Hospital in Drogheda where the social 
worker was Maura Matthews. When the regional service was introduced by the NEHB it was 
lead by Dr. Maria Lawlor, Consultant Child Psychiatrist. Bemie Henry is currently the 
Senior Social Worker in the child psychiatric service. 

The South Eastern Health Board 

^Qon ^ ^ ? ^ ^^fWishment of the regional health board child psychiatric service in the mid 

l^r.!:. A i ^ •^''^ ' ^^ ' ' ^ "^^ ^^8^'y P'̂ ^ î̂ ed by the Brothers of Charity in 
Waterford together with a number of sessions provided by some of the Dublin child 
psychiatric climes. The Department of Child and Family Psychiafry is located in the 
Regional Hospital, Waterford and the present Senior Social Worker is Noreen Dumie. 

The Role of the Social Worker in the Early Days of the Child Psychiatric Service 

The important contribution of the social worker to the child psychiafric team lies in the verv 
nature of social work itself TT.e holistic approach whichVame to beTcoJi^ed L S^ 

Prioritizing referrals. 
Carrying out pre-assessment home visits to compile the family social history. 
Cataloguing the child's developmental milestone. 
Preparing and writing up the pre-assessment reports. 
Participating in the psychiatric assessment and meeting parents whilst the psychiatrist 
saw the child. 
Planning appropriate intervention with the psychiatrist. 
Working with parents and occasionally with the child. Work with some families was 
long term and often continued after the psychiatrist had ceased to see the child. 

• Liaising with other team members as appropriate: psychologist, speech therapist, play 
therapist, etc. 

• Following up on families who did not respond to appointments. 
• Accessing resources, advocating on behalf of clients with welfare services, liaising 

with schools and community services etc. 
• Presenting cases at team meetings and contributing to the discussion of other case 

presentations as well as attending the regular journal club. 

In addition to the above, she added, on a personal note, that she also was involved in several 
related activities which included: 

• Running a support group for mothers, while children attended a concurrent play 
group, on two afternoons a week for a number of years. The group was based in the 
Fatima Mansions Parish Centre, which was run by Sr. Claude. Most of the mothers in 
the group were from the locality and were socially isolated eind issues addressed, at 
the behest of the participants, included parenting, sexuality, marital conflict, finding 
time for themselves etc. 
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• Student training. Providing supervised student placements for the Universities, on a 
twice yearly basis. 

• Participation in a Practice Teachers training and support group. 
• Weekly meetings of the EHB Psychiatric Social Workers held in St. Brendan's 

Hospital and organized and chaired by Noreen Kearney. This was a support group 
and very valuable, given that there was no formal supervision for the PSW's 
elsewhere in the service. 

• Monthly meetings with social work and community workers in the Crumlin social 
service centre. 

• Active participation in the Irish Association of Social Workers (lASW) and 
contribution to the work of particular special interests groups, attending the monthly 
lASW Eastern Regional presentations, involvement with the Women's movement and 
the Local Government and Public Service Union (later to become IMPACT). 

The extent of the remit as outlined above is due in great measure to the interest and 
dedication of the individual social worker. Coupled with that is the fact that prior to the 
development of the Community Care social work teams, many children were referred to the 
child guidance clinics who, to-day, would be seen, more appropriately, by the Community 
Care service. 

It is worth noting that in the early years of social work in the child psychiatric service there 
were a number of short-comings in terms of supervision and service co-ordination. For 
example, a) there was no formal supervision of the work and while there was a lot of peer 
support and consultation, there was no real direction or accountability on the job; b)there was 
an apparent lack of integration within the service i.e., different clinics in the service did not 
co-ordinate their work or co-operate on joint projects, and c) there seemed to be an absence 
of strategic planning or policy development for the service which involved the views or 
contribution of team members. However, in spite of these gaps, the work was satisfying and 
rewarding and the autonomy enjoyed by social workers appeared to act as an incentive to 
give of themselves, over and above the call of duty. Quite a lot of activity took place outside 
the nine to five of the working day so that work and social life with colleagues fi-equently 
overlapped. It would probably be true to say, of that time, that social work was still regarded 
as having a vocational dimension and the commitment to the client was more than just part of 
the job. 

An important aspect of the work was the nature of the cases which were presented to the 
child psychiatric service in those early years e.g. many of the cases involved multi-problem 
families with a history of poverty, poor housing or crowded living conditions (some women 
revealed having had up to twenty pregnancies), domestic violence, child abuse and neglect, 
chronic ill-health, alcohol abuse, depression, school phobia or agoraphobia, learning 
difficulties and/or significant psychiatric problems. Many of these cases became long-term 
and open-ended when a more goal-focused and time-limited approach might have been more 
effective. Two factors may have contributed to this weakness in the system, i.e., a) the lack 
of formal supervision for professional staff, as mentioned above, and b) the lack of a 
developed Community Care social work service. It was only after 1974, when the social 
work service was established in the Health Boards, that many of the cases which were seen, 
particularly in the Health Board child guidance clinics, were more appropriately referred to 
the social work teams in Community Care. Prior to that, child guidance clinics dealt with 
many cases which would later be referred to the social work departments in the community 
care areas. 
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With regard to the question of child abuse, it was unclear where responsibility rested during 
the early years of the child guidance service and child sexual abuse went largely 
unrecognized. The first Department of Health guidelines on physical child abuse (Non 
Accidental Injury, as it was then called) were issued in 1978 while the first Department of 
Health guidelines which referred to child sexual abuse appeared in 1982. It was only when 
training became available in the 1980's that many a professional in the child guidance service 
became aware, retrospectively, and with some distress, of child sexual abuse cases they might 
have missed in the course of their work. 

Given the range and the complexity of family problems which presented to the child 
psychiatric service, the opportunity to learn fi-om the experience of working with a multi-
disciplinary team was exceptional. The feed-back fi-om case presentations and discussions 
which took place at the regular meetings of journal clubs were regarded as an integral part of 
the learning envirormient in the child guidance service. It is small wonder that social workers 
who had work experience in this service developed a wealth of expertise to draw on whatever 
road they subsequently traveled. 

Family Therapy, Social Work and the Child Psychiatric Service in Ireland 

In early 1975 the Eastern Region Committee of the Irish Association of Social Workers 
(lASW) decided to focus on "The Family" as it's theme for that year and to that group must 
go the credit for hosting the first workshop on Family Therapy in Ireland. Ruth Torode 
(attached to Garden Hill CGC at that time) confirmed from her diary that Saturday, 3'̂ '' May 
1975 was the inaugural meeting facilitated by Pat Pegg fi-om the United States and David 
Wilmot, Family Service Unit project leader in North London. Philip Kearney (attached to the 
Mater Hospital CGC at that time), Barbara Kohnstanm, Josephine Glyim and Katie McGing, 
all social workers, were the key organizers of the event. 

Throughout the year 1975 - 1976 the group sponsored lectures, seminars and meetings on the 
topic of the family and out of that focus emerged the Family Therapy Network of Ireland 
(FTNI). In May 1976 a small group, which became known as the 'Core Group' of the FTNl 
and with the support, financial and moral, of the lASW the group developed. The people 
most closely associated with this development were Katie McGing, Phil Kearney, Josephine 
Glyim and Barbara Kohnstanm. From its inception, the aim of the Network was to become a 
body which would bring together the talents of the relevant professions in promoting family 
therapy training in Ireland. 

By 1978, the FTN had established itself as an ongoing entity and Family Therapy experts 
who were invited fi"om abroad had generated an excitement and a keen interest within the 
Irish scene in learning and developing skills in this approach. Such experts included Virginia 
Satir and Fred La Belle (who had trained under Satir) from the Centre for Social Services of 
Metropolitan Montreal. Therapists fi-om the Ackermann Institute in New York came to 
Dublin and ran highly successful workshops. One such therapist was Phoebe Prosky, who 
together with Imelda McCarthy representing the FTNI, was interviewed about her work on 
the Late Late Show. Other famous practitioners fi-om abroad who provided learning 
opportunities up to 1980 included Sue Waldron-Skinner fi-om the UK, Jean Sternberg from 
California, and Salvador Minuchin. Later in the 1980's members of the Milan team, Lynn 
Hoffman, Monica McGoldrick and others were regular visitors to Ireland. 
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In 1980, the FTNI set about organizing home grown training groups to meet the growing 
demand for ongoing training. Two different courses were offered that year: 

i) A nineteen week clinical supervision group co-run by Dr. Nollaig Byrne, 
consultant child psychiatrist at the Department of Child Psychiatry in the Mater 
Hospital, and 

ii) An introductory theoretical course for beginning family therapists run by Imelda 
McCarthy, who was, at the time, pursuing a Masters degree in Social work at 
UCD. 

In the Autumn of 1980 the members of the FTNI (which had been independent of the lASW 
since 1976) met to decide on the fixture development of the network. It was decided, 
overwhelmingly, to continue with the work imder way and a new Steering Committee was 
elected. The membership reflected the aspiration for a multi-disciplinary group and 
comprised: Katie McGing (social worker), Imelda McCarthy (social worker), Paddy King 
(psychologist/Sligo), John Phelan (General PractitionerAVaterford), Marian Murphy (social 
worker/Cork). 

The Family Therapy Network of Ireland had gone from strength to sfrength in the intervening 
years and the two year Clinical Diploma in Family Therapy was established by the mater 
Hospital in 1991 by Dr. Nollaig Byrne, Philip Kearney and Imelda McCarthy. The course is 
now formally linked to a Masters programme in University College, Dublin. This course is 
now one of the most sought after post-graduate training courses of its kind in the country with 
the original team gaining a widespread international reputation for their work. Dr. Jim 
Sheehan, who was Principal social worker in the Mater Hospital Dept. of Child and Family 
Psychiatry, is now the fiill time Director of this Family Therapy programme. 

During the mid 1990's FTNI changed its name to the Family Therapy Association of Ireland 
(FTAI) as the organization became more professionally streamlined. 

It is also worth mentioning the diverse paths taken by some individual social workers who 
left child psychiatry for "fresh woods and pastures new". Their early experience in family 
and child psychiatry no doubt served them well whether it was in the field of private practice, 
organizational development, management, public or political life. While a number of social 
workers moved into the world of academia, many of those who are currently in child 
psychiatry have pursued research options and proceeded to the level of Ph.D. 

Social Work in Ireland is a relatively new profession. It has made a contribution not only 
through practice, but also through the administration and management of social services. 
Social Workers in the child psychiatric service, which was the subject of this chapter, have 
clearly made their own special contribution to this development and enhanced service 
provision for the benefit of all. 

The Broad Perspective 

Looking back on the early development of the child psychiatric service in Ireland; the 
challenges and the innovation which followed, and it is hardly surprising that social workers 
who had the opportunity to work in child psychiatry in those early years, should have 
developed a range of skills and an expertise which had a much wider application than the 
child guidance service itself 

A glance at the early records of the Irish Association of Social Workers and the Local 
Government and Public Services Union (now IMPACT) will show that many of the social 
workers employed in psychiatric social work and medical social work were heavily involved 
in the work of these organizations. The outcome of such commitment was the development 
of significant dimensions of the profession e.g., the contribution made by Irish social workers 
to the international scene through the International Federation of Social Workers and, on the 
home front, the initiatives brought about by the Social Workers Vocational Group within the 
Union. 

\A 
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APPENDIX B 

Social Workers associated with the early days of the Child Psychiatric Service of the Eastern 
Health Board included:-

• Leone Lunny 1968 - 1970 St. the Children's Unit in Loman's Hospital, Garden Hill 
and the Ballyfermot Clinic at Claddagh Green. 

• Sr. Vincent (later Sr. Meave O'Sullivan) 1971-1977 Children's Unit in St. Loman's 
Hospital where she supervised Brid Clarke during her trainee year. She moved to the 
Ballyfermot Clinic at Claddagh Green. Consuhant child psychiatrist at that time was 
Dr. Gerry O'Neill. 

• Brid Clarke 1971 - 1972 (St. Loman's children's unit as a trainee). Adult psychiatry 
from 1973 to 1978 and returned to the Department of Child Psychiatry in St. James's 
Hospital from 1978 -1989. 

• Ruth Torode 1972 - 1975 based in Garden Hill initially and moved to Ballyfermot 
clinic from 1973 to 1974. She returned to Garden Hill then under the consultants Dr. 
Una O'Donnell and Dr. Marianne Smith. 

Niels Veirup, a trainee social worker from Denmark, was attached to Garden Hill 
under the supervision of Ruth Torode in 1974. 

• Jean Forbes 1972 -1972 based in the center in Garden Hill, St. James's Hospital. 

• Clare Leonard (nee McGrath) 1972 - 1977 Castleknock Child Guidance Clinic. 
Consultant child psychiatrist at that time was Dr. Donal Cotter. 

• Augusta McCabe 1973 - 1979 first located in St. Loman's Hospital, Children's Unit, 
and moved to the new, purpose built. Department of Child Psychiatry in the grounds 
of St. James's Hospital when it opened in 1975. Consultant child psychiatrist at the 
new clinic was Dr. Una O'Donnell. 

• Caroline Cantan 1975 - 1978. Worked in Phoenix Park Special School for children 
with emotional problems which was attached to the Castleknock Clinic. Undertook 
part-time locum work in St. James's Department of Child Psychiatry from 1983 - 86 
while Brid Clarke was on leave of absence during her term as President of the Local 
Government & Public Services Union (later IMPACT). 
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CHAPTER TWO 2.0 Assessing intervention strategies 

1.0 

THE STAY SAFE PROGRAMME: A MENTAL HEALTH INITIATIVE 

FOR IRISH CHILDREN 

Maria Lawlor, 
Deirdre Maclntyre. 

Baclcground 

The Stay Safe programme is a comprehensive school based Child Sexual Abuse Prevention 
Programme that was developed in the late 1980s in Ireland as a result of therapeutic contact 
with a number of sexually abused children and their families in a residential psychiatric 
treatment centre. These children had been referred because of persistent suicidal behaviour, 
depression, refractory psychosomatic problems, severe behaviour and emotional problems 
and, in one or two cases, because of sexually abusive behaviour to smaller children. The 
children were experiencing many of the now well documented effects of child sexual abuse 
(Beichtman, 1991; Finkelhor, 1984). At the time, the medium and long-term effects of child 
sexual abuse (CSA) were being increasingly reported by victims and recognised by 
professionals (Beichtman, 1992). A number of significant attitudes, behaviours and beliefs 
were identified in the children and families undergoing freatment: 

1) Sexual abuse was maintained by secrecy and threats, 
2) Victims felt they were to blame, 
3) Children did not have a language to communicate their abuse experiences, and 
4) Adults found difficulty talking about their own abusive childhood experiences. 

Interactions with the children's parents, their extended families and teachers revealed equally 
significant attitudes, behaviours and beliefs: 

5) A majority of adults were reluctant to believe that adults they knew, sometimes loved 
and respected would and could sexually abuse children, 

6) A minority of adults believed that children themselves must be responsible for the 
sexual abuse, 

7) Both parents and professionals involved with children had varying difficulties 
recognising indications from children about sexually abusive experiences, 

8) Concerned adults did not know how to respond appropriately and supportively to the 
children even if they believed child sexual abuse could possibly have occurred, e.g. 
what to do next in the child's best interest to help them? Where to go? Who to 
approach for appropriate help. 

Many victims, families and many professionals viewed the whole area of child sexual abuse 
as riddled with difficulties, ignorance, uncertainty and fear. 

The numbers of cases of CSA being brought to the attention of mental health professionals 
were increasing rapidly and freatment resources were limited. Serious consideration was 
given to the development of primary and secondary preventive approaches. A review of the 
extant literature and clinical practices indicated that the key issue to consider was the delivery 
of the interventions. It was decided at an early stage that in terms of effective 
implementation, monitoring and quality confrol a school based system endorsed by the 
parental communities might be the most effective sfrategy. 

Apart from time with their families, children aged between 4 and 12 years spend most of their 
time at school. Teachers are frained to listen to children, and with some extension they could 
acts as children's 'confidantes' about problems, including problems about abuse. Both 
parents and teachers could act as resources to children only if both groups knew more about 
the signs and symptoms of child sexual abuse. In addition, they needed to know how to 
respond appropriately and supportively to a child's disclosure, and how to access appropriate 
advice and help. Teachers needed to know how, where and who to contact in social services if 
a child disclosed sexual abuse to them, or if they had a suspicion or concern about child 
abuse. Teachers also needed to know what the outcome of their contact with the social 
services was likely to be. 

The children needed to be told by parents and teachers to approach them about problems that 
made them feel upset, afraid or unsafe. Moreover, children needed to feel they could, and 
should approach these figures if they felt upset, afraid or unsafe. Teachers and parents had to 
emphasise to children not to keep secrets about touches, or anything that made them feel 
afraid or unsafe. Children were told that they could tell. It was also explained to them how to 
tell adults if they were upset, afraid or felt unsafe. They were told that if asked to do 
something that made them feel afraid or unsafe, that they should say no, get away and tell an 
adult and to keep telling until someone helped them. 

It was decided that in order to have a noticeable primary and secondary preventive impact, a 
comprehensive approach would have to be taken. This approach would include teacher 
fraining, liaison between schools and social services, parent education, and only then the 
teaching of personal safety skills to children. 

3.0 Review of Programmes and methods 

A review of available programmes at the time revealed several short interventions (Nibert, 
1989; Garbarino, 1987), a lesser number targeted children only (Garbarino, 1987). Other 
limitations were directiy related to resources. For instance, the implementation of the UK's 
Kidscape programme (Elliott, 1986) involved having additional adults in the classroom with 
the children's teacher. These additional school staff were not available in Irish primary 
schools. More significantly,/ew programmes took children's cognitive developmental levels 
into account (Conte, 1985). A literature review at the time seemed to indicate that 
comprehensive programmes targeting children, families and schools were particularly 
effective. (Kolko et al, 1987; Binder and McNeil, 1987). Programmes teaching children to 
avoid abduction by strangers involved group training and behavioural training (Fryer, 
1987a,b) or video training and behavioural training (Poche, 1988). These clearly indicated 
active teaching methods, which included modelling and role-play, were likely to be more 
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effective in teaching children personal safety skills. A follow up study by Fmkelhor (1995) 
of two thousand 10-16 year olds, indicated that young people who had been taught more 
comprehensive programmes found those programmes more helpful, had greater knowledge of 
child sexual abuse. Importantly all were more likely to have used the skills taught to deal 
with threats and assaults, and were more likely to disclose than those who participated in 
brief programmes. Programmes with the most durable effects are those that include 
behavioural rehearsal, repeated presentations, standardised materials, trained instructors and 
involve parents (Conte, 1985; Briggs and Hawkins, 1994; Wurtele etal., 1992b). 

Most interventions were not suited to the Irish educational context and culture. The Stay Safe 
programme was mindful of the prevailing educational ideology (and religious ethos) which 
was reticent to endorse novel 'moral welfare' initiatives directed towards children. A wide 
ranging consultation involving all relevant educational bodies and recognised vested interest 
groups, resulted in an implementation model that was multidisciplinary, multilateral and both 
school and community based. This approach was eventually recognised as inclusive, non-
threatening, and ensured acceptability of the programme materials by all parties. The 
multidisciplinary team consisted of professionals drawn from child psychiatry and 
psychology, and the teaching profession. 

4.0 High level goals of the Stay Safe programme 

The quality of the teaching materials would clearly have an impact on the efficacy of the 
overall delivery of the programme. To maximise the impact of Stay Safe (a school based 
child abuse prevention programme), it was essential that the teaching materials reflect the 
suitability of the programme for the: 

Irish educational context and culture. 
Cognitive development of the child. 
Learning strategies involved (e.g. modelling, role play, and multi media 
presentations). 
Pro social element to be incorporated. 
Maximisation of the mental health implications of the programme by increasing 
children's self esteem and their knowledge about self protective strategies, and 
expanding their awareness of having a support structure and how to use it. 

A central aim of Stay Safe was that children would tell adults about problems that they have 
and that they should continue reporting until someone helps them. The purpose of this was to 
remove any stigma associated with 'having a problem' and 'telling tales' about being hurt or 
upset. One could reasonably accept that when children realise that teachers are concerned 
about them feehng unsafe, afraid or upset, that they may more readily see the teacher as a 
resource to whom they can turn when in difficulties. 

Other issues in optimising impact on children were that the programme be as relevant as 
possible by usmg mformation from research on sex offenders and about how they gain and 
mamtain the cooperation of child victims (Conte, 1989) And that the children would enjoy 
learning the programme and teachers would enjoy teaching it. 

The children are also taught how to assert themselves in a number of situations and this may 
be protective for children m the short and long term. They become aware that this mode of 
response is possible, they will have practised it in the school setting and may use it when a 
physically, sexually or verbally abusive situation arises and thus reduce victimisation on that 
occasion and subsequently. 
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Another mental health related aim of this programme was to increase the children's self 
esteem and thereby reducing vulnerability. This was to be done by teachers helping children 
to feel better about themselves by getting them to focus on the good and safe aspects of 
themselves and their lives as well as helping them to develop problem solving strategies. 

Bullying is a common problem and this is dealt with in some detail in the lesson plans. 
Children are encouraged to prevent victimisation by avoiding isolation as much as possible as 
well as being taught sfrategies to deal directly with bullying. Children are told that it is not 
right for others to bully them or make them feel imsafe. They are also taught the 
unacceptability of bullying others or making them feel imsafe. 

4.1 The Stay Safe packages 

A charity the Child Abuse Prevention Programme (CAPP) was established to fimd the 
development and production of the early packages. CAPP was involved in the fimdraising 
and production of materials for the different programme components. These included teacher 
training, parent education, liaison between social services and school and teaching a two-
tiered personal safety curriculum for the upper and lower age groups in primary schools. 

The following six material packages were developed: 

i. A User's Handbook for teachers 
ii. Senior lesson plans book for senior cycle with 10 lessons and Junior 

lesson plans book for jimior cycle with 12 lessons. 
iii. Video for children called 'Pajo says Take Care of Yourself. 
iv. Cassette tape with 'Stay safe' song. 
V. Templates for senior and junior children's workbooks. 

vi. Template of Parent's Booklet. 

The development of the individual components of the Stay Safe programme are described in 
detail by Maclntyre et al., 2000. 

Every page of the children's workbook has a section for the parents signature. The aim of 
this was to involve the parents in each lesson. The intention was that parents would discuss 
the lesson content with their child and give the child an opportunity to confide in them as 
well as letting the children know that as parents that they are prepared to talk about such 
topics as touching, bullying and being upset and are prepared to listen and help. This is 
important as often parents may not be aware if their children are feeling bad if the children do 
not externalise their distress. 

Also the parental involvement in the programme gives the parent an opportunity to find out 
exactly how much or how little their child knows about how to look after him\herself and 
may then take the opportunity to advise them accordingly. 

From a therapeutic point of view for victims of abuse it was considered useful to include the 
following: 

• Reassuring victims of abuse that it was not their fault, that they are right to tell. 
• Letting children know that they do not have to keep secrets that an adult may ask of them 

and that make them feel unsafe. 
• Letting children know that adults are responsible for children and are responsible for 

helping them and thereby helping children feel less alone when in difficulties. 
• Teaching them that they should not be involved in hurting others 
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5.0 Evaluation of the Stay Safe Programme 

It was important to devise a thorough, implementable evaluation strategy given the 
complexity of the variables involved, the difficulty in evaluating preventive interventions, 
and the uncertain attitudes of teachers and society in general in the late 1980s in Ireland 
towards CSA. For instance, sex education programmes were not available in primary level 
schools in Ireland. Schools, teachers and parents were ill at ease with child sexual abuse. In 
pioneering fashion both the Irish National Teachers Organisation and the National Parents 
Council were remarkably supportive. Initially, the clerically dominated school managerial 
associations lent equivocal support to an evaluation of the programme. However once 
explanations of its rationale were made plain to schools' Boards of Management, Principals, 
teachers and parents, all parties saw and understood the non threatening content of the 
teaching materials and representative sample of schools agreed to become involved in the 
evaluation of the programme. 

5.1 Design and Methodology of Evaluation 

Given the complexity of the problem being tackled and the enormous amounts of data for 
evalua'tTf'.I, programme was evaluated using two different strategies. One involved 
^ m t r i t , . f ' ^ on children's behaviour of different levels of intervention. Teacher 
S f L - S ^ r ^ " ^ ^ "^^ ^^^^hi"g the nro^annn.. t . .^.^^A.^ ^as compar^d^^ 
n t n ^ L T ? ) "̂  u'*" r"" ' ^ " ' P ' ' ^ ^^* ^ SO intervention group. The other strategy 
TeaJhtttrT! " ' " ^ ' r ' T P ^ " " ^ ^ ^^ '̂̂ ^^^^ ^-'"•«?' ^ - - ^ education Z 
S o S e i i t u T r e T ' '" ^^^P'•^^-«) ^^^^t^ly- This was completed using 
S s T S s r ^ r t ^ f.'̂ ^̂ ^̂ ^ ^ ? T^""'' P^^"^« ^ d children on a pre and post tesl odsis. 1 nis IS reported m detail elsewhere by Lawlor, 1994. 

'^n^J^c^^'TV^'f' f ' * ^ " - ^ '"™l-«'- TTe children were ftom 
had an Temae a S of ^l'~°"''''^^ " " ' *=" ̂  » average age of 8 and the fifth class 

a.d:i.â rzrorir:r(3ts:t.tSî ^ '̂'̂ '̂̂ ^^^^ 
5.2 Measures 

forms ovCT^eVh^oTye^'^T^.^^nlT^' ^ ^ ^ ^^^ ̂ "^ "^"^P^^*^ ̂ ""^ent and concern record 
approached by a child in his c L r i h . ^^^ ^° ^^ ^ " ^ °"t any time the teacher was 
record any time they were L . l Z T ^ l ' ^ ' r ^ P^^''^^- Teachers were also asked to 
child in their class and what actioTftl ^ l T^^^' ^^^^o^^!' Physical or sexual abuse of a 

action they took about it on the Teacher Concern forms. 

5 J Results 

Children whose parents and tench 
teachers with problems significStW^'.rT^ ' T ^ ' ' ^ ^" *^ programme approached their 

gnihcantly more often than either of.the other two gj^ups. Children 

with greater involvement in the programme made significantly more approaches to teachers 
about problems than did those where teacher training only had occurred (chi-square = 5.138, 
d.f =1, p<.02). There were significantly more approaches by children who were taught the 
programme than in the no intervention group (chi-square = 9.374, d.f = 1, p<.002). There 
were more approaches to teachers in the teacher training only group than in the no 
intervention group but this did not reach statistical significance. See Table 1 below. 

Table 1: No. of Approaches by treatment condition 

No. of children 
No. of Approaches 
% Approach per group 
No. of Teachers 
No. of Approaches per Teacher 

Train & Teach 
823 
85 

10.3 
23 
3.7 

Train only 
385 
24 
6.2 
11 
2.2 

No intervention 
350 
15 
4 
10 
1.5 

Total 
1,558 
124 
8 

44 

As one might expect most of the approaches were about bullying and a small number were 
about sexual abuse. See Table 2 below. These results indicated that the progranune was 
usefiil at a secondary preventive level. 

Table 2: Reasons for Approaches 

Reason for Approach 
Bullying 
Being lost 
Touched 
Upset 
Stranger 

Total 

Train and Teach Chn 
58 
13 

85 

Train only 
20 

0 

24 

No intervention 
11 

15 

Boys approached teachers about bullying significantly more than girls did (chi-square = 
6.2016, d.f = 1, p<.02) and girls approached teachers about being touched significantly more 
than boys did (chi-square = 8.7195, d.f = 1, p< .01). See Table 3 below. Surprisingly boys 
made three time as many approaches as girls and the majority of these were about bullying. 
Although bullying was the main reason for girls to approach teachers, significandy more girls 
thsn boys approached teachers about being upset, touched, and approached by strangers (chi-
square = 6.2016, d.f. = 1, p<.02). 
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Table 3: Reasons for approaches by Boys and Girls 

Reason for Approach 

Being Bullied 
Being Lost 
Being Upset 
Being Touched 
Approach by Stranger 

Total No. of 
Approaches N=124 

89 
17 
10 
5 
3 

No. of Approaches 
by Boys N = 93 

72 
14 
5 
1 
1 

No. of Approaches 
By Girls N = 31 

17 
3 
5 
4 
2 

There were no significant differences in the number of approaches made by the second and 
fifth class groups although the younger group made more approaches. Interestingly all the 
approaches made about being touched were by children in the fifth class. The younger 
children had more incidents of being lost. Bullying was the cause of 74% of the second class 
and 68% of the fifth class children's reasons for approaching the teacher. 

Teachers were asked to record any concerns they had over a school year about physical, 
sexual, emotional abuse or neglect of any child in their class. Average size of class was 35 
pupils. In schools where children, parents and teachers were involved in the programme the 
teachers recorded more concerns about the children in their classes about a range of issues 
than where only teacher training or no intervention occurred. See Table 4 below 

Table 4: Teachers concerns by treatment condition 

Train and Teach Chn 
10 

Teacher Training only No intervention 

taowwj » d a S l t -S ""'"f"' " ^ ' ^ "^ ' ^ ' ' ™ •» '̂i« significant gains m 
1 s i l m ^ . T ^ r » I J ! ^°" ""* ' . ' " ? ' ' * ^ ' ' * " ' s "^ knowledgfwere substantial 

k n o X g e a t ^ o w up " " * " " ' *™ " " ^ * ' * « " » " ^1 * « « « s L l a r levels of 

Among a number of other outcomes was that O'̂ o/ ^^ + u 
the children in their classes r Z ^ S Z Aev h.H °^*"""*^f ̂ ^h? ^^ught the programme to 
that teaching the programmeTd ! n ^ 2 ^ better relationships with the children and 
the children'and K X ^ 4 2 o 7 o T ^ J ^P ' - ^ -^ -^ f^e l s of communication between 
strategies. 95% of t e a c h r r e l i n L ? 1 u' '^^' '^ "̂ "̂  *^ ""^^^'^ ^PP^ed the safety 
p r o g ^ e . All t S t ^ c i r l f . t t l ^ ^ r ? ' * '^ ^ ' ^^^^^^" ^^^^Id be taught the 
programme. l O o / o o f T e a r e ^ s ^ S f g a t t ^ S s ^^^^^^^ ^ ^ ^^^^^" ^ ^ ^ ^ ^ *^ 

i~i icu negative ettects of the programme. 16% reported that 

the programme made children anxious about people they knew and 10% reported that some 
children had become too assertive. 

6.0 Discussion of evaluation 

The evaluation study of the Stay Safe programme showed that it clearly influenced children 
who were taught the programme to approach their teachers about problems. This is an 
important finding and it indicates the eflFectiveness of the programme to impact on children's 
behaviour at a secondary preventive level. Teacher training alone is of limited benefit as it 
had significantly less impact on children's behaviour and teachers levels of concern. It seems 
likely that children only see teachers as approachable about problems if they experience the 
teachers talking to them about the topics covered in the programme and encourage the 
children to approach them about problems. 

Although there were only five approaches about touches these were all fi-om children who 
had been taught the programme with none fi-om either of the other treatment conditions. This 
indicated that some children who had experienced sexual abuse were able to approach their 
teachers about it after being taught the programme. 

As most approaches by both boys and girls to teachers were about bullying the programme 
highlighted the extent of the problem of bullying and to a greater extent for boys. This is not 
surprising given the reported rates of bullying in Irish primary schools (O'Moore & Brendan, 
1989). Bullying can go on for years, (Besag, 1989) and is known to have serious and long 
term negative effects on mental health and self esteem (Kaltiala-Heino, 2000; Salmon, 1996; 
Rigby, 1998). It can only have been in the children's interests to disclose to the teacher about 
their experiences of bullying if they have the expectation that the teacher would act to remedy 
the situation. They are only likely to disclose again if they get a helpfixl response. The 
findings of this programme clearly indicate that bullying is a substantial problem and that 
more needs to be done in schools to address and prevent it. Changes are necessary 
particularly in the area of school policy development and in the development of strategies to 
deal with the problem at a primary and secondary preventive level. 

Finkelhor (1995) in his nationwide survey in U.S.A. found that children who had been taught 
comprehensive programmes were more likely to have used the skills learned in those 
comprehensive programmes, felt better able to cope with to deal with assaults and threats and 
were more likely to disclose abuse than those who had been taught briefer programmes. 
These findings clearly indicate the positive mental health implications of being taught a 
comprehensive prevention programme. Other researchers (Conte, 1985; Briggs and Hawkins, 
1994; Wurtele et al., 1992b) have identified prevention programme features that are 
associated with more durable effects of child abuse prevention programmes. These features 
were all included in the original design of the Stay Safe programme 

The children's knowledge about safety skills was greatly increased as a result of the 
programme. The implications of this are confirmed by the findings of Finkelhor and Dziuba 
Leatherman (1995) and Finkelhor et al., 1995. They found that children who learn these 
skills are empowered to resist fiiture sexual advances. These findings highlight the likely 
primary preventive impact of the Stay Safe programme. 
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It was interesting that teachers and children all reported enjoying the programme. This 
indicated that they clearly found it acceptable. Finding that Stay Safe was enjoyable for all 
parties indicated that it was more likely that it could be implemented on a wider basis. 

There needs to be repetition of the programme through the primary school years, as children 
may forget what they have learned without revision and reinforcement. In addition teachers 
need ongoing support for their roles within the programme particularly in the absence of 
mandatory reporting. Since 1990 many teachers and parents have used the Child Abuse 
Prevention Programme as a support and a resource. 

7.0 Progress of Stay Safe since 1990: National Implementation and Further 
Development of Materials 

In 1991 three teams of six staff comprising three national school teachers and three social 
workers were seconded to the Child Abuse Prevention Programme CAPP to implement the 
programme in the eastern region of the country. This was the first time in Ireland that 
multidisciplinary training of teachers had occurred in a systematic way. In 1993 fourteen 
more staff were recruited to ensure there was a multi disciplinary team of a teacher and social 
worker in place in all of the health board areas in the country providing teacher training 
courses, liaison between schools and local social services and parent education meetings in 
all primary schools. 

The Child Abuse Prevention Programme (CAPP) provides parent education on demand to 
schools and in 2001 has a team of forty part time teachers around the country. CAPP also 
provides ongoing teacher training to teachers who have qualified since the early 1990s and 
has also provided a co-teaching service to those teachers who did not feel able to teach the 
cumculum to the children on their own. This has helped increase the uptake in areas of 
greater resistance. 

Uptake of parents meeting has increased steadily over the years and the latest figures on 
LhonM ;,"^P'?^^"^f'̂ ^ i\2001 are that 98.6o/o of all primary school teachers ( r3 ,269 

^riSvZTT'f)^'^:'' f ^" " ' ° ^ ^ ^ ^''^^^ ^^h - ' ^ have held parent meting 
and 75 /o of all schools (2,460 schools) teach the Stay Safe programme This level of 

T Z t 2^L'27.tT^'''- ^^'^ " ^ ^ ' ^ - ^ ^ « ' - - r ^ ^ ^ t r y w h ^ uptake 
^ e chalfe^ a t l r , t ' ' 7 '""" ^" * ' ' " ""''' '^' " P ^ ^ has been gradually increLg. 
I?d tfaf t T r ^ e a t ^ ^ I V ' T T T *'^ '̂̂ "̂"̂ ^ ' ^ ^ '^ implementing the programme 
T o d t V L ^ o n T r H e l l d ^ S t * : 'Z^EulT T ^ ' T " ^ ^ ^"^^^^^^^^ ° ' 
f a c i l i t a t e t h e c o n t i n u a t i o n o f t h e t r ^ S ^ ^ ^ ^ ^ ^ '^'^'"^ ^'^^'^ 

Z T ^ ! ^ Z Z T l Z ' ^ t ^ Z : ^ t ^^^^^°P^ ° - *^ y - and there is now a 
version of the p r o « e for7h. T K "^ f • "" ""^^^^^ "^^ ^^d^- There is an Irish 
have also b l ' S e ^ S t r 1 "̂  "^"^f^ ' ' ^°° '^ (Gaelscoileanna). Lessons plans 
teaching m a t e ^ a l s T n a l n t l T . H '"^Tu '^''' ^̂ ^̂ ^̂ ^̂  ^P^^^^^ adaptations and 
(MacInU, Uwlor & CuuS ' l98^f T " ^ 'u^^'^'"' ^''' ^^ildren and blind children. 
disabilities are evei more S J . h f \K T * ' ' '^^'^'''' ^'^ ^^^^h^ t̂ual and physical 
developments a r e T r i ^ ^ o ^ r ^ S ^ r ^ 1 ^ 1 ^ ^ ^ ! ^ ' " ' "^^^^^ ' ' ' ' ' ' ' ' - ' 

uuion 10 me Stay Safe programme. The programme 

OA 

materials are available free to all national schools from the Child Abuse Prevention 
Programme. 

8.0 Conclusions 

Since 1993, we estimate, over two million Irish children have been taught the Stay Safe 
programme. By international standards, this is a child abuse prevention programme on a 
substantial scale. 

In addition, the effectiveness and social acceptance of the Stay Safe programme has created a 
receptive climate to the implementation of other programmes addressing children's mental 
health. Furthermore, the programme has raised awareness in the community about the signs 
of sexual abuse, and the mechanisms employed by abusers to hide their activities. 

Overall the impact of Stay Safe is a strong argument in favour of child psychiatric services 
being involved in the development of mental health initiatives. It also underlines the role that 
child psychiatrists can play not only in treating individual patients and their families, but also 
in developing preventive mental health programmes designed to address some of the causes 
of childhood psychopathology. The commitment of the Irish government to the adoption and 
implementation of a national policy of child abuse prevention is to its credit, and will have 
long term benefits for its citizens, especially the more vulnerable ones. 

Acknowledgements: The authors wish to acknowledge the contribution of Michael Flattery to 
the evaluation of the programme and as Co-ordinator of the Child Abuse Prevention 
Programme Charity. 
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CHAPTER THREE 

THE HISTORY OF SPEECH AND LANGUAGE THERAPY IN IRELAND 

Vivienne Foley. 

A relatively 'young' profession with a short history, speech and language therapy in Ireland 
has shown tremendous growth since its inception 30 years ago. 

In the early part of the 20* century, the emergence of the speech and language therapy 
profession as a separate entity began with developments in the U.K., Austria, Germany and 
Denmark. Many of the earlier references to communication disorders reflected medical 
advances in terms of client groups and areas of specialism. 

Prior to the arrival of qualified personnel. Father O'Flynn's work with stammers in 1920's 
Cork was legendary. Following the introduction of a U.K. qualified speech and language 
therapist to several of the Dublin voluntary institutions in the 1950's many of the hospital 
consultants recommended an increase in staffing levels and the establishment of speech and 
language therapy services in their hospital. As a result, several individuals - many of whom 
were religious - travelled to the U.K. to receive professional training. In the 1960's and early 
1970's, a few U.K. therapists came to work in Ireland. 

By the year 1971, there were 20 therapists working in the Republic, 17 in Dublin, one each in 
Limenck, Kilkenny, and in Clare / Kerry. 

In 1968 almost 10 y e ^ after the initial proposal to establish a speech training programme, 

v L e n t ^ H 'w."Ju!^^f \ " " f ^"^^'^^ ^^^^P^ ^^CST) was bom, housed at St. 
Vincent s "^^PJ^al (SVH) Elm Park. This programme was under the Department of Health 
r^cenfreTfll r ";, N.^f'^^l Rehabilitation Board. A three year course leading to the 

a " r u 2 t t f ; ! S ^ ^ : : : ^ ^ : ^ l ^ ^ ' ' ^ - ^ - —^^^d to the Dipcsf - was 

Remedial Linguistics It L c 9 ,', ^^^^ changing its name to the School of 
F a ^ S of S^^^^^^^^^^^ " f ^^L^^^g^e^ 'o the Faculty of Arts but transferred to the 

SchooTof Clinictl 's^Sraid L ' ^ g u a ^ J s ^ ' c S L ^ ^ ^ ^ ^ ^ ^ ""^^ ^ ' " ^ ^ ^° '*^ 
awards a B-Sc (Clin Lang.) degree. ^ ^ ~ ̂ " " ^ following a 4 year course 

Association wUh Child Psychiatry in Ireland 

had previously idemified lanBua», nr^T I ° f """^'^ °^ * " ' ' Psy*iatric outpatients 
not previously'been d Z t ^ S t L T "' ' ' ^ ' ' ''•*°'° " ^ ^'^'^'^ "Wch had 
have exten«,isi„g b e h a v i o ^ s u ^ r h ; ; ! : ; : : ^ ^ ! ^ ^ ' * " ^ " " ' ™ ' "^"^ '° 

The nature of the 'unsuspected language deficits' has been explored in the literature. These 
children are often detected when learning to read and their primary underlying difficulty is 
identified as 'a verbal processing deficit'. This is seen as a continuum disorder, which can 
exist in various degrees of severity. Dyslexia / literacy delays is now considered a part of this 
verbal processing deficit continuum. 

Bishop and Adam's (1990) critical age hypothesis has been confirmed by comparative studies 
on speech and language performance. Findings have indicated that if a language problem has 
resolved in the pre-school years, literacy development progressed normally. However, if the 
language problem persisted beyond the age of SYi years then literacy difficulties developed. 
Articulatory skills were not found to be a strong predictor of later literacy problems. 

Recent research has demonstrated a strong link between early reading failure and later social 
adjustment problems at least into the adolescent years (Maughton 1994, 1995). This supports 
Sue Spence's (1992) claim that peer popularity and communicative competence are 
inextricably linked. The corollary is also found to be true with those presenting with verbal 
vulnerability being more at risk fi-om bullying. The implication of this data is clearly for 
early intervention and multidisciplinary assessments. 

The Speech and Language Therapists in Child Psychiatry have observed changes in referral 
patterns in recent years. There has been a steady increase in the numbers of older children 
being referred to Child Guidance Clinics presenting with language / literacy difficulties and a 
23 fold increase in referrals to the autism service at Beechpark Special Schools, Stillorgan, 
Co. Dublin has been observed over a 3 year period between 1995 - 1998. 

This has resulted in the creation of Northside and Southside Clinical Outreach Teams which 
provide a bridge between clinical and educational roles. 

In addition to an increase in referral patterns, the role of the Speech and Language Therapist 
in Child Psychiatry is expanding. There is a shift towards a consultative model of 
intervention necessitating: 

Staff training 

Provision of parent workshops 

Sibling support 

Social skills training 

Disseminating professional information to community groups. 

The Speech and Language Therapy service provided to Child Psychiatry has its genesis in the 
Community Services. Despite the differing needs of our service, half of the Speech and 
Language Therapists working within the Child Psychiatiic service still carry community care 
caseloads. The Speech and Language Therapists working in Child Psychiatry support a 
report fi-om the Child & Adolescent Psychiati7 (CAP) section of the Irish Division of the 
Royal College of Psychiatrists (June 1997) which states: "This organisational variation has 
not been in the best interest of the development of the Child and Adolescent Psychiatry 
services and the population they serve". Proposals for the provision of a specialist ftill time 
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l ^ s f ^""^ ""^'^^ Psy^^hiatry - based on client need - were submitted in May 1998 (Foley 

Speech and Language Therapists in Child Psychiatry will continue to strive for a fully 
client needs as the new millennium approaches. meet 

CHAPTER FOUR 

PROFESSOR JOHNMCKENNA 

Michael Nolan. 

John McKenna, who died recently, was the founder and doyen of Irish Clinic Psychology. 
Bom in Glasgow of Enniskillen parents, he was a unique mixture of Scottish and Irish: of 
Scottish in his speech and mode of address, of Irish in his feelings that in coming to Ireland 
he was coming to his own country. 

After being awarded an honours degree in History at Glasgow University followed by a 
postgraduate degree in Psychology, he went to L'Universite de Montreal where he was 
awarded a doctorate summa cum laude. His clinical training in Montreal was under the great 
Father Noel Mailloux OP, one of a group of French-Canadian Dominicans who were Thomist 
in Philosophy and Freudian in their clinical imderstanding. John brought this powerful if 
unusual combination to Dublin when he became Clinical Psychologist to the new St. John of 
God Child Guidance Clinic at Rathgar in 1955. with his colleagues John Stack, Child 
Psychiatrist at Rathgar, and Desmond McGrath, Psychiatrist at the St. John of God Hospital 
in Stillorgan, he was a leader in the reconstitution of their services which the St. John of God 
Brothers had undertaken under their Provincial, Eugene Quilligan. To these men, and to 
Irene MuUaney, the Psychiatric Social Worker, Ireland owes an immense debt. 

The availability for teaching of these professionals enabled E. F. O'Doherty, Professor of 
Logic and Psychology at University College Dublin, to undertake a project he long had in 
mind: the establishing of a University course in professional Psychology. The postgraduate 
Diploma in Psychology began in 1958 with a carefully chosen group of mature students who 
already held a University qualification and had worked in teaching, in medicine, in industry. 
It was an especial joy to John that among these founding students was his wife Anne, herself 
bom in Scotland of Donegal parents. John and Anne had some 50 year of exceptionally 
happy married life, which was a partnership of work as well as of family. 

John was a member of the Commission on Mental Handicap which laid the foundations for 
the services to mentally handicapped children of which Ireland can today be proud. One 
must mention here Jack Darby, Secretary to the Commission and as dedicated a Civil Servant 
as ever existed, and indeed the Civil Servants in the Department of Health generally, who 
took the enlightened decision to encourage voluntary as well as public services to the 
mentally handicapped. 

John was a Clinical Psychologist of intemational standing and he was frequently engaged as 
Consultant by the Worid Health Organisation and UNESCO. He began to teach in the 
College of Surgeons and was appointed to the foundation Professorship of Psychology in that 
College. The appreciation of his expertise by his Medical colleagues was shown in his 
frequent appearances as expert witness in the High Court, where his manifest professionalism 
made a marked impact. 
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In private life he painted and wrote poetry. He developed an enthusiasm for racing and loved 
to go to the Curragh, dressed and equipped as a visit to the Curragh requires, and afterwards 
to entertain his friends to a meal prepared and presided over by his beloved wife. 

Nothing pleased him more than that his only, Peter, chose a career in Medicine and was 
appointed to the Mater Hospital. He was especially proud when Peter became Master of the 
Rotunda Hospital, an institution whose long history he appreciated. 

John was unswerving in his religious and political beliefs and in loyalty to his friends. His 
patients, clients and students who had the benefit of experiencing his wisdom, judgement and 
good counsel will long remember him with affection and gratitude. 

John and Anne lived side-by-side with Peter and his wife Viv, where he enjoyed their 
company and that of his four grandchildren for the last twelve years. To his wife Anne to 
Peter and Viv and to the grandchildren we offer our sympathy. May he rest in peace 

Michael Nolan, 
The Irish Times, 

Wednesday May 27* 1998. 

CHAPTER FIVE 

HISTORY OF CHILD PSYCHIATRY IN IRELAND 

John Stack. 

In the Chair on that particular day was Dr. Corboy. At the start of his lecture he said he was 
going to give a discourse on the development of Child Psychiatry in Ireland from the "cradle 
to the grave". He had been in Child Psychiatry for 34 years. He said he first became aware 
of Child Psychiatry in 1952 when he saw an add in the newspaper by the St. John of God 
Brothers for a Consultant in Child Psychiatry. This service that they had advertised was in 
1952 when the WHO through the Irish Department of Health approach the St. John of God 
Brothers for the development of what was called then Child Guidance Services. At this time 
Dr. John Stack was a Senior Registrar in Psychiatry at the Crighton Royal Hospital in 
Dumfries in Scotland. He was working with Professor Mayer Gross and Professor Martin 
Roth; Dr. Stack had training in paediatrics and mental handicap. In the Crighton Royal he 
found himself in charge of a residential unit for children. When he applied to St. John of 
God's the three selected candidates were invited to the Gresham Hotel quite early in the 
morning. On the interview board was an American Psychoanalyst who told them that each of 
the candidates were going to have a psychological assessment. They were each given the 
Rorarch and in the afternoon he faced an interview board of about 30 members. Another 
member of the interview board was Dr. Jack Fitzgerald who had been Medical 
Superintendent in Mullingar and later went to the mental handicap service. Dr. Stack was 
successfiil in the interview and was sent off for further training in Child Psychiatry to 
Cincirmati in the United States. The orientation was psychoanalytic. The supervisors there 
could be a social worker, psychologist or staff psychoanalyst. One of his supervisors was the 
famous psychoanalyst Dr. Adelaide Johnson who did pioneering work on school reftisal. He 
also admired Dr. Morris Levine there. Dr. Stack spent two years in Cincinnati. When he 
returned he found that there was an outpatient Child Psychiatric Clinic in Temple Street run 
by Dr. Mulvany. At the same time there was an outpatient Child Psychiatry Clinic in the 
National Children's Hospital in Harcourt Street run by Dr. Maureen Walsh. Dr. Maureen 
Walsh had been on the staff of the National Children's Hospital in Harcourt Street since 
1951. At this time Professor John McKenna also arrived to Orwell Road from McGill in 
Montreal where he had done his PhD. Professor McKenna was a psychologist. The service 
had been running a couple of months before they considered appointing a social worker. This 
was late 1955 - early 1956. Even Our Lady's Hospital for Sick Children didn't have a social 
worker at the beginning and after opening a few months they appointed a lady Almoner. 
Some members of the Child Health Services at the time told Dr. Stack that "he was wasting 
his time and there was no need for these new fanglad Child Guidance Services" as there was 
only the occasionally disturbed child. Nevertheless very soon the Child Health Services 
became a great source of referral to the Child Guidance Services and attitudes changed very 
rapidly. When Dr. Stack introduced himself as a Consultant in Child Psychiatry the Professor 
of Adult Psychiatry told him that he was Professor of Adult and Child Psychiatry. When Dr. 
Stack would set an exam for example in the Diploma of Child Health the Professor of Adult 
Psychiatry's name would appear on the paper. A Professor of Paediatrics at the time also felt 
that Child Psychiatry didn't have a place and that there was the occasional case of Downs 
syndrome or enuresis. A person at the Royal Academy of Medicine Psychiatric Section 
Meeting said "he didn't believe in psychology but that he did believe in smackology". The 
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Irish National Teachers Organisation supported the Child Guidance movement. They were a 
great ally in the development of the service. Dr. Stack was often invited to Glenmaroon 
Special School. There was no knowledge of infantile autism at that stage. After the first year 
that we were appointed Professor John McKenna and myself were invited to address the 
INTO at the Annual Conference. I was then asked with Dr. McKenna to give talks in all the 
major towns throughout Ireland on Child Mental Health and Child Guidance. I remember the 
Limerick meeting they had the Bishop of Limerick in the Chair. In addition to the RMS of 
the local psychiatric hospital and the County Medical Officer being on the panel there was 
also the local schools inspector. I noticed then that each area we spoke on they set up child 
mental health committees. These local people then began to send to me referrals first of an 
organic nature and later the usual run of child psychiatric problems. I began to work in 
Crumlin which is a University based teaching hospital. This led to me getting involved in 
teaching of undergraduates and postgraduates. When I went to Crumlin the visiting hours 
were 3 - 4 Monday, Wednesday and Friday. Professor Conor Ward and myself started a 
campaign against considerable resistance to alter these visiting hours. I did succeed in 
making the hospital more parent centred. I gave a talk at the prize giving in the Children's 
Hospital Temple Street on the needs of children with the Archbishop of Dublin in the chair. 
In 1961 he was joined by Dr. Corboy. Dr. Jerry O'Neill also joined. There was three child 
guidance teams functioning in 1961. As well as a day school for disturbed children and some 
pre-school facilities. There were also at this point speech therapist on the staff. I was also 
providing a consultation service to St. Loman's Hospital and Garden Hill centre. This was 
before they got a Consultant in Child Psychiatry in the Eastern health Board. Ivor Brown 
was involved in St. Loman's Hospital also at that time. I was on the Commission for Mental 
Illness that was set up in 1964. I remember in Athy what when I visited a county home there 
was a bylaw that no patient could be admitted two weeks before Punchestown races. The 
Commission recommended the development of one fully developed team of Child and 
Adolescent Psychiatry for each Health Board. This was approximately 1966. It also 
recommended small regional residential units for children. It also recommended that the 
paediatric hospitals should have about 10 places available for the psychosomatic type of 
child. Dr. Corboy joined Cluain Mhuire in 1971 and Dr. Brennan in 1974. Dr. Paul 
McCarthy joined the Eastern Health Board in 1968. Gradually services developed in 
Ballyfermot and Castleknock and used for the first time a catchment area type approach. I 
think the Mater service got off the ground around 1962. Dr. Paul McQuaid was the Director 
fi-om 1965. The initial approach was psychodynamic psychotherapy with behaviour therapy 
being added in at a later stage and finally family therapy. Dr. Paddy Murray set up the Child 
Psychiafric Service in the Southern Health Board. He set up three teams in the Southern 
Health Board area. Dr. Tony Carroll set up the Galway service in 1975 There is one 
Consultant in the Midland Health Board. There is no development in 6 or 7 of the Health 

XIA D ^ t ™ ' ^ ^ ^ ^°' '"""^ °^" ' *° ̂ "^ ^li^'^s '"^ Health Boards that didn't have their 
""^.H ?'i Pfychiatnst. I did Wexford, Kilkemiy and Carlow. Portlaoise these visitations 

THnnhf 1^ "" T^ P^ '" ' ' "*- '^" '^ ^^ "^^"^ 16 to 18 Consultants now. There is a need 
nJ^ttT n ^ - K '̂̂ '" ^ ' " " " ^ ^"1 ^^^^ ^ "^^ "agonal unit for adolescents in the 
v ^ fi^e th«?th " !!! K^7 f ! " ° ^ ^^'' ^^ y^^^ 1 hope that at the next meeting in 30 
IZ^Z S r S ? . \ M * ' ' ^ ^ ' ^ ^^" ^' ^^^^l^P^- ^- Corboy repUed Li she hoped that Dr. Stack now would have more fi-ee time and she described how they were also 

(Recorded by M. Fitzgerald in the mid 1980's). 

CHAPTER SIX 

CHILD CARE WORKERS IN CHILD PSYCHIA TR Y IN IRELAND 

Orla Higgins. 

The Child Care Worker in a Clinic, Residential Unit or Special School setting within Child 
Psychiatry has a specialised role, the goal of which is to ensure that each child/adolescent is 
provided with treatment and care of the highest standard in response to their identified needs. 

Thankfully, today, students completing the National Diploma/Batchelor of Arts degree in 
Applied Social Studies in Social Care, are equipped to make an effective contribution in 
many areas of social care. 

Looking back at the history of training complied by members of the Irish Association of Care 
Workers, we learn that in the early sixties, there were only two trained Care Workers in 
Ireland, both of whom trained in Britain. It soon became apparent that specialised 
professional training courses were needed. 

The first Child Care Course to start up with the recognition from the National Council for 
Educational Awards (N.C.E.A.) was at Cathal Brugha Street in 1974. The Regional 
Technical College (now I.T. Sligo), first made its application for accreditation in 1979. this 
was for a course in the area of residential childcare. 

Subsequent course developments reflected changes in provision of care for young people, in 
particular, the move away from the model of large childrens' homes and correctional 
facilities, towards smaller units, and a shift towards community based responses to young 
people in need of support. There now exists a number of courses within the field of social 
care in the Institute of Technology around Ireland - National Certificate, National Diploma 
and B.A. Degree. 

Child Care Workers or professional Social Care Workers have been present in Child 
Psychiatry since the early seventies. The role of the Child Care Worker in the Child and 
Family Centres, has developed significantly since their introduction over twenty years ago. 
He/she works in conjunction with other members of the multidisciplinary team, to facilitate 
the assessment, diagnosis and treatment of clients. 

Therapeutic preschool intervention and group intervention, have remained the principal 
features of the role of the Child Care Worker. Working in collaboration with the Nurse 
Practitioner, the Child Care Worker facilitates the therapeutic preschool/early childhood 
intervention programme, which caters for children under 5 years, presenting with emotional 
and behavioural difficulties. This programme provides two main dimensions, comprehensive 
assessment and therapeutic interventions for the child and the family, if required. The focus 
of interventions is facilitated through play. A variety of approaches may be used, including 
play therapy, behaviour modification and techniques, individual parent-child work, cognitive 
interventions, speech therapy, and parental support and education. Involvement with parents 
is an integral part of the workers daily duties. 
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The Child Care Workers task extends also to the development and implementation of a range 
of therapeutic programmes to be used in a group setting. Responding to the specific needs of 
the children (these may include areas such as socialisation, self-esteem, anger management 
bullying, bereavement, separation/divorce). 

To meet the needs of young people at risk of early school leaving and anti-social behaviour, 
the Child Care Worker is often involved in community based inter agency projects,' 
participating with, and offering support and advice to other services in the local area. 

The Child Care Worker within the Child and Family Centre strives to maintain a good 
standard of education and information within the field of Child Psychiatry, to enable him^er 
to continue to recognise and respond to the needs of their clients. 

1 

•'? 
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CHAPTER SEVEN 

A NATIONAL SURVEY OF CLINICAL PSYCHOLOGISTS 
INIRELAND 

Alan Corr. 

SUMMARY 

The results of a 1993 survey of 111 clinical psychologists practising in Ireland are presented 
in this paper. 55% of respondents were female and 45 percent were male with a mean age of 
39 years and 7 months. A third of the group had a two year masters degree in clinical 
psychology; a third had on-the-job training; and a third had a diploma, doctorate or one-year 
masters degree in clinical psychology. Respondents had a mean of 13 years clinical 
experience and an average of 3 previous jobs in clinical psychology. Half the sample were 
employed in voluntary organizations and just over a quarter were employed by health boards 
in the special hospitals or community care programmes. 31% worked in child and family 
specialty, 30%> in mental handicap and 23%) in adult mental health. 41%) were senior grade, 
23% were basic grade and 19% identified themselves as service directors or consultants. 87% 
worked full-time and adopted complex roles involving up to 11 different activities including 
treatment (27%), assessment (20%), staff training (8%), research (6%), service planning (5%) 
and preventative education (3%). The median case load was 51; the average waiting list was 
three months; and it contained 22 cases. Cognitive behavioural (55%) and family systems 
(29%) were the most common theoretical models. Two thirds (366/527) of the research 
projects conducted were completed by 32 of the 111 psychologists surveyed. 61 of the 111 
respondents conducted some private practice but only 6 were in fiill time private practice. 
Two thirds reported high levels of job satisfaction. All were involved in one or more of 11 
continuing professional development activities to which employers contributed less than 50%) 
of the costs. The results are discussed in the light of similar surveys conducted in the US and 
the UK. Implications for the profession are also considered. 

INTRODUCTION 

Surveys of clinical psychologists have been conducted in the US and the UK to document the 
development of the profession in these countries. In recent years the most notable of these 
have been carried out by John Norcross and his colleagues (Norcross, Dryden & Brust, 1992; 
Norcross, Brust & Dryden, 1992; Norcross, Prochaska & Gallagher, 1989a, 1989b; Norcross 
& Prochaska, 1982a, 1982b). To date, in Ireland, similar surveys have not been conducted 
either to document the development of the profession or to compare the development of 
clinical psychology in Ireland with its development in other countries. The present survey 
aimed to fill this particular gap in our knowledge. More specifically, this survey aimed to 
draw an accurate profile of the practice of clinical psychology in the Republic of Ireland in 
the early 1990's with particular reference to seven areas: 

1. Demographic characteristics, qualifications and professional affiliations. 
2. Employment patterns including career course, work setting, employers, specialty and 

grading. 
3. Workload, professional activities, approach to practice and theoretical orientation. 
4. Research and publications. 
5. Private practice. 
6. Job satisfaction. 
7. Continuing professional development. 
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A subsidiary aim of the survey was to compare the status of Irish clinical psychologists with 
that of their US and UK counterparts. 

METHOD 

Participants. 

The population under investigation included all clinical psychologists in the Republic of 
Ireland. Unfortunately, identifying this total population was not possible since, in the 
Republic of Ireland, registration for clinical practice is not mandatory and so no national 
n S f • ̂ i'"^-, '^^ Psychological Society of Ireland's (PsSI) Directory of Psychologists 
(1993) IS the closest available approximation to a comprehensive national register and so this 
^ Z ^ ^ ' ^ S - " ' ^ P «t"*'^ participants for the survey. The PsSI Directory lists the name and 
«nn^1^L^L PC? "^T^^' along with information about their qualifications and 
S « ! r r '^1 members were included in the survey if they were either employed or 
qualified as chmcal psychologists. There were 234 such cases Those involved in wo?k 
f n Z S ' ' S e r i ^ ' ^ ^ " f " ' " ^ rehabilitation and mental handicap; p s ^ l l L r a p ; -
inaividual couples and family counselling and theraov behavioural analvŝ ŝ-

wrK'Skr^Twrwr*^' "̂'̂  p̂ '*°'°8̂  a„d'£cai1oZsic U ' S ; 
TJ^^e^ included. There were 90 such cases. Members of PsSI were excluded if thev 

£ S 1 , * p ^ X s " w ? S ^ S S r r ' h ^ ? experimenrar psycM„g*r^ 

Instruments 

^^S^^'^^.lZrZ^tTor^'Z:^ ^^ - " - - 1-ted above in the 
practice throughout^ ^ m f r y b a ?aS^e o S - T"^ ' ^roup of clinical psychologists in 
that comparisons could^rmade b e 3 n T r ? ' ° "^ f '̂- ^^^^ ^^^^ also selected so 
conducted in the US i d u r b v J O S T N L ^^ "^'^u""^ *^ ^^ "̂l̂ s of similar surveys 
Bmst, 1992; Norcross, Bmst and ^ e n T g g f if^ ^' '°""^8"^^ (Norcross, Dryden & 
1989b; Norcross & P r o c h 4 r i 9 ^ ^ 1U7M ' S ' ' ' ' ^ ' ' ' P^^^^aska & Galla^er, 1989a, 
Items. A pilot study showed that the auestinnn^L ?i'̂  Page questionnaire contained 55 
A copy of the questionnaire is I t l S r ^ ^ ^ e S : tlS^^^^^^^ '"^"^^^^ "̂̂  '̂'"^P^^^*"'̂ " 

Procedure 

Questionnaires were maileH tr, ^^,*- • 
P s y c h o l „ p s , i „ U , e s i ^ „ ? , C X S e : : * t t i r r « . ' = ^ and SAE in fte Irish 

RESULTS 

Response Rate. 

Of 324 questionnaires, 142 were returned. This represents an overall response rate of 44%. 
Requests to return questionnaires were not sent to non-responders since this would have 
violated the guarantee of anonymity given to all participants. 

I l l respondents were qualified clinical psychologists or were working as clinical 
psychologists. The data presented below are based on the responses of this group. 

Of the remaining 31 cases, 20 respondents clearly identified themselves as counselling 
psychologists. They had a primary degree in psychology and a graduate degree or 
professional diploma in counselling. These are excluded fi-om the analyses below because 
counselling psychology is currently evolving as a separate professional discipline within 
psychology. Nine of the remaining respondents were academic psychologists with clinical 
research interests; psychologists involved in administrative or research work relevant to 
clinical psychology or psychologists practising outside the Republic of Ireland. Two 
questionnaires were excluded because they were largely incomplete. 

Data management 

Data fi-om the questionnaires were analysed using SPSS (Norusis, 1990). On no item were 
there more than 10% missing data. Three main sets of analyses were conducted. First, 
descriptive statistics for the group of 111 clinical psychologists were computed. These 
included percentages for categorical variables and means and standard deviations for interval 
scale variables. Throughout this paper percentages have been rounded up to the nearest whole 
number to simplify presentation. 

In the second set of analyses three groups of psychologists, each at different grade levels, 
were compared on all remaining variables. The first group contained 26 basic grade 
psychologists. The second group contained 45 senior grade psychologists and there were 20 
in the third group who were service directors or at consultant grade. It is worth mentioning 
that those assigned to the third group had job titles that included the term service director or 
consiiltant, although some of these may actually have been on a senior grade salary. 
Respondents who could not be classified within the threefold scheme worked in universities, 
private practice or other agencies. These cases were omitted from the analyses by grade since 
they could not be classified into homogenous groups of sufficient size to permit reliable 
statistical analyses to be conducted. 

In the third set of analyses, three groups of psychologists, each in different specialties, were 
compared on all remaining variables. 

There were 33 in services for the mentally handicapped, 34 in child and family services and 
26 in adult mental health services. The remaining participants, who were omitted from the 
third set of analyses, worked in other specialties such as neuropsychology, health psychology 
or behaviour analysis. These cases were omitted fi-om the analyses by specialty since they 
could not be classified into homogenous groups of sufficient size to permit reliable statistical 
analyses to be conducted. 

For the analyses by grade and specialty one-way ANOVAs and Student Newman-Keuls tests 
were used for all intergroup comparisons on interval scale variables. On categorical variables 
Chi Square tests were conducted with Yates correction for continuity where cell fi-equencies 
were less than 5. Only intergroup differences that were of professional interest and 
statistically significant at p<.05 are reported. 

In the next seven sections descriptive statistics for the sample as a whole are presented first. 

A(\ 
41 



Thereafter, statistically significant results of professional interest are presented fi-om the 
analyses based on grade and specialty. 

Demographic characteristics, qualifications and affiliations. 

Demographic characteristics are given in Table 2.1. Ages of the group ranged fi-om 26 to 64 
years with a mean age of 39 years and 7 months. 55% were female and 45% were male. 
Almost three quarters were married (73%) and 22%) were single. 

With respect to qualifications, the sample was split three ways. About a third had a two year 
professional masters degree in clinical psychology (34%)). About a third had on-the-job 
training (36%). The reminder had either a one year masters degree in clinical psychology 
(18%), a diploma in clinical psychology (6%) or a doctorate in clinical psychology (5%). 

Diplomas in psychotherapy (5%), diplomas in counselling (5%), masters degrees in 
counselling (3%) and masters degrees in psychotherapy (1%) were rare among the group 
surveyed. 

Table 2.1. Demographic characteristics 

Variable Category 

Age 

Gender 

Marital status 

Clinical psychology qualifications 

Psychotherapy and counselling qualifications 

PsSI 

BPsS 

Union membership 

Insurance 

Main specialty 

Mean = 39y 7 m 
Range = 26y - 64y 

% 

Female 
Male 

Married 
Single 
Other 

On the job training 
Accredited masters in clinical psychology 
Masters in clinical (ly) 
Diploma in Clinical Psychology 
Doctorate in Clinical Psychology 

IS Diploma in psychotherapy 
Diploma in counselling 
Masters in counselling 
Masters in psychotherapy 

Registered psychologist 
Graduate member 
AFPsSI 
FPsSI 

Chartered psychologist 
Graduate member 
AFBPsS 
FBPsS 

IMPACT 
MSF 
SIPTU 
None 

BPsS Scheme 
PPS Scheme 
Other 
None 

Child and family 
Learning difficulties 
Adult Mental Health 
Psychotherapy 
Physical disability 
Family therapy 
Older adult mental health 
Health psychology 
Behavioural analysis 
Other 

55 
45 

73 
22 
5 

36 
34 
18 
6 
5 

5 
5 
3 
1 

72 
41 
52 
5 

20 
21 
19 
0 

48 
18 
2 

32 

20 
15 
6 

59 

31 
30 
23 

5 
3 
2 
2 
1 
1 
1 

42 
43 



A quarter of the sample worked in outpatient clinics or health centres with the rest being 
distributed across a range of work settings including residential care (11%), private institutes 
(11%), public psychiatric hospitals (9%), private practice (6%), universities or colleges (5%), 
children's hospitals (4%), and private psychiatric hospitals (3%). 

Half of the sample were employed in voluntary organizations. Just over a quarter (29%) were 
employed by the health boards in special hospital or community care programmes. The 
remainder were employed in private practice (8%), a imiversity or college (5%), a private 
hospital (4%) or a private institute (1%). The bulk of the sample worked in three specialties: 
Child & family psychology (31%), mental handicap (30%) and adult mental health (23%). 
The remaining 15% of the sample were in numerically smaller specialties. These included 
psychotherapy (5%), physical disability (3%), family therapy (2%), the elderly (2%), health 
psychology (1%), and behavioural analysis (1%). 

From Table 2.2 it may be seen that there was a statistically significant relationship between 
clinical psychologists' specialty and the context within which they were employed. Mental 
handicap psychologists were employed largely in voluntary oragnizations. About half of 
child and family psychologists were employed with voluntary organizations and about a 
quarter with the health boards community care programmes. For psychologists working in 
the adult mental health specialty, the major employer was the health boards special hospital 
programme, with 50% of them working in it. 

The majority of those surveyed were working at one of three grade levels: senior grade 
(41%), basic grade (23%), or consultant/director grade (18%). The remaining 18% were 
eitfier consultants m private practice (5%); at a principal grade in a voluntary organization 
(2/o); at lecturer (2%) or senior lecturer (2%) grade in a university or at some other grade 
designation (7%). 

From Table 2.3 it can be seen that directors and basic grades have clearly different profiles. 
The Director or Consultant grade is associated with the following characteristics: 

• Being Male. 
• Being an Associate Fellow or Fellow of the PsSI. 
• Being Registered with the PsSI. 
• Having a PhD. 
• Not being a union member. 
• Having about 17 years of experience. 
• Having a research track record. 
• Being involved in consultancy. 

The basic grade, on the other hand is typified by the following attributes: 

• Being female. 
• Not being an Associate Fellow or Fellow of the PsSI. 
• Not being Registered with the PsSI. 
• Not having a PhD. 
• Being a union member. 
• Having about 7 years of experience. 
• Not having a research track record. 
• Having minimal involvement in consultancy. 

case load was 51 with a range from 0-2400. The median rather than the mean offers a better 
reflection of the central tendency of this distribution because it was positively skewed by two 
extreme cases where caseloads of 1,500 and 2,400 were reported. These extreme values 
inflated the mean to 111. The average number of cases on a waiting list was 22 with a range 
from 0-240. The average duration of a waiting list was 3 months with a range from 0-24 
months. 

Psychologists were involved in 11 different professional activities. When activities were 
rank-ordered according to the mean percentage of time devoted to each the top three were 
direct treatment (27%), assessment and diagnosis, (20%) and routine administration (ll%o). 
Together freatment, diagnosis and adminisfration for an average psychologist within the 
sample were taking up about three days a week. The next three activities to which 
psychologists devoted a substantial amount of time was indirect treatment (10%), staff 
training (8%) and research (6%). For an average psychologist within the sample a little over a 
day a week was devoted to these three activities. Service planning (5%), consultation (5%), 
management (4%), public education (3%i) and receiving supervision (1%) together on 
average were allocated just under a day a week. 

Table 2.4. Mean percentage of assessment time spent on 
different procedures in each specialty 

Behavioural 
observation 

Intellectual 
testing 

Family Interview 

Neuro
psychological 
testing 
Individual 
interview 

M 
SD 

M 
SD 

M 
SD 

M 
SD 

M 
SD 

Child 
Mental 
Health 
(N=34) 

4.76^ 
8.58 

17.67'' 
17.33 

18.76» 
21.94 

1.90*' 
3.47 

37.41'' 
27.26 

Spec iaity 
Adult 

Mental Health 
(N=26) 

8.08'' 
19.91 

7.52<= 
7.81 

3.16'' 
5.33 

11.08^ 
15.34 

54.00* 
33.51 

intellectual 
Disability 

(N=33) 

17.81* 
17.00 

36.13* 
24.1 

12.16* 
12.50 

1.55'' 
3.40 

15.48<= 
22.33 

F 

6.13* 

17.78*» 

7.17** 

10.67** 

13.75** 

Note. For each rc»., in the right hand column an F value with df = 2, 90 is given. * = p<.01. ** = p<.001. In each row 
means with different superscripts differ from each other at p<.05, with a>b>c. 
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Table 2.5. Theoretical models used by clinical psychologists in each specialty 

Cognitive 
beliavioural 

Family systems 

% 
f 

% 
f 

Child 
Mental 
Health 
(N=34) 

3»%^ 
13 

50%a 
17 

Spec iaity 
Adult 

Mental Health 
(N=26) 

69%a 
18 

12%'' 
3 

Intellectual 
Disability 

(N=33) 

73%^ 
24 

12%b 
4 

X2 

9.76* 

16.38** 

^ ^ e T r j tnh^ '^ tL^ ' 'H '"^^^^^ ^?'^'^''^ t« '^^ ̂ '^ P^^^ntage of time the 
p S u r e S inSStual t e S . OO^^ ' ' ^^^ '^ '^ '̂•'"/"^ ^^^ *^ "̂ «^^ ^«"™°" observation knd a S K n o o / f ^ (20%) family interviewing (11%), behavioural 
(SrSbe^^g i S f w S r S ^ ^ t^^ting (50/0) and personality testing 
'^^m^o^ly'S^J^:^-^^^^ ^̂ ^ ^-^^ f- *^ sample v'aried bet^en P/! 

S ^ n S S t u ' d ;Lti"^^^^^ h-d-^P specialty behavioural observation 
interview was more wfddv us^in ? h ^ u ^ ",'!^ ̂ ^ '" *^ «*er specialties. The family 
in the adult m ^ 7 S s'̂ ĴfalW '̂̂ ^^^^^^ 
associated with the a d S m S health s S ? ^ ^ ^ ^ ^ ^^!^^^ ^^« l̂"^« t̂ exclusively 
commonly by psycholorisS^l^duh m J £ ? K ^ i , ^ ^ individual interview was used more 
procedureUL^ed l e X l s t l ^ r m t t t r ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^P--»ties and this 

^ ^ e ^ ' d S t o ' C , r n d f v i S S ' t W ?5So/f "^ 'V^' ' " ^ ^ P^^^^tage of time the 
Jierapy (W/,), couples therapy (7%SLl^?n^^^^ * ' T ^ ' ^»^^ly ^^^d, with family 
However for all fou?treatmen? formats d̂ e r f ^ ^ T ^ ^ ^̂ "̂̂  ^^^"8 ^^ed less commonly. 
treatment time devoted ^ * ' *^ ' ^ ^ e for the sample was between 1 and 100% of 

Cognitive behavioural rsso/„̂  or.̂  *• -i 
commonly used non-eilecti A ^ S g S X ' P " 1 i P̂P̂ «̂ <̂ hes were the two most 
psychodynamic (120/0) approachesToSw^^^ Humanistic/existential (I30/0) and 
^ampleindicated that they used an ecleSk Zm^^K ^l ^.^^^^' °f th^ sample. 33% of the 
Z:^^^\ '^'•°'" '^'^''^ 2̂ 5 it can be s t n haTfr^^'^^^^^^^ ^^*^ ^^Pl^ "sed more than 
by psychologists working in the mental w ! i ^ ^ ' \ ^ ^^^^^^o^ral model was widely used 
S j ' L ' i ^ v S l i ^ r * ^ « « " - ^ u'r^^^^^ adult mental health speciahfes A 
and family specialty when compared ^ ^ t h e Z A s S f s m s ^ ' ^ ' working in the child 

Research, presentaHons and pubUcations 

presentatiSIns"^ T w^if^'^^ Projects carried out was 3 The ,r,.^-
given becauL fi! u . *^ ^^^^ number of acaH^; i^^,"^edian number of conference 
S m ^ s wouH ''• ^ " " ^^^'"^S' the d^sS^butio™"^'^^"' T ' -̂ Median values are 
d i s t r ibSs ""''^ ^'' ^ '"fluted i m p r ^ S r \ 7 r S S ' \ y P r ^ ^ ' ^ ^ ' y « k ^ ^ ^ ^ 

me central tendencies within these 

projects were carried out. 2/3 of the projects (366/527) were completed by 32 psychologists 
(29%) of respondents). Most of the conference presentations were made by a few highly 
prolific individuals. In all 632 presentations were made. 69% (434/632) or just over 2/3 were 
made by 20 psychologists (or 18%> of respondents). Most of the articles were produced by a 
few highly prolific psychologists. In all 471 articles were written. 2/3 of the articles 
(308/471) were written by 13 (12%) of the 111 psychologists surveyed. 43 (39%) wrote none. 
19 books were written by 10 (9%i) of the psychologists surveyed and one prolific writer wrote 
6 of these. 

Only a minority of clinical psychologists were uninvolved in research and publication. 14% 
of the sample had conducted no research projects. 27% had made no presentations and 39%> 
had no publications. 

Private practice 

61 of 111 respondents (55%) were in private practice and all percentages in this section are 
based on N=61. Almost three quarters of this group (71%) were only in occasional private 
practice. 10% were full time and 14% were part time. 42% used consulting rooms, a quarter 
worked from home and about a quarter (26%) used the office at their main place of 
employment for private consultations. 7% worked at a private institute. For most 
psychologists, private practice was a solitary activity. About two thirds (69%) practiced 
alone. 20% practiced with other professionals and only 11% with other psychologists. On 
average 59% of the group's time was devoted to therapy and 31% to assessment. Hourly fees 
ranged from IR£20 to IR£60 with almost two thirds of the group (64%) using a sliding fee 
scale. IR£20-IR£30 was the fee range used by 43% of the group. The fees of 44% of the 
group fell in the IR£30-IR£40 bracket. For 11% of the group a fee of IR£40-IR£50 was used. 
Onlv 2% of the group charged between IR£50 and IR£60. 

Table 2.6. Factors contributing to clinical psychologists' job satisfaction 

Factor 

Psychological intervention 
Variety of Tasks that make up job 
Teaching & Training 
Multidisciplinary team work 
Psychological Assessment 
Service Planning 
Indirect Assessment & Treatment via relatives & staff 
Research 
Relationships with other Psychologists 
Consultation 
Pay 
Management of Junior Staff 
Receiving Supervision 
Relationships with Social Workers 
Office facilities 
Relationships with psychiatrists 
Routine Administration 
Relationships with GPs 
Administrative resources 
Relationships with Management 
Relationships with Physicians & Surgeons 
Relationships with Nurses 
Work Load 

67% 
49% 
37% 
26% 
21% 
16% 
17% 
14% 
11% 
11% 
7% 
5% 
4% 
4% 
4% 
2% 
2% 
2% 
1% 
1% 
1% 
0% 
0% 

Note:N=lll. 
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Job satisfaction 

Two thirds of the sample were very satisfied (22%) or quite satisfied (43%) with their job. 
9% were slightiy satisfied. The remainder were slightly dissatisfied (12%), quite dissatisfied 
(10%) or very dissatisfied (5%). Over half (56%) said that if they could choose their career 
again they would choose clinical psychology. The remainder said that if they could choose 
their career again they would choose another field of psychology (8%), law (6%), business 
(6%), medicine (5%) or some other field (19%). 

From a list of 24 factors, respondents were asked to indicate the top three contributing to job 
satisfaction and job dissatisfaction. From Table 2.6 it may be seen that for job satisfaction, 
the top 5 factors identified by the sample were direct psychological treatment, the variety of 
tasks that make up the job, teaching and training, multidisciplinary team work and 
psychological assessment. For job dissatisfaction, as can be seen fi-om Table 2.7 the top five 
factors were work load, pay, routine administration, lack of administrative resources, 
relationship with management. 

Table 2.7. Factors contributing to clinical psychologists' job dissatisfaction 

Table 2.8. Clinical Psychologists' participation in 
continuing professional development 

Factor 

Work Load 
Pay 
Routine Administration 
Lack of administrative resources 
Relationships with Management 
Relationships with psychiatrists 
Office facihties 
Service Planning 
Teaching & Training 
Direct Psychological Treatment 
Research 
Receiving Supervision 
Variety of Tasks that make up job 
Relationship with Physicians & Surgeons 
Multidisciplinary team work 
Management of Junior Staff 
Psychological Assessment 
Indirect Assessment & Treatment via relatives & staff 
Relationships with Social Workers 
Relationship with Nurses 
Relationships with other Psychologists 
Consultation 
Relationships with GPs 

Continuing professional development 

50% 
37% 
33% 
27% 
26% 
15% 
14% 
13% 
6% 
6% 
5% 
5% 
5% 
5% 
5% 
4% 
3% 
3% 
2% 
2% 
2% 
1% 
0% 

The psychologists surveyed all enoa„«^ • 

^J^SJT'^'i''^ the d a t a . T h e ? e 1 : K S r ^ S r y ^ ^ ^ ^ ^ development (CPD) 
percentage of psychologists engaging in e a c r S ^ ^ ^ r ^ ^ \ ' ? ^ ^^^^^ in terms of the 
P^ess?on«l iT'""' '^ •" which fte m l r i ^ ^ ^ ^ ^ ^ 
sSff^ i^ ;?^^;^^ '^ ' conference a t t e n d S «nH Pjy*^5°'o8»sts engaged were reading 

Activity 

Reading Professional Literature 
Conference Attendance 
1-2 day Skills Training Workshop 
Staff Development Workshop 
Journal Club or Case Presentations 
Personal Psychotherapy 
Part-time Certificate Course 
Extramural Psychotherapy Supervision 
Part-time Degree Course 
Part-time Diploma Course 
Distance Learning Programme 

91% 
85% 
66% 
42% 
40% 
27% 
10% 
9% 
9% 
5% 
3% 

N o t e : N = l l l . 

When psychologists were asked what activities they would find most valuable in fostering 
their continuing professional development, as can be seen fi"om Table 2.9, the majority put 1-
2 day skills training workshops at the top of their list. Reading professional literature and 
attending staff development workshops were identified as desired CPD activities by about 
two fifths of the surveyed group. About a third valued conference attendance and personal 
psychotherapy as desired CPD activities. Extramural psychotherapy supervision on the one 
hand and in-house journal clubs or case presentations on the otiier were the next most 
prominently identified CPD needs. About a quarter of clinical psychologists wanted to 
engage in these CPD activities. Formal courses were the least commonly desired CPD 
activities. 

Table 2.9. Continuing professional development activities that clinical psychologists 
would find most useful 

Activity % 

Reading Professional Literature 
Staff Development Workshop 
Conference Attendance 
Personal Psychotherapy 
Extramural Psychotherapy Supervision 
Journal Club or Case Fh-esentations 
Part-time Degree Course 
Distance Lesurning Programme 
Part-time Diploma Course 
Part-time Certificate Course 

43% 
39% 
33% 
32% 
26% 

5% 
16% 
10% 
9% 
8% 

Note :N=l l l . 

The majority of clinical psychologists surveyed thou^t that personal growti, work was 
essential in the initial training (54%) of clmical psychologists and also m their ongoing 
continuing professional development (51%). Over a third J^^S^t *at 't was^^^^^^^^ 
personal irowth work to be part of initial training (35%) and ongoing CPD (4̂ ^̂ ^̂ ^̂^ Only 
about a tSth viewed personal growth work as an optional part of ti-aining 11%) and CPD 

From Table 2 10 it can be seen that sigmficantly more psychologists at director or 
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consultant grade viewed personal growth work as essential for initial training when compared 
with senior or basic grade psychologists. There was also a trend (P<.07) for directors to view 
personal growth work as essential for CPD in comparison with those from other grades. 

Just over half of those surveyed (54%) believed that PSI should recommend certain levels of 
CPD activity. About a third (32%) believed that PSI should require certain levels of CPD 
activity in order for psychologists to be issued with practising certificates. 

On average each clinical psychologist allocated 12 days of their own time to CPD each year 
(with a range of 0-52) while their employers only allocated 8 days to each psychologist per 
annum (with a range from 0-56). On average each clinical psychologist allocated IR£497 of 
their own fiinds to CPD (with a range for (IR£0-IR£2,500). 

Table 2.10. Clinical psychologists who believe that personal growth work is essential for 
their initial training and continuing professional development 

Variable 

Grade 
(N=26) 

Gra de 
"SeBior Grids DiPictoT 

X2 

(N=45) Consultant 
(N=20) 

Personal growth work % 
essential in initial f 
training 

Personal growth work 
essential in continuing 
professional 
development 

42%b 
11 

54%'' 
14 

56%b 
25 

44%*' 
20 

80%a 
16 

75%a 
15 

6.65* 

5.20t 

Note. For each row in the right hand column a chi square value with df = 2 and N = 93 is given. 
each row, means with different superscripts differ from each other at p<.05, with a>b. = p<.05, t = P=.07. In 

For employers the amount allocatsH t« <., u ,• • 
"^o.^^Jfr ^1f ^^0-IR£4Sa ^e?e1a^eT.f/ '^'\"^"^^^'^ CPD was IR£375 per 
o f M r ^ f K^ psychologists devoted mLvTlf^^ " " f > ^^P^-^^^^ in aggregate fom. 
^VCV^ZK^T'' ""°^^ted only 742 In all gg S " ? ™t*° ^ ^ ^ ^Wle the Employers 
Se ™ ; ' the employers of 57 psych^Sts anlVTi P^^^logists allocated IR£40,765 
(SSolToTc^^'y"^ Z^^"/")' «"Ploy4 X ? i ^ no f"̂  only IR£31,915. For almost half of 
devo ed n o ^ o ^ r ^ " ^ ^^"^^^^ no time for S D " S , ? \ ™ ^ ^ in about a third 

oted no personal finance (39o/o) or personal time (3^ 0 / ^ / ^ ? ^ ' ^''^ °^ Psychologists 

DISCUSSION 

i s S e n S S ^ ^ *^ ^ ^ ^ y ' *^ methodological 
femde sugge^tha? f^ l i*" ' ^^°/' °f the group o w S ^ " ' " " "^""^ male/female ratio of 
of non-PsSI m e i S ? K ' " ' y ^ " ^ ^ b e e n W j ^ ^ ^ were sent were 
was therefore S S i^f.?^ ' ^ P ' ^ '̂̂ o c o m p r o S !̂ « '^ '" *^ '^P^^- The omission 
*^««n PsSI S e ^ S^f"" ^^'"^'e PsSI c l i n S s ^ T f f ^ * ^ * i ^ e s s . The sample 

reflected in the i S u l S l . *̂  Professional s S t T T T S ^ ? , '"^gest that there is an 
results of the survey may be c S ^ S b^Ae^v^" °^ '^^^^ psychology 

oy me over-representation of senior 

clinicians. With this in mind, let us turn to a discussion of a number of substantive issues 
raised by the overall pattern of results and to a comparison of these and the results of similar 
US and UK surveys. Unless otherwise indicated, all comparisons with US and UK data are 
based on John Norcross' recent studies (Norcross, Dryden & Brust, 1992; Norcross, Brust 
and Dryden, 1992; Norcross, Prochaska & Gallagher, 1989a, 1989b). To avoid unnecessary 
repetition, ftirther citations of Norcross' siirveys will not be made when making comparisons 
between US, UK and Irish data. 

Demographically there marked similarities between Irish and UK clinical psychologists and 
substantial differences between both of these groups and their US counterparts. The gender 
ratio of respondents to this survey was identical to the gender ratio found in the UK but 
differed substantially from that reported in the US where the male/female ratio among 
clinical psychologists was 3:1. The mean age of clinical psychologists in this study was 
similar to that found in the UK but was eight years lower than the mean for US clinical 
psychologists. 

The Irish clinical psychologists in the present survey were considerably less well qualified 
than their British or North American counterparts. While in Ireland only a third had masters 
and 5% had doctorates in clinical psychology, in the UK half had masters degrees and a 
quarter had doctorates. It the US almost all clinical psychologists had doctorates. While just 
under three quarters of Irish psychologists had PSI Registered status, over 90% of British 
psychologists had BPS Chartered status. 

With a mean of 13 years post-qualification experience, Irish psychologists fell between their 
UK and US counterparts who had 11 and 17 years post-qualification experience respectively. 
While outpatient clinics and health centres were the most commonly reported work settings 
for Irish psychologists, in the UK, psychiatiic hospitals (23%) or general hospitals (22%) 
were the most common work sites. In the US, private practice was the most common working 
environment with over a third (35%) of clinical psychologists working in such a setting. 

The present survey underlines clinical psychologists' flexibility in being able to fulfil 
complex roles in diverse organizational contexts. The group surveyed worked in many 
contexts, changed work contexts relatively frequentiy and indeed worked abroad before 
returning to import new expertise into Ireland. The results of US and UK surveys show that 
the complex professional role adopted by clinical psychologists in Ireland is very similar to 
that of British and North American clinical psychologists. 

The survey paints a picture of clinical psychologists in Ireland as a small but highly trained 
group of professionals who share certain core clinical, research and organizational skills but 
who also are segmented into three definitive specialties. However, the working structure for 
psychologists in Ireland appears to have evolved so as to maximize professional isolation. 
Specialists are attached to organizations that provide a service in their specialty. Specialists 
are not members of unitary psychology departments as in the UK (MAS, 1989; MP AG, 
1990). In a profession as small as clinical psychology the current stioictures may be one factor 
compromising the impact of the profession in Ireland. The profession as a whole (m 
conjunction with other psychologists who provide health related services) needs to consider if 
the professional isolation that is currently the norm should be challenged through advocating 
and promoting the development of more cohesive organizational structures within which to 
practice The development of unified psychology departments of which specialists from all 
fields are members is one organizational structure that would greatly reduce professional 
isolation To be consistent with current plans for the development of mental health services 
generally, ideally such departments would be community based and each department would 
serve a specific geographic sector (Department of Health, 1992, 1994). 

In the US the UK and Ireland clinical interviewing is the most commonly used assessment 
procedure'and eclectic and integrative models of treatment were adopted by behveen a 
quarter and a third of all surveyed in all three countries. However, there are clear differences 
between the amount of time Irish, US and UK psychologists devote to specific assessment 
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procedures and their allegiance to particular treatment models. US psychologists devote a 
third of their assessment time to objective and projective personality testing while Irish (5%) 
and British (3%) psychologists rarely use such procedures. Of the theoretically pure models 
cognitive and behavioural theoretical orientations were by far the most common in Ireland 
(55%), the UK (49%) and the US (29%). While family-systems models were second in 
populanty in Ireland, psychodynamic models filled this slot in the US and the UK. 

The pattern of research productivity found in this survey of Irish psychologists is remarkably 
similar to that found m US and UK surveys. In both countries a small proportion of the 
samples surveyedproduced the majority of the publications and between a quarter and a third 
nl^?hi^."?f • .WTv^. \^ ^ T ^ ^ f '̂̂ '̂̂ ^ '̂̂  publications was highest for the US (6), next highest for the UK (2) and lowest for Ireland (1). 

s S s f S n " m t f v o / T ^ ^^r^- ^^ ^^""terparts in terms of their overall career 
! i ! f S ;., V? ^^"^ ""! ^"^^ psychologists said that they were quite satisfied or verv 
a^^^t tTs tc tn ' S v f '''''^ Ti ' ' ' " 'V^'U' psychologists e x U s e d these levels?f 

AmScS S u i i n ^ T n l S i h T ? ^ ^ ^ ^ ^ T^"^ °^^"^^ (̂ 6°/«)' British (SQo/o) and North 
5;Sr^SL^chdL again P'^^^"^"^^^^ ^̂ ^̂ ^̂  ̂ ^oose clinical psychology if they iould make 

S t K X t l ^ i ^ ^ ^ ^ ^ ^ guidance from PsSI or support 
system for informing clinical n w T n E f ^ ^ ^ f u ^^^\ ^ ^ ^ '^ ^ ""^^^ "^ed to establish a 
sLdards and f S l t S o c ? i S : ^ c f £ ^ e S s ' T F r ^ n ' r ^ ^ ^ ^ ' ^ opportunities and 
have drawn up clear criteria for ft^ accrediSrin^ «nJ ^ ^'^ S^-^"^^ professional bodies 
clear guidelines exist to help both p s y ' S S ? ^ ^ ^ ^ ^ of CPD courses and 
the allocation of time and resourcesTo rp?f S D e fen ^Pl^yers to make decisions about 
& Moll, 1989; VandeSeek & BraL 1 QQn ? f ' L^?-°' P ^ ' ^^89, 1990; Hellkanp, Imm 
(APS, 1993). * ^'^"^^ ^^^^)-1'^ Australia the process is less well developed 

r S ^ i ^ e d T y ' t e rXie 's^^^^^^ ^ ^ psychotherapy supervision were 
Rothery's (1992) finding ^ 5 0 % of d S ^ T f ' ' °^ ^^^- ™« is consistent with 
growth work was an eslential part of £ fit^T^''-'^-^ '̂̂ ^"^^^ ^^"eved that personal 
personal growth work may be incomorat^ i n ^ v^^""'"?" ^^"'^ Ŝ ^̂ ^ examples of how 
(e.g, Eayrs, Appleton & LewirJ992) T S S S t '''^"^"^, *̂ "̂ ^ ^^^^"tly been published 
clinical psychologists about the desirabi i t ^ S 1 . j ? ^ ^ J 1 ^ ^^""^ of unanimity among Irish 
countries. For example, in the US tie confrov^f "'^"^ ^ ^ ° ' ̂ '^^^^ *e situation in other 
with some states requiring CPD for r e l S i s u S T "^^^^^ory CPD is an ongoing debate 
VandeCreek & Brace, 1991). Mandato^TpD hT. n ? ? ^ " ° ' ^ " ' " ^ ^ P ' ^"™ & Moll, 1989; 
Australia. ^^"^ <-PD has not been established in the UK, Cailada or 

An important question raised bv th' 
yet numerically small group of p r S S ' ' I T '' ' ' '*'^' Psychologists as a highly trained 

in their impl^erJenSn p t u T " ^ ^^^^ 
compHment iSllTl^^'y'^^'o'ogists would also o S ^ H- . '""'"S other professionals 
d i 4 l i n ^ m ' ^ s h a ^ ^ S ^ f •" ^ P ^ e r s h i p t ^ t h f d l e l r e Pfr^'*^^'"^^^'^^^ ^̂  
particularly well ^^^^'^'^^"'"sultant-role model for H ^ ^ ^"""^ medicine and other 
(Department of H S ' S , ^ ™ "ational plans for th^devrn '^ Psychology services fits 
'"deed for other S h i n ;̂ ^^^hennore, this broker rS^P?'^^ ""^ *^ health service 

psychologists ,n the hedth s ^ ^ \ 2 / ^ l^.^f-' Psychology and 
^ nas been highlighted in a PsSI 

occasional paper which discussed the application of psychology in health education, 
prevention, community based services, general medicine and services for the elderly (PSI, 
1990). 

Funding limitations precluded extending the survey described here beyond the Republic of 
Ireland to include Northern Ireland. For the results of such a survey to be meaningful, data 
sets from the Republic of Ireland and from Northem Ireland would require separate analyses 
or a comparative analysis since clinical psychologists in each of these contexts work within 
differing administrative structures. For such a survey, clinical psychologists in Northem 
Ireland could be identified through the BPsS Directory of Chartered Psychologists (BPsS, 
1994). This is one potentially usefiil avenue for fiiture work in this area. A second important 
fixture project arising from the present study is the replication of the survey in five years to 
track changes in the profession over time. Such replications have been fiaiitfiilly conducted in 
the US (Norcross, Prochaska & Gallagher, 1989a, 1989b; Norcross & Prochaska, 1982a, 
1982b). 
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CHAPTER EIGHT 

A PSYCHOSOCIAL STUDY OF A POPULATION OF CHILDREN AND 

ADOLESCENTS WITH DIABETES MELLITUS 

Bernadette Mackey, Michael Fitzgerald, Hilary Hoey. 

Summary 

Thirty-four children and adolescents and their families, all attending the Diabetic Outpatient 
Clinic of a Dublin Paediatric Hospital were studied. The impact of psychosocial factors was 
assessed by means of Questionnaires, and biochemical control was reviewed over a two year 
period. Results indicate an overall healthy patient group but suggest important relationships 
between the children's diabetic control and degree of maternal stress. A relationship was 
found between poor diabetic control and (1) Moderate to severe levels of maternal stress on 
the General Health Questionnaire, (2) Increased reporting of behavioural problems on the 
Child Behaviour Inventory. Implications of these findings for future intervention are 
discussed. 

Introduction 

Diabetes mellitus is the most common endocrine disease found in children and its reported 
incidence is increasing.' It is estimated that between two percent and six percent of the 
general population suffer from the condtion.̂  Most children and adolescents cope reasonably 
well with diabetes^ however the literature suggests that a third to one-quarter of children 
with insulin-dependent diabetes mellitus have appreciable emotional and behavioural 
problems."* Children in poor health and from dysfunctional families appear to have more 
emotional and behavioural difficulties.̂  Children with diabetes, though a distinct group, 
share many similar issues faced by chronically ill children and their families. They require 
specialised care at the time of diagnosis and thereafter.' However, children and adolescents 
with diabetes have very specific treatment needs. Diabetes is not a static disease and 
childhood is inherently a developmental phenomenon.̂  Thus children and adolescents at 
different stages of development will have specific treatment needs. Children wUh diabetes 
are now viewed as a heterogeneous group and functioning within a social context. Thus they 
cannot be managed in isolation as they are part of their family and wider community system. 

Most current psychosocial research attempts to identify how patient and environmental 
variables converge to influence patient health status.^ However, the literature addressing 
such variables is limited.' Several research studies have focussed on the impact of the child's 
illness on the family and conversely the influence of family factors on the child's physical 
and mental health. Other important influences on children are those of peer relationships and 
school environment, but such factors are less well studied. 
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Within childhood diabetic populations, poor health status has been associated with poorer 
patient adjustment and a more dysfunctional family environment. Other studies show 
correlations between improved diabetic control and decreased anxiety, depression and 
problems in living.̂  However, here the research findings are conflicting. Some studies have 
shown an association between children's level of glucose control and family stress, i.e. 
diabetic children in families characterised by good parental communication, marital harmony, 
and low levels of conflict tend to have better glucose control.* But a recent study suggests an 
association between low levels of parental stress and poor metabolic control in other 
children.' Parents of preschool children with diabetes tend to view them as more demanding 
and expressing more negative type behaviours, although there was no association of these 
findings with biochemical control.* These findings have implications in terms of professional 
involvement and support for parents. These latter findings have been supported by other 
studies which suggest that mothers of diabetic children fi-om lower socio-economic groups 
report higher levels of psychosocial stress and view their children as having higher levels of 
behavioural problems.* To complicate the picture fiirther, some studies suggest that better 
biochemical control may be associated with poorer adjustment and increased rates of 
disturbed behaviour.* These conflicting findings certainly highlight the need to unravel the 
effects of diabetes on psychosocial factors fi-om the effects of psychosocial factors on 
diabetes.̂  

This study examines psychosocial factors in a clinic population of children and adolescents 
with insulin-dependent diabetes mellitus in order to assess their impact on diabetic control. 

Subjects and Methods 

December 199 l a n d T t t a / ^ L t ^ ' ' T ""^"^ ""' ^"^"^^ *^ P^°d January 1990 to 
children and ado^t^ ts ag t Z T f 6 8 ve"^^. ' T ^ '' ^^"^^^^ ^ ^ ' ^ ^ ^ 
study. This represents 94 5% TZ tCxA ^^'^ T^^^ and 33 mothers participated in the 
families refusSto^Sicip te in thê ^̂ ^̂ ^̂ ^ 9l.,VoU^, mothers respectively. Two 

to participate but allowed their cWld to doso cl T . " "^^^ ^ ^ " ^ *^ P^^^^^ ^^^^^ 
in most cases followed up by home vi.it, ru u ^^^ "^^^ '"^^^^^^ ^̂  outpatients, but 
the Eastern region of the country. •'̂ '̂  ^°"P '^''^^^ i" various counties of 

The children completed the R' i i 
Esteem Questionnaire, in addition to^'ao!]!?'''^ for Depression and the Coopersmifli Self 
children's knowledge of and a t S ^ d e s ^ o T T T - ^ ' ^ ^ ' ^ ^ y *^^^««^^hers â ^̂ ^̂  
foHowing Questionnaires: ThildBet^^^^^^ "'" "*"'''• ^ ^ ^«*ers completed the 
Parenting Index, General Health ( ^ e S Z i l e l S i t l f ' ' ' ^ ^ ^ "̂ ^^^^ Questiomidre, Stress 

Sociodemographic details wer h 
indices of diabetic control as detm^n^e^bv'ihr'^''' ' ^ "̂̂ ^̂ ^̂ "̂ ^ ^'^^- Strict biochemical 
yeaj- penod were used. ReferencT^I^ u l ^ f ' ^ " ' ' 1 ' " ' " ^ ^ ^ ^ ° ^ ^ * - P^^^^^B 
with a mean of 5.8%. Mean v a l u ^ w S n ^ * ! ' '"^^^ ^ ^ ^ "BAU range of 4 5% 
biochemical rnnf«.i :_J:_ ^ " ^ ^ere calculated for ^oh .u;yA „_ ̂  V f ^°. 
"ilh a mean of 5.8%. Mean valueT^^^.^'T 7 " " . " "^^ *=« "BAl. rangeof 4 5' 
b-ochem,^ - m , , indices u s l d t r r ^ o l t ^ s : " " "" " * * ' " ^ ' ° ' *= ^ " i Thus 

Moderate Control 
Poor Control 

Procedures 

Mean +3-5 SD (7.75% - 9%) 
Mean + >5 SD (< 9%) 

Good Control 
Mean+ISD (<7.75%) 

The Birelson Questionnaire* is a self-administered instrument assessing depressive 
symptomatology, with a cut-off value of 12 or more scoring positive for depression. 

The Coopersmith Self Esteem Questioimaire^ is a questionnaire measuring self esteem. 

The Eyberg Child Behaviour Inventory is a 36 item questionnaire which shares the 
quantifiabiUty of objective instruments and in addition is an easily administered and easily 
scored scale. It is a behaviourally specific rating scale designed to assess parental perception 
of behaviour problems in their children. It is applicable to children aged 2 to 16 and is 
completed by the child's parent.''' 

The Social Questioimaire" is a 33 item instrument (self administered). 

The Parenting Stress Index'^ is a screening and diagnostic assessment technique designed to 
yield a measure of the relative magnitude of stress in the parent-child system. It is completed 
by the child's mother. 

The General Health Questionnaire'^ (30 item) is a self-administered instiiiment assessing 
general health. 

Results 

The sociodemographic profile: The findings of nearly 75% of families in upper and middle 
socio-economic groups suggests a rather well-resourced group. However, this does not 
reflect the overall clinic catchment area which is a mixed area with pockets of inner city 
deprivation. Nearly 80% of the children attained moderate to good control, i.e. HBAU levels 
of9%) or lower. 

The results of the Children's Questiomiaires reveal an overall healthy group. Only one child 
scored positive for depressive symptomatology, i.e. score greater than 2 on the Birelson 
Rating Icale While the group as a whole exhibited healthy self-esteem levels, a surprising 
M n V w a s t hTof h ^ e r total scores in the moderately controlled group consistent 
throujiorthe sub-scores o^ the Coopersmith Questiomiaire. Non-parametnc testing i.e. 
Kruscher-Wallace, was used to obtain mean rank values. 

We noted some very striking results in the Questiomiaires completed by the mothers. 

We found a relationship between increased scores on the Child Behaviour Inventory (CBI) 

r i T a i : ^ C r w e Z ^ T ^ ^ ^ ^ Z ^ ^ ^ ^ - e J e d scores on the CBI and 
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"cases" on the GHQ, i.e. increased reporting of child behavioural problems by mothers who 
reported moderate to high levels of stress son the GHQ (non-parametric testing, i.e. Marni-
wiiitney, used to obtain mean rank values). 

The Social Questionnaire revealed increased reporting of social problems among mothers of 
those children with poorly controlled diabetes, with a trend towards more marital problems. 
Mothers of the poorly controlled group also showed increased reporting of relationship 
problems with their spouses. 

The results of the Parenting Stress Index revealed some conflicting findings among the sub-
scores, but mothers of the good control group clearly showed total lower mean rank values 
for stress. Nearly 25% of mothers reported moderate to high levels of stress on the General 
Health Questionnaire (8 out of 33). Moderate to high levels of stress on the GHQ correlates 
with a score of >5 which is described as a "case". As mentioned previously, a relationship 
was found between "cases" on the GHQ and increased scores on the CBI. There was also a 
relationship noted between GHQ scores of the mothers and children's diabetic control in that 
there was a higher percentage of poorly controlled among "cases" on the GHQ. 

Discussion 

S e L ^ m e l l i L T T e ' t " " ' ^ ^ ' ^ " " ' ^ ^^P"'^^^^" ^^ ^ ^ ^ 1 ^ ^ - d adolescents with 

evidence to suDoort a r e S ^ K ^ '""^''- "o^ever, our findings do present 
previously Z C e ^ t e ^ t ^ H T P^^^^^^^ î̂ l stressors and diabefic control. As 

association. ^ ' * ^ ^ *' '^^^^^ evidence available to support this 

S ^ ^ l T d t S v T f X ^ ^ r ^ ^ ^ ^ T f ^"^ ^ ^^^°^^^ î«" between lowered self-
numbers, presets as an o t S S t h v L ' ' ' ' ''"^'•°^- °^^ ^^^^P' - ^ l e small in 
Factors influencing these findings coulf T '." ^^' ""^ "'̂ ''̂ ^^ '̂ ^^^ ^ d self esteem. 
relationships and socio-economic factor A ^^"^P^^^^^' intellectual ability, family 
whole suggest a bias towards the hiehr' . ""^" '̂̂ ^^d earlier, the families studied as a 
families providing more effective suDDortrrnn'^''''"''"'"' ^ ' ' ' 'P ' ' ^^'""^ "̂ ^X result in these 
high self esteem values among A e r d ' f , ' " ' " ' " T "̂'" ^'^ ^^l^ren. Our findings of 
which suggest that too strict bLhe^i Uolr^^^^^^^ ^""P "^^^ -PP«^ «ther stu'dies 
and increased rates of disturbed behaviour.' ^ associated with poorer adjustment 

^ S ' r ^ u l t ^ S l ^ ' i g r ^ f T a ^ S ^ ^ ^ ^ - - very interesting and 
I^Portng of social and marital probTe^s bv moth ' " ^''' ^''^''^' '^^"trol and increased 
benveen diabetic control and GHQ finSfn^fn " ' P ? "*^^ ^^^ies.^ The relafionship 

^ iTVuA'^ '^P^^f t^ '^ t ionrng u I Z Z ° ^ ' ^ ' y ^^^^" highlights the interplay 
- uie UHQ ^ d again supports olh;" r . r ' sP^^^"! .^^^ of Poor controls among cases 
^ e e n moderate to high levels of s^e fon jhe r u ^ °" ' ' ^^^ ^^ows a relationship 
supporting previous studies.̂  ^ ' ' °" * ' GHQ and increased CBI scores, again 

Given the above results, how can professionals intervene to prevent these effects? One 
possible intervention could be to provide intensive support to the poorly controlled group and 
their families, as this group have reported more social problems and stress. Our results would 
indicate that the parents are more in need of professional support than their children. Such 
support could be provided by a joint approach by the diabetic team and Child Psychiatrists / 
Psychologists, in terms of individual and / or group work with vulnerable families. This 
approach is currently being examined by the professionals involved in this study. 

However, what is also clearly needed is more long-term prospective studies of this clinic 
group in order to clarify further the effects of psychosocial factors on their illness and to 
identify specific forms of intervention.^' ''*' '̂  
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CHAPTER NINE 

APPL YING A RISK AND PROTECTIVE FACTOR APPROACH TO SUBSTANCE USE 

AMONG AN IRISH ADOLESCENT POPULATION 

Aoife Brinkley, Paul McArdle, Michael Fitzgerald. 

Introduction 

The use and abuse of both legal and illegal substances has become recognised as a major 
international problem that affects all nations and all segments of society. Substance use is a 
multi-dimensional phenomena and the type or pattem of use can vary according to type of 
substance, place along the use-misuse-dependence continuum and characteristics and 
circumstance of the user. Each of the pattems and types of use may also be the result of 
multiple factors, which operate in a number of contexts. A theory which accurately reflects 
the heterogeneity of substance use and which can be of use in the design of intervention and 
prevention programmes needs to recognise that "individuals may be influenced by radically 
different situations, producing different effects on their behaviour" and that "the same 
behaviour may have totally different causes in different people" (Gorusch, 1983, p. 19). 

Several authors have proposed the risk and protective factor approach to understanding 
teenage drug use (Newcomb, Maddahian, Skager & Rentier, 1987; Bry, McKeon & Pandina, 
1982). It is argued that this approach allows for the fact that there is no single etiological 
cause of substance use and that the variety of substance use behaviours are reached by 
numerous pathways. Any one factor, deviant attitudes for example, is not considered the 
definitive etiological cause of drug use, but rather is considered as "one factor in a cumulative 
ecology of influences that are associated with increased drug involvement" (Newcomb et al., 
1987, p. 428). The risk and protective factor approach can be seen as an ecological or 
systems model in that it examines influences from different systems, allow for the interaction 
between these systems, and place these in the context of development. This approach allows 
for the possibility that different factors may play different roles at various stages of drug 
involvement and in different populations or subgroups. Thus it represents a more ecological, 
multi-dimensional and dynamic approach. 

The study of risk and protective factors associated with drug abuse has received considerable 
interest in the last decade. Research on developmental psychopathology has indicated that 
the course of adolescent drug abuse is a progression from problems that were exhibited long 
before adolescence (Palmer & Liddle, 1996). Thus research has increasingly mmed to the 
study of the factors that put children at increased risk of substance abuse. Clayton (1992) 
defines a risk factor as "an individual attribute, individual characteristic, siUiational condition, 
or enviromnental context that increases the probability of drug use or abuse or a transition in 
level of involvement with drugs" (p. 19). 

Risk factors have been extensively researched in the US and available evidence indicates that 
adolescent substance abuse is the result of multiple factors that are social, intrapersonal, and 
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developmental in nature. Several longitudinal studies have been carried out to examine 
potential risk factors associated with adolescent substance use and a number of factors have 
been identified. Table 1 presents a summary of the factors identified in major studies 
conducted in this area (see Hawkins and Catalano, 1992 for a review of research in this area). 
As can be seen fi-om the table, the factors include a number of domains of influence -
individual, familial, contextual and environmental. 

Table 1: Factors identified as associated with substance use in adolescence 

Low commitment to school 
Cognitive impairment 
Intelligence 
Academic failure 
Low religious involvement 
Early persistent problem behaviours 
Low self esteem 
Poor, inconsistent family management 
practices 
Family conflict 
Low bonding to family 
Alienation / rebellion 
Family drug behaviour 

Attitudes favourable to drug use 
Sensation seeking 
Attention deficit / hyperactivity 
Low autonomic and central nervous 
system arousal 
Hormonal factors 
Peer rejection in elementary school 
Association with drug using peers 
Laws / norms 
Availability 
Extreme economic deprivation 
Neighbourhood disorganisation 

Adapted from Newcomb, Maddahian and Bentler (1986) and Hawkins a^d Catalano (1992) 

T:rT^ ZI IJSS^^B: '(T9S3')tdT'"M f - T »"'* '-^^ "̂ -̂ ^ *= 
Significant linear re la r inS. K ? ^ ^ ^ ^ ^ { ^ ^ Bry, McKeon & Pandina 91983) found a 
d ^ o n r i i T a t t r n i ^ ^ ^ ^ "^^ ^' *^ " " - ^ ^ «f - k factors. TOs 
predictor of adoles^t d ^ ^ L « t k ? T ' ^ ^ - P - i ' " ' ^ ^ ^ ^̂  ' ^^^^ ^"^P°^^^ 
other studies ntv,comhU^lw ^ l ^^''^'''- ^ ' ^"^^"8 ^^ been replicated in 

more risk f a c t o r T T T u s t ^ C l l f t T ^ ' ' " "^^^^ ^** ^̂ °/» «f th^^^ with seven or 
such that individuals w i A ^ ^ t ^ t ^ I ^ ^ ^ ^ ^ ^ * ^ ^"'^^^^'^8 ™ b e r of risk factors, 

wiin greater vulnerability are more likely to engage in drug use. 
A * 1 X* 

risk factors according^to^d^!!!!,"ut? X ^ ' '^ ' ' ' ^ differences in exposure to and impact of 
study which examin'edVeTnfl^t ,^^^^^^ ''^"^^"^b '' ''• d^SV) conducted a 
fectors. Results indicated that the numhlrn f' ^ f V ' ^ ^'^ ^ ^ °f schooling on risk 
certain ethnic groups were exposed7,L^fi ., ' increased significantiy by age; that 
students in continuation school (sUidenK^l '^5 T ^ * ^ " ^ ^ ^ °f ^^k factors, and that 
problems in the standard curriculum) h^d IT""^ T ' " ^ ^ ^ '^^'^' due to adjustinent 
those attending regular school. ^ «gnificantly higher number of risk factors then 

While knowledge about riclr f 
vulnerable they do not ser^JeJ^^^SicLr^^^^^^ ' ^ * ^ identification of children who are 

predictor for any individual child. The use of risk factors to 

label children also poses its own risk. Thus, increasing attention is being turned to 
identifying tiiose factors tiiat protect children fi-om developing substance use problems. 

Recent research in many areas of developmental psychology, has shifted fi-om a focus on risk 
factors to an examination of the role of protective factors that moderate die effects of 
exposure to risk and die identification of factors that contribute to an individual's resiliency. 
Resilience, according to Rutter (1992), is concerned with individual variations in response to 
risk factors and protective factors and operates by modifying a person's response to a risk 
situation. Applied to drug use, a focus on resilience would involve identifying the factors 
that differentiate between early drug users who go on to abuse drugs and those who do not 
make this transition. It is important that we strive to understand why some people respond to 
the combination of social and familial and individual risk factors in a more adaptive way than 
others. In relation to substance abuse, defines a protective factors have been defined as "an 
individual attribute, individual characteristic, situational condition, or environmental context 
that inhibits, reduces, or buffers the probabilify of drug use or abuse or a transition in level of 
involvement with drugs" (Clayton, 1992, p. 20). 

Since the literature on protection and adolescent substance use is only recently developed it is 
less extensive than the literature on risk factors. Newcomb (1992) looked at the influence of 
both risk and protective factors on substance use and abuse. He proposed that each 
psychosocial factor that is associated with drug involvement can be seen as bipolar. Based on 
this assumption a risk factor index and a protective factor index were constructed, which 
were composed of mutually exclusive factors that used only one end-point of influence. A 
factor was assigned to either the risk or protective index, on the basis of which of its extremes 
was more strongly related to levels of drug involvement. Results showed that both risk and 
protective factors were associated with inhibiting or accelerating the transition fi-om 
substance use to substance abuse. 

A more recent study, which examined substance use among a group of youtiis in late 
adolescence and again in early adulthood, tested a combined risk and protective factor model 
of adolescent substance use (Newcomb & Felix-Ortiz, 1992). Results highlighted that 
vulnerability, as measured by a risk factor index, a protective factor index and their 
interaction, was highly associated with substance use in adolescence. Vulnerability was also 
found to be moderately associated with certain types of substance use in young adultiiood and 
sh-ongly associated with heightened drug problems in adulthood. The authors argue that 
"protection may fiinction in a manner similar to risk and should be operationalised as a 
multiple factor index" (p. 281). 

The influence of protective factors is not merely defined by absence of risk, as protective 
factors have been found to make a unique contribution to explaining substance use, 
independent of the effects of risk factors. DeWit, Silverman, Goodstadt & Studota (1995) 
applied the risk and protective factor model to a Canadian sample. They examined the 
interaction between risk and protection and found a significant effect for two of the five 
substance use measures. This finding may indicate that the effect of protection is to dampen 
or moderate the influence of risk at higher levels, whereas it may have little or no effect when 
risk is low or absent. 

The vast majority of the research in this area has been conducted using American samples. It 
cannot be assumed tiiat the risk and protective factors identified in these studies are also 
associated with substance use in adolescent populations m other countnes. In an Irish 
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context, Grube and Morgan (1990) have pointed out that drug use may have very different 
meanings in Ireland than in North America. Cultural differences, differential social 
acceptability, differences in the prevalence of use and in the availability of substances to 
young people might affect the relationships between risk and protective factors and substance 
use. The present study aims to apply the risk and protective factor approach, in order to 
assess the association between risk and protective factors and substance use among an Irish 
adolescent population. The study also aims to test the hypothesis that extent of substance use 
is a function of number of risk factors. 

Two items were also included from the questionnaire used in the ESRI surveys conducted in 
the 1980's (Grube and Morgan, 1986, 1990). 

The questionnaire covered a range of themes and included items on attitudes to and use of 
legal and illegal substances, anti-social behaviour, risk-taking behaviour, peer-affiliation, 
free-time activities, family structure, emotional and behavioural problems and adaptation to 
school. 

Method 

Sample 

The sample consisted of 983 second year students in 16 schools in the Dublin metropolitan 
area. The schools were selected using a stratified random sampling technique. School 
stratified according to school type and socio-economic disadvantage, into four groups: 
vocational secondary in disadvantaged area, secondary in non-disadvantaged area and 
private school. Approximately 1 in 6 schools were included in the sample. One special 
schooU a school for travellers, was included in the sample. A balance of gender was aimed 
for although the final sample consisted of a higher proportion of giris than boys (58% and 

^ 1 u I T , ?• f " ^ ' ^ ! °^ ' '"'*'"' ' ^ ^ ^4.38 years and the majority ( ) of students 
were 14 and 15 years of age at the time of the study. 

Response rates 

S S S r ^ o ^ n " " ? ' ' ' ""^ "^t- ^ ' *^ ^̂ ^̂ 1̂ '' ^^hools approached only 3 

: : c t J : , : t n t r a I n S T u b L ^ ^ a ^ r j e f f r ° " \ ^ r '^^^^^^^^^^^^ 
in previous research on s u S c ^ ^ I Z T 1 '* °" ' '^°°^ reputation, participation 
so< âl behaviour more a c S ^ ^ ^ tosJi ^ ^u '' ^^"^'^ "^^^ ^"^^ ^ ^ " 8 °^ ^^^-
ftom the o r i g i n a l ^ p ^ n X t a s c h l T l / ^ n r ^ T ' ''^'^^ ^^^^^^ " ^ ^^P^^^^ 
the 3 replacanent schools one IhJfTl^^^^ °" *^ stratification characteristics. Of 
rate of M«/o. ' " ' ' ^ ^^ ^"'^^^^ "«^ ̂ o participate, giving an overall response 

Substance use variables 

This study includes 6 dependent variables: cigarette use, alcohol use, cannabis use, inhalant 
use, use of other illicit substances and a composite substance use score. 

Frequency of use data was obtained for smoking, alcohol, and illegal substances. From this 
data three user groups were defined for five different substances or substance groups: 
cigarettes, alcohol, cannabis, inhalants, and all other illicit drugs. The category 'other illicit 
drugs' was composed of five listed substance (tranquillisers, ecstasy, amphetamines, LSD, 
Magic Mushrooms) and the 'other' category. These substances were grouped together as less 
than 5% of the sample reported use of any of them. Inhalant use was included as a separate 
substance use scale as use was reported by a larger proportion than the 'other illicit drugs' but 
a smaller proportion than cannabis. The way in which the three user groups were defined can 
be seen from Table 2. 

It is important to distinguish between drugs since there are major differences due to 
pharmacological action, various social-psychological statuses, values, and expectations 
attached to drugs. However increasingly polydrug use has become more the norm then the 
exception with young people adopting a 'pick and mix' attitude, using different drugs 
depending on effect, occasion, and availability. A focus on specific drugs ignores tiie 
associations with other drugs. Because of this a composite substance use score was formed 
by summing the five drug use frequencies. 

Research Instrument 

The research instrument used was a self rA,̂ «w 
studies of adolescent substance use T J questiomiaire, a format commonly used i.. 
questionnaires: "^ questionnaire was derived from three earlier 

in 

' " ( A ^ J ^ l r " " ' ° ° '™''=" " "•' "» '> - - M " 8 the Youft Self Report 

<«) ^ O . H e . , Of . e Vouu,. ,ues . . „„^„ , , ^ „ ^ _ ^^^^ ^^^^ ^ ^^^ ^ ^ 

(Jn) A Youth Drug Use 
questionnaire previously piloted in Groningen. 
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Table! Definition of substance use groups 

Cigarettes (from single item have you ever smoked?) 

Group 1: 

Group 2: 

Groups: 

'never' or 'once or twice' 

'now and again' or 'used to but have stopped' 

'daily' 

Alcohol (from single item "How often do you drink the following alcoholic drink?' 

Group 1: 

Group 2: 

Group 3: 

'never' or 'less than once a month' 

'once a month' 

'weekly' or 'daily' 

Cannabis use (from item "Please fill in if you have taken these substance?" which included 
cannabis as one of seven listed substances) 

Group 1: 

Group 2: 

Group 3: 

'never' 

'last year' 

'last month' 

Inhalant use (6;^-^^^ J l e ^ e fill in if you have taken these substance?" which 
included inhalants as one of seven listed substances) 

Other drug use (from item "Please fill in ;f ^. 
responses regarding tranquillisers ZZylZlT "^^ * " ' " substances?" combines 

' ^'^"^y' ^Phetamines, LSD, and magic mushrooms) 

!̂̂  

Risk and Protective Factors 

Twenty two risk and protective factors were chosen for which there was clear evidence in the 
literature of a predictive influence on dug use. While some factors may possibly be both 
predictors and consequences of drug use, it was thought that given the young age of the 
sample they were more likely to play a predictive role. 

Risk and protective factors were divided into two domains for conceptual clarity and order: 
individual and interpersonal factors and contextual factors. 

Individual and Interpersonal Factors included: antisocial behaviour, attitudes, school-
related factors, peer substance use, social inclusion, religion, social support, leisure activities 
and parental supervision. 

Contextual Factors included: availability, financial availability, parental employment and 
education, family structure and social class. 

The way in which each factor was measured is described below. 

Anti-social behaviour 

Number of anti-social behaviours: A 14 item scale with yes / no response categories 
examines engagement in anti-social behaviour (the 14 behaviours listed ranged from not 
paying on a bus to hitting someone so that they needed medical freatment). 

Involvement with the police: A single item with yes /no response categories asked whether 
respondents had ever been caught or arrested by the police. 

Bullying: A single item measured frequency of having bulHed other students during the last 
school year, with five response categories ranging from 'never' to 'several times a week . 

Attitudes toward substance use 

Two measures of attitudes toward substance use were included: a perceived danger of drug 
use score and a 'consequences of alcohol use' score. 

Total perceived risk of drug use: Perceived danger of alcohol, tobacco, camiabis, ecstasy 
louuperceivea nsK oj urug five-item scale with three response categories ranging 
and heroin use was measured using a nve item :̂ cmc r p,phid«l 
from 'not dangerous at all' to 'very dangerous' (those answering don t know were excluded 
from analysis). 

consequence. ofaicoHo, - . : ^ , t r e d r ; s t ; : i d n t ^ X ' T e . ^ S f ^ ' t f T S 

. . . . „ c- 11,, 0.1/1 r«iitonine"V use (e.g. "How likely is ii uiai caw. v/....- — -
drank alcohol - free more fiiendly and outgoing ). 
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School related factors 

School enjoyment: Whether respondents enjoyed school was measured using a single item 
with four response categories ranging from 'never' to 'always'. 

School attendance: A single item measuring number of whole school days missed during the 

^CttaT °̂ ^ ^ ' ' ^ ' ^'^ ^"""^ '^"^"'"'^ categories ranging from 'none' to 'more than 

fburt^'wftf r " " " " ' ^ ''"^^' ' ' "^ "'""'"'"^ respondents perception of their academic 
ab^ty^with five response categones ranging from 'well above average' to 'well below 

A^demic aspirations: A single item measured respondents expected activity at age of 17 
with five response categones ranging from 'at school (general education)' to 'unlployed' 

Peer substance use 

Social Inclusion 

Religion 

Religious salience: A sincle ,t«« 
everyday life w,th five r C s T c T t ^ o r i : ^ ""' ™P"''^^^ «f ^-"gion in respondents 
unimportant'. P""^^ ^^^^g^nes rangmg from 'very important' To 'very 

L'isure activities 

Involvement in sport A s I 

•^'"''^^^'iO^'^^^.Xr^^-y':^:^^^ of mvolvemen. i„ sports, 
Club membership A «no!- . 

categones. ^ ^ " ^ ' "^"^^J club membershin u .̂v, 
inemDership with yes / no response 

Boredom: A sinale item 
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Parental supervision 

Parental supervision: A four-item scale measured parental supervision by asking if parents 
said anything in four different disciplinary situations, with three response categories ranging 
from 'yes, often' to 'no, never' (e.g. "Do your father and mother ever say anything when you 
stay up late at night?"). 

Social support 

Social support: A single item asked who respondents could talk to if something was 
froubling them. A score, ranging from zero to seven, indicated the number of people 
respondents could go to for social support. 

Availability 

Number of drug offers: A nine item scale measured the types of drugs that had been offered 
to respondents. The eight response categories which examined where the drug offer had 
taken place were collapsed into two response categories - 'never offered' and 'have been 
offered'. 

Physical availability of cannabis: A single item measured respondents knowledge about 
where to obtain cannabis with four response categories ranging from 'yes, without a problem' 
to 'no, not very easily'. 

Financial availability: A single item measured amount of money available to respondents 
per week. 

Parental employment and education 

Parental employment: A single item asked about occupational status of mother and father. 
From this item a three-point scale was constructed which ranged from 2 parents working to 
'no parents working'. 

Parental education: A single item asked about the highest level of schooling achieved by 

respondents' father and mother. 

Family structure 

Family structure A single item asked respondents to list Ae people who lived at home with 
t h e m . ^ R ~ s were categorised as 'intact families' defined as havu^two parents living 
in the home and 'non-intact families', defined as all other family structures. 

Social class 

, V „^o*ti<vl cchools were divided into three socio-economic 
Social class: Based on the ^^'^^l^^^'f^^o^ schools and secondary schools in 
groups. Socio-economic group 1 consisted oi vocaiiui 
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disadvantaged areas. Socio-economic group 2 consisted of secondary schools in non-
disadvantaged areas. Socio-economic group 3 consisted of private schools. 

Procedure 

A letter was sent to parents of all second year sUidents in each participating school. The 
parent letter gave a brief outline of the study, described the questionnaire and gave parents 
the option of refusing permission for their child to take part in the sttidy (by returning a slip to 
the school). 

A d-ained researcher administered the questionnaires either during regular classroom periods 
or m year group assemblies. Before completing the questionnaire the researcher explained 
the purpose of the sttidy and reassured sttidents as to the anonymity and confidentiality of 
their responses. Sttidents were asked to fill in the questionnaires on their own and it was 
emphasised that for the sttidy to be worthwhile it was important that they give honest 
answers^ It was also emphasised that this was an opportunity to express tiieir own opinions 

TuJ^nZt T "^ '\^'f ""^ '""^^"^^ ^" '^' ^"««^ ^P '̂̂ ^ t̂ the end of the 
w^e r T i ^ L I " " " " l " * " ^ ' ' " P"' *"*^ " ^ ^ ^ «" *^ questionnaire. These points 
r X T e l o n l ' r r . T'^'''''' '' ""' '"^ "f *^ questiomiaire and an extra note 
X v wert e x T ^ ? . T T Tr""' ^ '^ ^"^'' *^ ^^^- ^he aims and natiire of the 

S m ^ ™ I n t l '^7 ""^ * ' ^''' * '^ *^ ^ ^ ^ y ^ ^ ^ ° l ^ t ^ ' confidential and 
T d ^ s t rcomn^r th. . """'' T ' '"''^"^ ^''' "°t P̂ ^̂ '̂̂ t during the time it took 
S ^ d i e to dtcfni?^^^^^^^ ? ' " ' '^ '' ''^'''^'^- ™« ^^« not possible in every 
» l V ^ ^ ; t ^ ^ ^ ^'''^- ^^d-^« - - - a l l y given between 60 and 8 0 ^ 

^ Z r S d C ' r ^ t r ' " . * ' ^ " ^ ^ ^ - - - - ^y shidems m an sixteen participating 

. c o n s i s t e n c i e s ^ e ^ r ^ s t r : ^ - r ^ ^ ^ ^ of 

Results 

protective^a^orrdSi'Laptine ^ '" the questionnaire were used to create risk and 
This procedure involved s T e ^ ^ s f r ^ ^ "f""^ ^^ ^^^^^'"b and Felix-Ortiz (19^^^ 
univariate analyses, which identified 18 of t l T o o ? "̂ ^̂  "'""^''^'^ performing a series of 
with at least one of the substance use l , "' ^' ^^^^"^ ^ significant association 
multidiscriminant analyses and a multmi. ''^^^'^^- ^he next step involved a series of 
each risk and protective factor conrbut J ' ^ ^ ' ' ' ° " ^^^^'^^ ^̂  ""'^^ to determine whether 
substance use. Five separate multidircnm1n/.""T P*"" '̂"" "^ ^ ^ ^ ^ ^ to understanding 
me variables (cigarette, a lcohol , tmiabrnr i "". T T""' P^^™^^ ^«i"g the substance 
and protective factors as predicto^^ 1 t t l "^^ " * ^ ^'^S use) as crit^a and the risk 
nsk and protective factors as indcp^nd^ty^'u^^^Tu '^^^^''' ^^ 1̂«« ̂ " ^^ing tiie 18 
d<^dent variable. Eleven of ^^TZJ^'T^'^' '̂ ""^P^ îte substance use score as 
s.^fi<^t and unique variance rnprS ic^n / In ' 7 ' '"'^^'^ ^ ^ ^ *"« ^^nd to conttibute 
^ factors were: number of £sShl^^:T """ 'V '^ ' ^̂ ^ ^"^^^^^^^ -«e variables. 
^ ^ e i v e d risk of substance^^e t h ^ f ^ ^ ^ H ' ^ " ' ^ ^"volvement, having bullied 
^̂ yfr'̂ ^Ki or girlWend, number of druroWS^tlwi^^^^^^ peer substance use, having a 

8 ners, availability of camiabis, available money, and 

religious salience. Some of these factors were better predictors tiian others, in tiiat they 
accounted for a larger portion of variance, or were found to act as predictors for more than 
one of the substance use variables. Peer drug use accounted for the largest portion of the 
variance for cigarette and alcohol use. Number of antisocial behaviours accounted for the 
largest portion of variance for the measure of cannabis use and the composite drug use score. 
Number of drug offers accounted for the largest portion of variance for both inhalant use and 
other drug use. 

In step three of the procedure, in order to construct the indices, cut-points were imposed on 
the top and bottom 20 - 30% of the distributions of scores for each of the eleven factors 
identified in step two. Cut-points were used to create a pair of hypothesised "risk" and 
"protective" dummy variables (RDV and PDV) for each factor. For example, looking at 
'number of drug offers' as an index of scores, the top 20% to 30% (those reporting a high 
number of drug offers) were given a score of " 1 " on the dummy risk variable and all else 
scored zero. Likewise, the bottom 20 - 30% (those who reported low number of drug offers) 
were given a score of"!" on the dummy protective variable and all else were given a score of 
zero. A summary of each risk / protective factor, its range, cut off point and the percentage 
of sample scoring 1 on the RDV and PDV is given in Table 3. The dummy risk and 
protective variables were correlated with the composite substance use score (CSUS) in order 
to determine which end of influence was flie sttongest (Table 4). Thus, for each factor, if tiie 
correlation between the dummy risk variable and the CSUS was greater than the correlation 
between the dummy protective variable and the CSUS, the variable was assigned to the risk 
factor index. In the same way, if the correlation between tiie dummy protective variable and 
tiie CSUS was greater than the correlation between the dummy risk variable and the CSUS, 
the variable was assigned to the protective factor index. 
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Table 3. Risk/Protective factors, identified as significant predictors of 
substance use, and cut-points used to create a pair of hypothesised 

dummy risk and protective variables. 

Table 4. Correlations between the dummy risk and protective variables and 
the composite substance use score 

Risk / Protective Factors 

Risk and Protective Factor Dummy Risk or 
Protective Variable 

r with composite 
substance use score 

Range Cut-point % receiving score of 
1 on DRV and DPV 

î iumoer oi aeimquent behaviours 

Involved with police 

Bullying 

Perceived risk of substance use 

School attendance 

Peer substance use 

Boy / girifriend 

Religious salience 

Number of drug offers 

Availability of cannabis 

Financial availability 

Note: DRV = dummy risk variable. 

0-11 

0-1 

0-4 

1-3 

0-3 

0-16 

0-1 

0-4 

0-33 

0-3 

0-300 

DPV = 

>5 
0 

1 

^ 1 

<2.33 
>2.8 

^ 1 

^ 5 
0 

1 

£1 
>4 

^ 3 

^ 3 

^15 
S5 

dummy protective variable 

28.7 (DRV) 
18.9 (DPV) 

23.4 (DRV) 

28.0 (DRV) 

22.5 (DRV) 
30.4 (DPV) 

24.8 (DRV) 

23.1 (DRV) 
21.3 (DPV) 

26.4 (DRV) 

31.6 (DRV) 
33.7 (DPV) 

28.8 (DRV) 

45.1 (DRV) 
28.7 (DRV) 

33.2 (DRV) 
28.3 (DPV) 

Number of crimes 

Involvement with police 

Bullying others 

Perceived risk of drug use 

School attendance 

Peer substance use 

Boy / Girlfriend 

Religious Salience 

Number of Drug Offers 

Availability of Cannabis 

Available money 

DRV 
DPV 

DRV 

DRV 

DRV 
DPV 

DRV 

DRV 
DPV 

DRV 

DRV 
DPV 

DRV 

DRV 
DPV 

DRV 
DPV 

.497* 
-.345* 

.416* 

.226* 

.387* 
-.344* 

.438* 

.5089* 
-.4877* 

.295* 

.172* 
-.139* 

.501* 

.488* 
-.365* 

.231* 
-.195* 

'%' 

Note: DRV = dummy risk variable, DPV = dummy protective variable, p < .01 (2 tailed) 

Since all of correlations with composite substance use score were higher on the dummy risk 

variable than for the dummy ^^-^^^^^l^TT^^Zi::^'^t^^^^^ 

fr^zit t l ^ r T r ^ n t ^ ^ ^ ^ ^ ^ and 11 md.catmg 11 nsk factors. 
" ^ero lo 11, wiui students scored nine or above. As a result those who 
However, only a small proportion of students scorcu decreasinc 
scored nine or above were grouped together m order to create a smooth decreasing 
distribution of risk factors. 
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Table 5. Differences in number of risk factors by gender 

Number 
of risk 
factors 

0 
1 
2 
3 
4 
5 
6 
7 
8 
9 or more 

GENDER 

Male 

(N = 570) 

N % 

52 
63 
55 
54 
51 
35 
26 
27 
24 
22 

12.7 
15.4 
13.4 
13.2 
12.5 
8.6 
6.4 
6.6 
5.9 
5.3 

Female 

(N = 409) 

N 

114 
117 
96 
75 
50 
42 
27 
13 
17 
19 

% 

20.0 
20.5 
16.8 
13.2 
8.8 
7.4 
4.7 
2.3 
3.0 
3.3 

TOTAL 

(N = 979) 

N 

166 
180 
151 
129 
101 
77 
53 
40 
41 
42 

% 

17.0 
18.4 
15.4 
13.2 
10.3 
7.9 
5.4 
4.1 
4.2 
4.2 

In order to assess how the number of risk factors is related to each of the substance use 
variables, a one way analysis of variance was conducted comparing the mean scores on the 
risk factor index between user groups on the five substance use variables. As expected, 
significant group mean differences were found for all five substance use variables, with a 
higher nvmiber of risk factor associated with a higher level of involvement in substance use 
(see Table 7). 

A strong correlation was found between the composite substance use score and the risk factor 
index (Pearson Correlation = .716, p < .001). 

Table 6. Differences in mean number of risk factor by gender, socio-economic 
school group, and school type. 

Demographic characteristics 

Gender: 
Male 
Female 
t 

Risk Factor Index 

3.54 
2.64 

-5.540** 

I t ' "" f T J ^ w ^^ T ^ ^ ""^ percentage of subjects scoring zero to nine on the risk factor 
mdex for the total sample and separately by gender. The modal number of risk factors was 

^fZ^i7^8^^Z"^ T ' . ! l ^<".f """^^^ ° ' "^^ ^'''^''^ ^ i * ^ higher percentage of 
X a L m 2 t \ ^ h T f 1"" t • l ^ I T ^ "^^ ""' ^""^ "^k f̂ t̂°r« ^ d a higher percentage 
n u ^ W risk f i l ^ ^']-^''^ ^ '^"^ '^ °^ "̂ ^^^ "^l^ f̂ <̂ tors (Table 5). The mean 

Wimable l ) " ' "^™'^ *" ' * ^ ^ ^^'''^''' ^^^ significant (t = -5 54, p < 

l ; : p : , t f f r c r i n l f . r n ^ ^ ^ ^ ^ ^ ^° - ^ ~ ^ ^ ^ -o r s and school 
economic school groups a^Tbe r^^ 1 fi factors were examined between three socio-
found between socicHeLn^ir L t ^ ' ''*'°°^ ^ ^ ' - Significant differences were 
3.79, p < .05 r r X 6 r F o r w u n T e l r " ' ' " * ' "^"^ " " ^ ^ ^ °f ^sk factors F (2,970) = 
number of risk facto, a^ong s^d t t ^ iH^^ " l ' ' '^ ' '^^ " ^ * ° ^ "̂̂ ^̂ ^̂ ^̂  *^^ *^ "^^^ 
significantly higher than the mean i^nS. 1°"^^ socio-economic group (3.28) was 
g-up (2.68). sTgnifilt d S r ^ ' e T e i n ^ " '/u"^'"^^^ ^" *^ ^^^^er socio-economic 
number of risk factors F (4 9 7 ^ r 4 T r ^^^^"^^ ^^^^^ *« five school types in mean 
the mean number of'risk factors am ^ ^ A ^^^^^^ ^ '̂ ^^iiow-up testing revealed that 
significanUy higher than the mean numw '^'^^f,*" the vocational schools (3.72) was 
non-disadvantaged a r ^ (2.95) and p r i ^ a t ^ s S f ( 2 68^^^""'' '"̂  ̂ ^ ^"^"^"^ ' ' ^ ^ ° ^ ' ^ 

Socio-economic school group: 
Group 1 (lower) 
Group 2 (middle) 
Group 3 (higher) 
F 

School type: 
Vocational 
Voluntary disadvantaged 
Voluntary non-disadvantaged 
Private 
Special 
F 

Note: *p<0.05 **p<0.01 

3.28c 
2.95 
2.68a 
3.79* 

3.72cd 
3.01 
2.95a 
2.68a 
1.80 
4.38** 

76 
77 



Table 7. Correlations between the risk index score and substance use variables 

USER 

GROUPS 

Group 1 

Group 2 

Group 3 

F 

Note: ***! 

Smoking 

2.04*̂  

3 .5 r 

5.56* 

162.56*** 

3 < 0.001 

Alcohol 

199bc 

3 .3 r 

5.64* 

219.16 

TYPE OF SUBSTANCE 

*** 

Cannabis 

2.10^ 

4.89''= 

6.14* 

288.76*** 

Inhalants 

2.63*^ 

4.85"= 

6.51* 

99.50*** 

Other drugs 

2.60*^ 

6.72" 

7.12" 

164.67*** 

Discussion 

The findings indicate that a number of risk factors, which operate in different domains, are 
significantly associated with levels of substance use among adolescents in Dublin and that the 
number of nsk factors a person experiences is an important predictor of the level of substance 
use they engage m. 

^rZLliT * ^ ? " ^ ' r ^ r ^"^^^ ^'^ *^ '^'""^^ of previous studies which utilised a 
7^l7^\wr^" .""f" "^^ ^T'^""' ^'''''''- Looking at the relative influence of 
o r S ^ ^ l ^ t h t f l r . r f ^ ^""^^^ *^^ ^^ ^ l̂̂ ted variables were stronger 
a U 995^ f T b r N i f^^^fu"^ ^'''''''' ^^^^^ «̂ *« ^^« l̂ts reported by DeWifet 
fouldlat^'ar^l ' . ' ' ^ ' t ' " ' ' ' " ^ ^ "^^ ̂ "^''^^ (^987). Previous research has 
Z r t ^ t f ^ S i l n V r T ^'T'''"^'- «f drinking behaviour but parents are more 
1 9 8 ^ r i h u u t t s s i L tVr̂ ^^^^ ^ ' P ^ " ^ «f drinking (Swadi & Zeitlin, 
e la t i variabl^ u c C n L m ' "" "''^''' '^ ^"^^^^^^ ^'' weTe examined, parent 

variance for four of the s i x ^ r t S e e use v ^ : ; : ' 1 ? " " " ' ^ K̂  T ^ ^ P ^ ^ ^ ° " ^^*^ was found by DeWit et al Ju^ vanables. This is a wider breadth of influence than 

fluency of i l l ^ a T l l t : ; t \ ^ ^ ? S e ^ L ^ t f '^'"'^ '^'^ ^ ^ ''^''^'^' ° ' 
study. Demographic and sodo e L n l w f ? '""^'^^"^ "'^ ^^^^^^^ i^^^^ded in their 
of any meas^o f ad^lesT^t d^g u ^ 1 ^ 1 ^ " " ^ '"^^ ^° ' ^ ^^^^^^-^ P^^^^^^^^ 
DcWitetal.. 1995). ' ^ " '^ '" ^^^Pi"g with previous findings (e.g. 

and il^'^ii- ' l ' l lJ^; '^^^^^ ^ the most influential factor for both inhalant use 

(e.g. DeWit et al.. 1995; Newcomb e t T l l s T T t ' ''^''"^"^ ^^"^ ^^^ies of risk factors 
would appear to be a major shortcoming' F "", ' ^""^ *^ ""^" t̂s of the present study 

jor Shortcoming. Fmancial availability, or the amount of money at a 
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young person's disposal, also emerged as an important factor in the present study. This 
factor was not found to contribute to variance in substance use in previous studies (DeWit et 
al., 1995). It is possible that factors associated with availability (both drug offers and amount 
of weekly spending money) are particularly influential in an Irish context. 

It is also clear fi-om the results that behavioural variables and specifically those behaviours 
which have been described as problem behaviours - anti-social behaviours, involvement with 
the police and truancy - account for a significant portion of the variance for all of the 
substance use variables. This finding lends support to the problem behaviour theory which 
proposes that adolescents' smoking, drinking, drug use and other problem behaviours form a 
single dimension that reflects a more general underlying tendency to non-conformity or 
deviance (Jessor & Jessor, 1978). Previous research has found that a single dimension of 
general deviance accounts for the majority of the covariance among specific problem 
behaviours and that this factor is predictive of involvement in these behaviours at a later point 
in time (Osgood, Johnston, O'Malley & Bachman, 1988; Newcomb & Bentler, 1988). 
However, previous research tat applied the problem behaviour theory to an Irish setting 
concluded that substance use among Irish adolescents was relatively independent of a general 
tendency towards deviance (Grube & Morgan, 1990b). Taking into account the fact that the 
previous study was based on data collected during the 1980s, it is possible that the stronger 
relation with problem behavioxirs found in the present study is due to the fact that substance 
use has now become more common among young people. The present results may reflect the 
fact that substance use is no longer seen as an extreme form of deviance any more and thus is 
more strongly associated with other problem behaviours commonly seen in adolescence. 

The results indicate that the factors associated with substance use in adolescence can vary 
depending on the type of substance use under study. This justifies the use of separate 
substance use variables in addition to a composite substance use score in selecting factors to 
be included in a risk factor index. For example, using the composite substance use score 
alone would not have revealed the predictive value of having a boyfiiend or girifiiend for the 
use of drugs other than cannabis and inhalants. The results indicate differences in the pattern 
of influence on licit and illicit substance use, with peer related factors having a stronger 
influence on licit substance use (smoking cigarettes and drinking alcohol) and availability 
having a stronger influence on illicit substance use. 

The results of the present study replicate the findings of previous research using a risk factor 
index (DeWit, 1995); Newcomb & Felix-Ortiz, 1992; Bry et al., 1982). This suggests that 
there are multiple pathways to the misuse of substances and the number of factors of person 
experiences is more important than the nature of any individual factor. Each factor can be 
reviewed as "one factor in a cumulative ecology of influences that are associated with 
increased drug involvement" (Newcomb et al., 1987, p. 428). 

While all measures of substance use were significantly correlated with the risk factor index, 
differences were found in the effectiveness of the risk factor index at accounting for different 
types of substance use. The substance use variables which had the strongest correlation with 
the risk factor index was cannabis use, followed by alcohol use, use of other illicit substances 
and smoking cigarettes. Inhalant use had the weakest correlation. This is in keeping with the 
findings of previous shidies. Newcomb et al. (1987) found that the risk factor index was 
most strongly related to alcohol and cannabis use, but least strongly related to cocaine use 
and hard drug use They suggest that risk factors are most closely related to beginning drug 
use (cigarettes alcohol and cannabis) and that other processes become important with 
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increased drug involvement with the harder drugs. In relation to inhalant use, the present 
findings suggest that a different range of factors are associated with levels of use of inhalants 
or that there are different pattern of influence, as compared to the use of other substances. 

Differences were also found in terms of exposure to risk factors between boys and girls and 
between students attending different types of school. Boys were found to experience 
significantly more risk factors than girls, suggesting that boys are at higher risk of substance 
use than girls. Differences between school types revealed that students in vocational schools 
experienced significantly more risk factors than students in both private and voluntary 
schools in non-disadvantaged areas. The findings are somewhat in keeping with the findings 
of previous research. Newcomb et al. (1987) looked at associations between risk factors and 
sex and type of school. While no gender differences were reported, students attending 
continuation schools (roughly equivalent to vocational schools in that both school types cater 
for stiidents who have problems with the general curriculum reported more risk factors than 
students in regular schools. 

An attempt was made to extrapolate from the multiple risk factor model and to create a 
multiple protective factor index. For all of the factors examined however the end of influence 
associated with risk was found to be stronger than end associated with protection. This lack 
ncS!? ' ^^ . ! T^^'^^"''^ ^^^^' ""^y ^^ indicative of developmental functions. Scheier et al. 
H H t i protective influences appear to have their greatest period of activity for 
^flu^c.^"fn r " ? r ' ^ ^ ^ ^ g ^ 12 - 13 years) and more limited although present, 
IVOUTPS ! "^i ' ' T * ^ ' ^ ^ ^ ^ '^^ 14 - 1̂  y^^« and 16 - 17 respectively). Thus 
Jacto^ SchH J 7 , T "̂ v" "^^T '"^P^" '"^y h^^^ yi^ld^d ^^^^ significant protective 
^rLoTex L d T n . t \ ^'^^' * ' ^''' *^* ^''' adolescence involves an increasingly 
S S ^ b T t L ^ f n f l l ' ' f '"''*'" ^ ^ ' ' ""'' ''''''' ^" ^'^'^ opportunity to utilise and be 
p h r a ^ o ' e t f l u ^ ^ ' ' , ^ ' ' ' ' ' ' ' ^ ' 'T""''- ™^ ^"SSests that protective factors may also 
piay a more influential role among an older adolescent sample. 

^ g a g e t l b ^ l t \ T e T a . f fh ' " ' ' " " I " ' ^ " ' " ^ ^ ^ P ^ ^ ^ ^ *e more likely fliey are to 

programmes that aim to maximise L r r e s T L . H ' " " ^ ' ' r ' ™'^ '" ^ ^ ^^''^''^ 
the area have pointed to stTchTannrol^h ' 1 " " ' T ' " ' * " '^'^- ^ ^ y researchers in 
(e.g. Emshoff, 1989; Meyri9r4) "'^'^ '^"'^^^^ ^̂ ^ ^^ure prevention work 

^ h ^ o t t c M l f / r a n T ^ d ^ ^ ^ ^ ^ ^ ^ 
programmes which influence one t v n e T h i r ^^^^^''"^- This would suggest fliat 
researchers are beginning to advoclra morf r . ^ ' " '"^"'"^^ *^ o*^s. Indeed some 
traditional approach of developing sJ^I^l ^ ^PP'°^* ̂ ^ prevention, instead of the 
High quality, comprehensive ^ m , J r ^ ! P'^^^^.^^" programmes to combat these issues. 
influence both the children and th^ r ^ r ^ T " ^ Programmes that are designed to 
a<Wressing these complex problems ^ w l ! r ^ A /"'^"' '"^^"^s ^^ *« new wave for F proDiems (Weissberg, Caplan, and Harwood, 1991). 

The implications of this type of sh.Hv f 
understanding of the factors Veadine to a l . w / T f ' ' " ""^^^^^ ^^ huge. A clearer 
allow prevention measures to be tailored t n f ^,'1 *^ interactions between factors would 
conunonly associated with s u b s L n r i ^ ' ° ? '^^ ^"^"^^^"'^ ^^ characteristics fliat are 

«ance abuse. According to Hawkins et al. (1992) "flie most 

promising route to effective strategies for the prevention of adolescent alcohol and other drug 
problems is through a risk focussed approach" (p. 64). 

The study provides evidence that factors from several environmental domains (e.g. 
individual, peer group, family, community) influencing substance use. To date, prevention 
programmes have focussed on single domains of influence; such as programmes that aim to 
increase individual decision making skiUs and self esteem. The results suggest that what is 
needed are comprehensive programmes which attempt to effect change within different 
environmental contexts, e.g. combining community based programmes which attempt to 
address negative peer influence and attitudes towards perceived risk. 

6<A 1 
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CHAPTER TEN 1994): we begin with the more common and finish with the less common causes of diagnostic 
confusion. 

DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS OF ASPERGER *S 

SYNDROME/DISORDER 

Michael Fitzgerald and Aiden Corvin. 

Introduction 

prooiems in social mtegration, non-verbal communication idiosyncratic vn1„,l 

S t T X t h r r n d l r h ^ preoccupation with unusual a n d ' c i ^ r n S ^ i n t ^ t ' 

. n t e l l e c t n a l l t C r e S d l ^ L " ^ T a " ^ * ' ' 'T''°"- ^ ^ '^'^'^ '" 
had difHcultv taking mrt ^ , 1 . _ ' . " '" '""8 " ' ° " " co-ordination problems), 

a g B t e s s i o r ^ d t : , ^ ^ b X n r S p ^ ^ t t d ' l S ' ' r ' ! , ' ^ * * « ^ " ' " " •°*^ '"« 
praducing "fantastic" stories a i S l t ^ ^ , T ^ : Z ^ - ^^^ " ? " ' ' ' « ' * ^ ^ P^«««^ ^ 
with schizophrenia. difficulties in reality testing and confusion 

s ^ X m r ^ d S l X r o l t X ^ ^ ^ ^he renamed Asperger's 
Social impaim^ents, (2) NarrowTntrsts 3 ^^* ̂ " /̂'̂ ^ '̂̂ ^I ^"teria for its diagnosis:- (1) 
peculiarities, (5) Non-verbal c o n l l l ^ S t i n ^ p t t ^ T m ^ ^ ^ ^ (4) Speech and language 
the syndrome in both ICD-10 rWHO losoV ? S . ' ^^ ^^^^^ clumsiness. Inclusion of 
has resulted in broad c l in i ca l^coS l ' ^o f ^̂ ^̂ ^̂ ^ 
Association (APA, 1994) termed the conHV A ^ '̂̂ gnosis. The American Psychiatric 
impairment in social interaction and the urT"" Asperger's disorder and based diagnosis on 
Box 1). Diagnosis requires that the imnaiZ!?^ of stereotypic or repetitive behaviours (see 
and excludes clinic^y significant deZTlTn ' ' ^ " ' " ' " ^ ''^^'"^'^ ^'^^'^ before age 3, 
research criteria (WHO 1993) are virtually idemS?^' ' ' °^ '^ ' °" ""' ^^^'^ skills. The ICD-10 

The DSM-IV (APA 1994) crit • 
(•^81) or Oillberg 0991)' W i ^ p ^ Z ' ^ ^ t ' ^ ? ™'"*^ P^P"^^' "V e i a - Wing 
years oflife of patient's with AsArg^.s^roTO^*" *"'™i"8 difficulties in the first two 

a. 
b. 
c. 
d. 
e. 
f. 

A lack of normal interest and pleasure in people around them. 
A reduction in the quality and quantity of babbling. 
A significant reduction in shared interests. 

A significant reduction in the wish to communicate verbally or non-verbally. 
A delay in speech acquisition and impoverishment of content. 
No imaginative play or if it does occur it is confined to one or two rigid patterns. 

Clearly As ' "^^° patterns. 
disorder (APA^Too/^^'^"'"^ ^ ^^^ned by Wino nr ruu 
vastmaJoritv f ^ '" '"^'"^ing speech J d ^ n l ? £ ^ ^ S ' ^'^^^ from Asperger's 
- . ...„j.n y or persons with Asner.^r'c ^l^. _*"^^8« difficulties in their criteria. As the 

e x i L i r S e ^ t ^ ^ ^ ''^' revisions of DSM IV ' ' ^ ' ' ^ ^ ^ ^ ^^8"^8-abnormalities 
^n '̂nes the ditrerential diagnosis of Asperg^ti^H'"' ' ' correct this anomaly. This paper 

Perger s syndrome (Wing, 1981) and dLrder (XPA, 
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Differential Diagnosis 

(1) OTHER PERVASIVE DEVELOPMENTAL DISORDERS (PDD) 

a) Autism/Autism Spectrum Disorders (ASD's) (APA, 1994) 

Autism shares the same criteria for abnormal social interaction and behaviour as Asperger's 
disorder, but requires additional impairments in commvinication (see box 2). DSM-IV 
requires a delay or abnormal functioning in social, commimication and behavioural domains 
before age three. In this classification, if both diagnoses can be made Autism takes 
preference. In practise diagnostic systems which separate Asperger's syndrome fi-om the 
autistic spectrum disorders (ASD's) have not been satisfactory. Both disorders segregate 
within the same families, and share the same co-morbidity. Several authors have suggested 
that patients with Asperger's syndrome have higher verbal than performance IQ, and that the 
reverse discrepancy is found in high functioning autism. Language abnormalities can be a 
feature of Asperger's syndrome and current research data does not support their separation 
into different classifications (Prior and Ozonoflf 1998). If autism and Asperger's syndrome 
differ at all it is in the degree of impairment rather than in having discrete, specific and 
independent features. Combining both into an Autistic Spectrum (Wing, 1996) is a better way 
forward. 

The epidemiological characteristics of these disorders (ASD's) are unclear but an 
international prevalence of 5-22 per 10,000 is suggested. These disorders are approximately 
8-10 times more common in boys than in girls. 

h) Pervasive Developmental Disorder Not Otherwise Specified (PDDNOS) (APA, 
1994) 

Another diagnosis of relevance is PDDNOS which is characterised by "a severe and 
pervasive impairment in the development of reciprocal social interaction or verbal and non
verbal communication skills or when stereotyped behaviour, interests and activities are 
present". This category in DSM-IV needs to be revised as the inclusion of two "or's" greatiy 
dilutes the meaning of the category and grossly widens it as a category (Fitzgerald, 1999). It 
would be quite usefiil if it included at least two out of the major criteria of autism from 
autistic disorder criteria DSM-IV as described above. Indeed this is how many carefiil 
clinicians make the diagnosis. In the past particularly in the United States PDDNOS was 
used as a synonym for Asperger's syndrome, though for parents this title is unhelpful and 
confusing. 

c) Rett's disorder 

Rett's disorder is characterised by apparently normal development in the first five months of 
life and subsLent deceleration of head growth, loss of previously acquir^ hand skills, los 
of social eng^^en t , poorly co-ordinated gait and language problems. The disorder is not 
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part of the autistic spectrum and is unlikely to be of major relevance to most adult 
psychiatrists. 

d) Childhood disintegrative disorder 

This disorder presents following a two-year history of normal development with loss of skills 
e.g. language, bowel and bladder control as well as motor skills. There are also problems in 
social interaction, communication and stereotypical patterns of behaviour. Obviously a 
detailed and accurate developmental history is vital for making the diagnosis. 

(2) SCHIZOPHRENIA SPECTRUM DISORDERS 

a) Schizophrenia (APA, 1994) 

Anecdotal evidence would suggest that in the past many patients with Asperger's syndrome 
were diagnosed as schizophrenic, often of the simple or latent subtypes. In describing simple 
schizophrenia, Bleuler (1911) described social withdrawal and affective flattening; he also 
pointed out the "oddness" and "eccentricity" of latent schizophrenics. Kraepelin (1919) 
described a similar subgroup of his schizophrenia patients as being timid, with a narrow 
circle of interests, cold relations to companions and lacking sympathy or attachment. These 
descnptions and Bleuler's 4A's apply more closely to the autistic spectrum disorders than to 
schizophrenia. Simple schizophrenia has been described as a "diagnostic wastebasket" 
(Lewis, 1936) with vague or contradictory criteria, it has been removed from DSM-IV, 
Aough It IS retained in ICD-10. Most of these patients would now be classified as having 

J and with an accurate developmental history such diagnostic confiision should be 
avoided. A recent paper by Kendler et al. (1994) highlights the problem. In describing case 
vignettes of schizophremc patients three cases include characteristics such as "shy", 

- r j^TrH ' ^ ' T " " ' ' " ' ""° '^""^ '^"'"^'^"' "^d'l"' "«1°^ monotonous voice", and 
c ^ ^ ^ ^ f n TtiT" T ' ' " ^ PTP^'"- ^ ' '^^"^ "^^^ ^ definitive diagnosis from a brief 
case vignette but these feattires do suggest Asperger's syndrome. 

S t i e s t f ^c?a1 h ! r * ' ' t'^^^;'' '^^''^' P^̂ *̂ «̂ have with understanding the 
l t ^ ^ ( 1 ^ 8 ; l ^ ^ ^ ^ ^ ^ ^ ^ the similarities with schizophrenia are more apparent than real. 
P ^ T w i H s ^ r ^ s fvn̂ ^̂ ^ ^ ' misdiagnosis can occur - "when a psychiatrist asks (a 
^S^TsruMoTS^I^ i n t ^ ? ; ^ " "".^r ^ ' ^ ""'''''' - *^ response is likely to be yes. 

questioning reveals tfTanL^ ^ A f ^ ' ^ ̂ ^ ^^^ '"̂ ^̂ v̂e the reply yes. Further 
Addition to cTn^ e S r bv ? " ^ ^ " ^ ^^'' ^̂ ^̂ "̂8 ^ ^ ^ ^ ^ ^ - - ^ room". In 
patients with A s ^ g ^ ' s l i l ^^ ' ^ ' ' ' " ' ^" understanding how oier minds think, 
paranoid. M i s i S , ^ 4 ^ t 7 ^ 7 misinteipret what is said, and themselves be labelled 
and contribute r ; ? ? n , S o r r : r t ' ' " ^ ^ '' •^r..,^ro,n.X. emotional responses 
Asperger's syndrome soT^mes s^aJ ^ T ' t . ' T " ^ ^'^'"^' '^^''>- ^ ^ ^ " ^ ^^* 
misinterpreted by a psychia^r I r^!^ I * ° " ^ ^ ' °"^ ^«"d' ^^ch again can be 
problems with p ros Jys t acS to .n^ f^^ ! abnormalities include substitutions, literalness, 
and focussed on details or o b ^ s i v ^ . ^ ^ ? ' " r ' T ' ' ' 'P^^^ ̂ ^' '^ excessively pedantic 
obsessions could easily ̂  m S l l f ""• ^ '""^"""^ ^̂  ^''^ *« conversation towards 
« al. (1986) in thdr s tud^^S^Du^ a r r ' ^ ^ ' ? ' ' " ^ ^^^^^ ^^''^ 

may thought disorder and affective flattening in autistic and 

schizophrenic patients found that they did not differ in terms of affective flattening but that 
adults with autism showed significantly less derailment and illogicality. Adults with autism 
did show a high degree of poverty of speech, poverty of content, as well as perseveration. 
While schizophrenia and autism spectrum disorders differ in age at onset, developmental 
history, and mental state examination, diagnosing psychosis in individuals with ASD is 
obviously difficult. Nevertheless, Volkmar and Cohen (1991) conclude that the frequency of 
schizophrenia in individuals with autism is 0.6 % (comparable to the general population). 

b) Schizoid Personality in Childhood (Wolff and Chick, 1980) 

The core features of Schizoid Personality of Childhood (Wolff and Chick, 1980) include 
solitariness, lack of empathy, emotional detachment, increased sensitivity, at times paranoid 
ideation, and single-minded pursuit of special interests. All these features are seen in 
AspCTger's syndrome and there is overlap between schizoid personality in childhood and 
Asperger's syndrome. Co-morbid issues are likewise similar for both conditions i.e. 
depression or behaviour problems in particular. Indeed Tsai (1992) points out that schizoid 
disorder is "defined so loosely that it could include the more high fonctioning but withdrawn 
autistic people". In Sula Wolff's most recent writing (1998) on schizoid personality in 
childhood, the present authors concluded on the basis of the evidence presented that there 
was significant overlap between Asperger's syndrome and schizoid personality of childhood. 

c) Schizotypal Personality Disorder (APA, 1994) 

The core feattires of Schizotypal Personality Disorder (APA, 1994) include odd beliefs or 
magical thinking, bizarre fantasies or preoccupations, odd thinking and speech, odd eccentnc 
or pecuUar behaviour and appearance, as well as lack of close friends and socialanxiety. 
There are similarities between this condition and Asperger's syndrome and indeed Wing 
(1997) points out that all these criteria can also occur in Asperger's syndrome. In addition 
Szatinari (1998) points out that Wolff (1995) regards "Asperger's syndrome and schizoid / 
schizotypal disorders as interchangeable terms that identify ^^"gWy *^ ^ ^ ^ . ^ ^ ^ °^ 
children". Meijer and Treffers (1991) note that it may be quite difficult >" f iWr^i to 
separate schizotypal personality disorder from atypical PDD. In the same vein Vollana^ 
(1988) points Z the difficulty of differentiating schizotypal ^ ^ ^ ' l ' ^ ^ ^ ^ ""^^ 
insidious early onset schizophrenia in children with a life long ^^"^'^^^J^^^^^' 
conditions do differ in a number of respects. Some persons with ^^^'zotypal pe^n^^^^^^ 
disorder have "a developmental history free of impairments in reciprocal ^^»a> " ^ ^ f °" 
and communication" (Izattnari, 1998). There appears to be -^ J - ^ f . ^ , ^ * 

development of schizophrenia in schizotypal P ^ ^ ' " ^ ^ J , S^ ^ t of d e v e ^ ^ ^ ^ ^ ^ 
genetically related at least in adults. As previously mentioned die rate of development of 
schizophrenia in ASD is no greater than would be expected by chance. 

(3) 
ATTENTION DEFICIT HYPERACTIVITY DISORDER (APA, 1994) 

-n. . T̂  c •• u,m«-artivitv Disordcr (ADHD) are inattention, 
The core feattu-es of Attentton Deficit HyP^^^^j^i/"'persons with high functioning 
disfractibility, fidgetiness, i^^P^ '^ f ^ ^ l i J f ^ p S have a short attention span, and 
autism spectrum disorders may be h y P ^ J ^ ; ^ ^ ' ^ ^ ^ e conditions differ m 
also executive fiinction deficits like patients witti Aunv-
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patients lack the classic impairment in reciprocal social interaction, narrow interests, 
repetitive routines and non-verbal problems of persons with Asperger's syndrome. There is a 
hierarchical rule in DSM-IV (APA, 1994) in that if a person meets the criteria for a Pervasive 
Developmental Disorder they cannot be diagnosed as having ADHD but this does not apply 
in ICDIO (WHO, 1992) where a dual diagnosis of Asperger's syndrome and ADHD is 
possible. 

Gillberg and Ehlers (1998) point out that children who meet criteria for ADHD - "sometimes 
meet full criteria for Asperger's syndrome". These authors go on to state that "in one study, 
21% of children with a severe problem of this kind met fiill criteria for Asperger's syndrome 
(Gillberg 1989, and Gillberg et al. 1989) and a further 36% had some autistic traits" 
(Gillberg, 1983). A developmental history is usually sufficient to separate ADHD from 
Asperger's syndrome, but ADHD can present as soon as the child can walk, and it is 
important to consider that impulsivity can interfere with social relationships, making children 
appear unempathic (Whelan and Henken, 1992). Indeed ADHD children can be so 
distractible that they appear in "a world of their own" and therefore appear socially 
disconnected (Towbin, 1997). It is not surprising therefore that children with Asperger's 
syndrome are not uncommonly misdiagnosed as having ADHD when in clinical practice it is 
the attention and hyperactive problems that parents often first observe as problems. 

(4) 
OBSESSIVE COMPULSIVE DISORDERS (APA, 1994) 

^puST, ô  i^^es'lh^t ^̂ ^̂ ^̂ ^̂ ^ ^''''^ " ^ — " t and persistent thoughts, 

obsessional thoughts, impulses or images ^e a nrnH ? . /^.P^''^«" recognises that the 
involve repetitive behaviours or mZT^ZZft" "^ *'' '" ° ^ " '"^"'^- Compulsions 
behaviour or mental acts are a i m ^ a ^ ' . * ' P ' ' ' ^ " "̂"̂ ^ d"^^" to perform. The 
dreaded event or situation In 3 u l 2 n ! i ^ "̂̂  ° ' '"^''"^"S *^ stress or preventing some 
unreasonable but this does not aonlv Zc^A P^^^/^^ognises that they are excessive or 
phenomena including the ..ZTLZ:Z.:^1^^\ ''''^- ^mg (1997) notes that OCD 
over and over again are s L l a r T h^ niampulate numbers, to repeat the same action 
syndrome. Persons with both conditionTlnT 7 T* '"^ ' ""^ P^^^'^^ ^'th Asperger's 
to change. Where they differ is that n ^ T ^^'° '̂̂ P^^y ritualistic behaviour and resistance 
interests which are not experienced as e ^ HJ 7 ^«P^8«-'s syndrome have "obsessive" 
1998). Compulsions and o T r s L l l T f ' t ' ^ ' ^ ^ (Szatmari, 
more concrete and stereotypic (McDou^!l . ! , ? ? . ' " Asperger's syndrome and tend to be 
o . ^ and lacks the p o o r ^ c i a l - « ^ o t S t ' ''^'^- ^^ '^ ^^"^^^"y has a much later 
dafficu ties of persons with A s i ^ S ^ ^ s " ! ^ ^ ^ «»Pa% problems and social skills 
critical of the use of the i^^Zl^I^tZl^^^''^"^^ ^''^>- Baron-Cohen(1989) was 
phenomena of resistance to repetit vTact i^ t ie^rT. ^** ^̂ ^̂ "̂̂  ^^^^^ the subjective 
m o T ? ^ r ^ *^ P»^« ' ^ t i t i v e S L ^ ^ ^ ^ r ^^ ^'^^^ in «"tism and he 
moAidity depression and anxiety Woui rbea^r^ "̂̂  ^' P^^^^^^enon. In terms of co-
- . y development. h i s t o i y i s k ^ t o X r X r t S t ^ ^ ^ ^ ^ ^ ^ ^ ^ 

«» ^''FECTIVE DISORDERS 

i-'cspitc some fivpri 

ooslBps) affeoive disorfere differ in representing a 

distinct change from premorbid functioning, and typically are associated with an onset in 
adulthood. Epidemiological studies of psychiatric co-morbidity are lacking in individuals 
with autistic spectrum disorders but depression, anxiety disorders and bipolar disorder occur 
more commonly than in the general population and represent substantial morbidity (for 
review see Howlin, 2000). 

(6) OVERLAPPING DIA GNOSTIC CA TEGORIES 

a) Semantic Pragmatic Disorder (Rapinand Allen, 1983) 

This is probably not an uncommon cause of misdiagnosis. Children with autistic spectrum 
disorders often have some language difficulties and therefore will attend a speech therapist in 
the first incidence and receive a diagnosis of Semantic Pragmatic Disorder. Semantic 
Pragmatic Disorder is characterised by "near-normal vocabulary, grammar, and phonology, 
but language use is abnormal in content and function and comprehension is also impaired. 
There are considerable difficulties in initiating or sustaining a conversation, making cohesive 
links in conversation from topic to topic, and words are used out of context" (Szatmari, 
1998). This is an exact description of the language problems of Asperger's syndrome. 

The differences of course are that there is no reference in this definition to reciprocal social 
and emotional interactional problems and no reference to repetitive and stereotyped patterns 
of behaviour. The existence of Semantic Pragmatic Disorder as a separate entity is highly 
uncertain. Indeed Allen and Rapin (1992) now believe that there is a high degree of co
morbidity between these conditions. Indeed when one examines Loma Wing's (1981) paper 
on Asperger's syndrome from the language point of view (Foley, 1999) it is clear that there is 
a great deal of pragmatic language difficulties in many of her criteria. For example, the 
criterion for a reduction in quality and quantity of babbling refers to expressive language 
difficulties. A delay in speech acquisition and impoverishment of content refers to receptive-
expressive language problems and receptive-pragmatic language difficulties are represented 
by defective imaginative play. The clinical validity of the Semantic Pragmatic Disorder 
diagnosis is questionable. 

*; Deficits in Attention, Motor Control and Perception (DAMP) (Gillberg et al., 1982) 

The core featiires of DAMP include a distiirbance of attention which is cross-situational, 
gross motor dysfimction or fine motor dysfiinction or percepUial dysfimctions which are not 
accounted for by associated mental retardation or cerebral palsy. DAMP and Asperger s 
syndrome are similar and Gillberg (1985) points out that both can occur to^er^ 
Overlapping featiires include: the condition being more common in boys, the p«^ceptual 
problems, a failure to adjust volume and pitch of voice, and motor ^ ' ^ ^ ^ ^ ^ <th«uf tiie 
latter is not recognised n the Asperger's disorder criteria. It appears that from a climcd 
r^ ic«.ugiiiacu f o - j ^ j ^ functioning individuals with 
perspective the clumsiness is often absent from very ™S"J"' ^Jl-^„ Hiffir„iti*^ »r*. 
Asperger's syndrome. In terms of differences it should be noted ĥa attemionjiifficulties â ^ 
not p i t of Z definition of Asperger's syndrome and m Asperger s disorde^ (^^;^'J,f^^] 
there can be no clinically significant general delay in language or delay m cognitive 
development (APA, 1994)^ DÂ MP can ^^^^^^^^^Zt S ^ ^ T ^ I ; 
? S ^ " r X ^ ; ; ^ ^ 7 a ; : . t u ^ t ^- . " - P than m Asperger's syndreme 
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(Gillberg, 1995). It would appear that criminal difficulties are more common at follow up in 
persons with DAMP than in persons with Asperger's syndrome because in adult life about 
half of the persons with DAMP had significant and persistent problems which included 
criminal offences (Gillberg, 1995). 

c) Multidimensionalfy Impaired Disorder (MDI) (McKenna et al., 1994; Kumra et al 
1998) 

The core features of this disorder include a poor ability to distinguish fantasy fi-om reality, 
impairment in interpersonal skills and multiple deficits in processing information. While 
these features can be seen in Asperger's syndrome, according to Kumra et al. (1998) the MDI 
children lacked the severe impairments in social interaction, stereotyped behaviours and 
iiUCTests, mability to engage in make-believe play with a characteristic profile of intellectual 
performance; or deviant language development commonly seen in children with pervasive 
developmental disorders. 

Fitzgerald (1998) has argued that MDI should be categorised with autism or Asperger's 
syndrome because of the impaired interpersonal skills despite a desire to initiate social 
n f Z l r ^^' ""o "^^"^^^ ^'^'^^^ ^h '̂̂ h ^^^ indicated by multiple deficits in 
™ r t T r r - . ' """^T^ *" ' ^'^"^"^ '' ^1- (1994) and Kumra et al. (1998) 
Z a i r r ^ l W - 7 ' " ' T l o ^ ^ ^ . ' ' ^ ^ '^^'^^' ^' ^ "^ifi^^ial grouping of severely 
S a S u f w h t t L M n T ? ^ r V ' f f *'^ * ^ ^ ^^^^^ considerable confiision in the 
w l av^e I t t o n N O . f ^" ^'"^"? ^ ' * schizophrenia, bipolar disorder or autism. He 
S r e^cludS th^e Z ^ ' P ? ^ ' ' ^ ' ^ r ' ^ ^ "^^^^ P^̂ ^̂ t̂ with psychotic symptoms and 
S ^ o f M D ? t ! ^ r . c r r ^"'" '""^^ ^'^^''""^^ '' ^1-' 1994). To demonstrate the 
Loup of clu^^L^^^^^^ ""T"" ^ " ^ ^ '' 1̂ (1998) have investigated whether this 

1998 (unpublished); Robin a T G t " t l ^ r^^% ^T^^f '^ ' T ' ' ' ' ^^"""^ '' 'k 
MDI and childhood onset s c h i z o p S ; ( S CSH I "^ ^ ' ^ ' demonsti-ated that both 
abnormalities, neuropsycholoZTl^Lhs t̂n H Tu^"^^ ' '™^^'' ̂ " ""^ of cytogenetic 
eye-tracking abnon„riitkprro^btdWs?^^^^^ ^ T * ^ ° r » ^ - ^ ' smooth-pursuit 
disorder in first degree relatives ( K l r a l n ; T ^ '"*"' of schizophrenia spectrum 
with COS, the MDI cohort h l d i o ' ^P^^l^^hed, 1998). In contrast to patients 
behaviour difficultiLetL:^^^^^^^^^ ^^^^^ - I ' j - t^ ' earlier cognitive and 
in Freedom From Distractibiliw s L r ^ VnH^i ' symptoms, a more striking depression 
speculate that the MDI syndrol S r T n r ' I ? '^^^' ^'^"^' ^ ^^''^l learning. They 
1998). ^ ""^ ""'^^ "̂ epresent an atypical variant of COS (Kumra et al., 

In terms of clinical utility the AsDereer'« «m^ 
families than MDI. The Aspereer'f Tv̂ H !?^ ' ^ ^ ° ' ^ ' ^"1 be of far greater benefit to 

The core features of this condition are rn A«. 
capaaty for relating, (3) Impaired ^gi^ v ^ ^ : ! ^ ^ " ^ ' ^ ^ * ° " P^^^lems, (2) Impaired 

cogmtive processmg m children, (4) Disorganisation 

precipitated by changes in routine, (5) Impairment in empathy, and (6) Co-morbid anxiety 
or depression. In support of the condition Van der Gaag and colleagues (1995) found that 
both thought disorder and affective dysregulation were more characteristic of MCDD 
subjects, whereas problems in social interaction, communication, and behavioural adjustment 
were more typical of subjects with autistic disorder. Once again this description of MCDD 
reads like autism. It has an uncertain nosological status. The core features can occur in 
Asperger's syndrome. 

e) Cerebellar Affective Syndrome (Schmahmannet al., 1998) 

The core features of this syndrome are an impairment of executive fiinctions such as 
planning, set shifting, abstract reasoning, and working memory. It also includes difficulties 
with spatial cognition including visuo-spatial organisation with disinhibited or inappropriate 
behaviour. The differences fi'om Asperger's syndrome are that it is a late onset condition and 
in the persons so far studied with this condition range in age fi-om 23 to 74 years. They 
presented with post infectious cerebellitis, cerebellar tumours and strokes. Differential 
diagnosis is easily made on history taking. It is a differential diagnosis that will have to be 
considered in the fixture in older patients. 

f) Dyslogia (Jordan, 1972) 

The similarities between Dyslogia and Asperger's syndrome are complete. Dyslogic 
syndrome has been described by Jordan (1972) as the "the inability to employ logic, cominon 
sense in making a decision". Jordan goes on to point out that this pattern is often 
"misidentified as paranoia or even schizophrenia in adolescence". Dyslogic students have 
difficulty in integrating all data into a working whole and make decisions based on partial 
facts. These students tend to have temper tantrums and to be rather active, impatient, and 
impulsive. They have difficulty seeing that their decision making is skewed and do not take 
the interests of fellow stiidents into account. These students have difficulty m seeing the 
"forest for the tiees, nor does he see all the trees" (Jordan, 1972). They tend to niake 
mistakes in maths computation because of not noticing the signs. Jordan goes on to point ou 
that "the dyslogic person is usually an aggressive, basically happy individual who just can 
wait for all the pieces to be assembled". He adds that "dating and courtship are precanous 
because few pe(fple witii normal personalities can tolerate the abrasive force of being c osely 
involved with a dyslogic Mend". He also adds that these students are often unpopulated 
form social bonds'with other stiidents with similar difficut.es. He also menUons hat these 
persons can have difficulties with the law. The main problem is an ' " f ' '^ .̂ ° "̂ .̂  ^ ;^7^ 
common sense to an effective degree. They tend to be unrealistic in life goals and t«idm^be 
dreamers about the fiitiare and have unrealistic expectations about the fiiture. These persons 
are especially vulnerable to manipulative and exploitative persons. 

g> Developmental Learning Disatility of the Right ^ - j ^ ^ - ^ f Social-Emotional 
Learning Disorder) (Denckla et al., 1983, Wentraub et al., 1983) 

Tu- J „ , j t. oc =, lark of communication between neurologists and 
This disorder could be seen as a ack ot 2 " ^ ^ Asperger's syndrome. 
psychiatrists since tiiere is such an overlap between mis conum 
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The condition described is on where children have difficulty understanding social and 
emotional information. 

h) Non-verbal Learning Disability (Myklebust et al., 1975) 

This is a disability characterised by deficits in perception, co-ordination, socialisation, non
verbal problem solving, and understanding of humour but with well developed rote memory 
(Rourke et al., 1989). As many persons with Asperger's syndrome have this disability, the 
diagnosis of Asperger's syndrome is often preferred as the primary diagnosis, and is certainly 
the most clinically usefiil. This is an example of excessive diagnostic "splitting", though non
verbal learning disability can occur with other disorders. 

Discussion 

Asperger's syndrome can be misdiagnosed as a variety of conditions requiring contradictory 
b-^tments and having a range of outcomes. Misdiagnosis as schizophrenia leads to the 
ADl5?» tif th "'"'^^^^''^^ "^i ^ umiecessary risk of tardive dyskinesia; misdiagnosis as 
d^lJL Tu"^^ °^ psychostimulants like methylphenidate which can cause 
m n ^ r a l l T n r r ' " P"""" ' ^^* ^'P"'"^^'^ ^y '̂̂ "̂"̂ -̂ Treatment resistant mental 
^ n ^ s i r t t r i 7 >«/7«t7«; due to Asperger's syndrome (Ryan, 1992). Diagnostic 
A m r ^ r o H S n T ' ""^ ^"^"^ ^^'^^"' ^ ^ ''^''' ^ ^ ^ to seek unLlpful 
m Z d T s ^ r d r h l V " ^ ^ ' ' ^°"P'- ^ ' ^°"^^^°" ^ i * other disorders arises because 
TuZi T 2 ? ^ ™ I t Z "I^T !-^- ^'^ '̂ "̂ ^̂ ^̂ '̂  S^h^^i°^' i" schizophrenia and 

d i C ' s t i f L ^ r ? r I ^ s ^ o f t t ^ a l T d i a ' " ^ ^ " ^ ^̂  -""^P^"^^^' ' ' '"^^ 'autistic tvoe behavinnJ i ^ ot outdated diagnostic categorisations i.e. putting all 
As^gerWnd^^^^^^^ ''''^'^ «̂  ^^-8 - -ware of the existence of 
197ToTDSrm ( T P A T Z ) ''''''''''''''' ^y^*^« ^' being used i.e. ICD-9 (WHO, 

S ^ m t V S S : r ' i ^ ^ " ' ' ' r ^ ^ ^ ° * - --<»itions is complex because 
clear early de^elop^^^^^ ' f '^ ' '^ '" *is paper. The key to Siis task is a 

Asperger-'s syndi^^eTAl^ng ^ G I T ^ ^ ^ ^ ' T ' ' ' ' ' ^ ° ' ^ " *^ ^ ' ^ ' '^ °"^ ^" 
multidisciplinary team app'^Lh is J i S ' i d L^'H ' " ' ^ ^ ' ' ' ' ^ • ' ^ ' 
speech and language or education^ ^ n t . f ' ^ ^ ° ' ' ' ^^"^ ^ «°l^ly neurological, 
confused partial diagnoses ^ ^^""""^ "^"'^ ^^^^ if f^ilies are to be spared 
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Box 1 DSM-IV criteria for the diagnosis of Asperger's Disorder 

A. Quantitative impairment in social interaction, as manifest by at least two of the following: 

(1) Marked impairment in the use of multiple non-verbal behaviours such as eye-to-
eye gaze, facial expression, body posture, and gestures to regulate social 
interaction 

(2) Failure to develop peer relationships appropriate to developmental level 

(3) A lack of spontaneous seeking to share enjoyment, interests, or achievements with 
other people (e.g., by a lack of showing, bringing, or pointing out objects of 
interest to other people) 

(4) Lack of social and emotional reciprocity 

B. Restricted repetitive and stereotyped patterns of behaviour, interests, and activities, as 
manifest by at least one of the following: 

(1) An encompassing preoccupation with one or more stereotyped and restiicted 
patterns of interest that is abnormal either in intensity or focus 

(2) Apparently inflexible adherence to specific, non-fimctional routines or rituals 

(3) Stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or 
twisting, or complex whole-body movements) 

(4) Persistent preoccupation with parts of objects. 

This disturbance must be clinically significant, but without clinically significant language 
delay or delay in cognitive development or other skills. 

ftife *A, 

Box 2 Additional DSM-IV criteria for Autism 

Must meet criteria A. and B. in Box 1, but in addition: 

A. Quantitative impairments in communication as manifested by at least one of the 

following: 

r n r . ! • woi i«nk of the development of spoken language (not accompanied 
*'* b T : ^ : ; : : ; " ^ ™ ™ ' . ^ * .^ugh'al.™a.ive n^odes of com^unicatio.,. 

(2, ,„ individual, wi* ^ ^ ^ ^ : ^ : ^ X ^ ^ ^ ^ ' ^ ^ ^ ^ ^ ^ or sustain a conversation with others stereoiypcu F -
idiosyncratic language. 

^alr^helieve play or social imitative play appropriate (3) Lack of varied, spontaneous make-believe pi»y 

to developmental level 
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Box 3 Differential diagnosis of Asperger's syndrome 

1. Other Pervasive Developmental Disorders (PDD): 

a) Autism 

b) Pervasive Developmental Disorder Not Otherwise Specified (PDDNOS) 

c) Childhood Disintegrative Disorder 

d) Rett's Disorder 

2. Schizophrenia spectrum disorders: 

a) Schizophrenia 

b) Schizotypal Disorder 

c) Schizoid Personality Disorder 

3. Adult Attention Deficit Hyperactivity Disorder (ADHD) 

4. Obsessive Compulsive Disorder 

5. Depression 

6. CHagnostic categories overlapping with FDD: ^ ^ 

a) Semantic Pragmatic Disorder " 

'> "^^^^^^"^^^entionMotorControlandPerceptionfD^^^^^^^ ' 

^^ ^"'^di'nensionally impaired disorder (MDI) • 

d) """'''P'e complex developmental disorder (MCDD) 

^'notion7Learn^g0^lj^'''^'^^'y ""^ '^^ ^'^ht Hemisphere or Social-

•^•bt, 

0 f^on-verbalUarning Disability 
-•m^i vu< 

C H A P T E R E L E V E N 

FACTORS RELATED TO THE ADJUSTMENT OF SIBLINGS FOLLOWING 
SUDDEN INFANT DEATH 

Barbara Coughlan, Alan Carr & Michael Fitzgerald. 

INTRODUCTION 

Sudden Infant Death Syndrome (SIDS) commonly known as Cot Death or Crib Death refers 
to "the sudden death of an infant or young child which is unexpected by history and in which 
a thorough post-mortem examination fails to demonstrate an adequate cause of death" (SIDS 
Global Strategy, 1994). SIDS is a major public health problem in Ireland and elsewhere 
(Radic, Griffin & Cahalane, 1983; Ameil, Gibson, Mcintosh et al, 1985). Four in every ten 
infant deaths in Ireland are due to SIDS and the SIDS mortality rate in 1993 was 0.7 per 1000 
live births (ISIDA, 1993). 

References to sudden and unexpected infant death occur in the Old Testament and Roman 
records, and in medical and legal literature of the 12* and 13* centuries (Guntheroth, 1989). 
Modem medical interest in the problem began in the late 19* century and since the 1950 s 
research in the fields of pathology, physiology and epidemiology has attempted to generate 
hypotheses about potential vulnerability factors with a view to prevention (Limenck 1992). 
Until etiological research can insure prevention, the problem of understanding and dealing 
with the aftermath of SIDS deserves attention. 

Only a handfiil of studies have addressed the psychological sequelae of SIDS for parente(e^, 
Blueglass, 1981; Dyregrov & Mattiesen, 1987; Feeley & Gottleib 1988-1989, Pnce^Cart^ 
Sheldon & Bendell, 1985; Ostfeld, Ryan, Hiatt & Hegyi, 1993; Williams & Nikolais^ 1982 
Mandell, McAnult^ & Reece, 1980) and siblings (eg. Comwell Ni^combe & Ŝ ^̂ ^̂ ^̂  
1977; Defrain & Ernst, 1978; Hutton & Bradley, 1994; Mandell, McClain, & Reece, 1988, 
Powell, 1991). 

These studies have consistently found that SIDS has ^ey -̂e and prolongoi ^^y^^^^^l 
effects on parents and siblings. For parents it leads to ^^>^^'Xt.T Z ^ ' Z T Z ^ ^ 
behaviour isociated with grief processes. These include ^^^\^^,^^^^.^^l;. 
hallucinations of the deceased <^:^j:^f:^^^t'S^\^^ 'TuT^SS^'tmf) 
usual routines at work and at home. For example, ^J"'^^ . . /.^jiVjrth 
investigated grief reactions in parents relating to ^h^^^.*""J,^/.^,iS[%,^f ̂^̂ ^̂ ^̂  
neonatal death and SIDS) between one and four yea^ ^̂ ^̂ ^ ^ ^ / ^ ^ ^ ^ J ^ J . ° ^ ^ 
levels of disturbance, especially anxiety and ^.ntn^^^^V^Snf throthTt^o^S^^^^^ of 
the parents of babies d>dng from SIDS than in parents from J^e oth^ nvo grmî ^̂ ^̂  
parental psychiatric morbidity following SIDS have also been reported (Blueglass, 1981). 

Both internalizing and externalizing ^ehavjoural p^^^^^^ siblings 

following SIDS. Depression, separation r^'^J^^^^^'^oTlTmo^^ commonly reported 
complants, school problems, ^ ^ destmctivenes are ^^^^^^^ ^^^^^ X^^^^ ^ 

Sê %?iJ?rdVM^̂ ^̂ ^̂ ^̂ ^ 
Results from a number of sU^dies suggest tiiat - - ^ j ' ^ P - - ^ - ^ ^ ^ ^ 
may deteriorate following SIDS. Fo'", ̂ ' ^ P ' f ' ^T^^^^^ (1994) reported that 
families in her stiidy showed mantal strain and Hutton ana orou y v / F -
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compared with matched controls, SIDS-siblings family and peer relationships were 
characterized by more aggression and social withdrawal. 

Results of available studies suggest that there is considerable variability in the rate and 
pattern of recovery for parents and siblings following SIDS. The overall trend is for the initial 
crisis to be associated with serious disruption and difficulties and that over a period this 
subsides. Improvement rarely follows a smooth and predictable course. Lapses into profound 
grief on both predictable occasions (such as anniversaries) and unpredictable occasions are 
common. Defimn and Ernst (1978) found that families required an average of 8.3 months to 
regain the level of family organization present before the death. Price, Carter, Sheldon and 
Bendell (1985) reported in their study of 73 SIDS-bereaved mothers, that grief symptoms 
persisted in the majority of mothers interviewed for at least three years after the death of a 
baby. Powell (1991) in a retrospective study of parents' perceptions of their surviving 
children's responses to SIDS foimd a combination of symptoms such as seeking parental 
affection, separation anxiety, fear of being alone and incessant curiosity about death for up to 
3 years in siblings. 

A ubiquitous finding is the variability in siblings' responses to SIDS. While it appears that 
many SIDS-siblings, develop severe and prolonged behavioural difficulties and relationship 
problems, some do not. The overall objective of the present study was to identify 
psychosocial factors associated with adjustment of siblings to Sudden Infant Death 
Syndrome. The wider literature on grief in children suggests that variability in children's 
grief reactions to losses of any type is due to variability in personal characteristics, parental 
characteristics and features of the child's family and social network (Corr & Balk, 1996; 
Walsh & McGoldrick, 1991; Smith & Pennell, 1996). Thus, the specific aim of this study was 
to pinpoint those psychological characteristics of siblings and parents and those psychosocial 
characteristics of families and their wider social networks which contribute significantly to 
the adjustment of siblings to SIDS. The identification of these factors may suggest 
hypotheses which explain why some siblings adjust to SIDS while others do not. 

The five published studies on siblings' adjustment to sudden infant death identified in a 
literature search (Comwell, Nurcombe & Stevens, 1977; Defi-ain & Ernst 1978; Hutton & 
Bradley, 1994; Mandell, McClain & Reece, 1988; Powell, 1991) have all been small scale 
projects with the largest sample of SIDS-siblings being 38 (Hutton & Bradley, 1994). With 
one exception m which the Child Behaviour Checklist was used (Hutton & Bradley, 1994) 
none have employed standardized assessment instruments. It was intended tiiat the present 
study would overcome these methodological weaknesses. 

METHOD 
Participants 

Seventy mothers and 53 fathers of 1 lo oi,u 
from 72 families in which one rh" H V : / r ? " ^ P^.'"Pat?d in this study. Participants came 
Death Association (ISIDA) .ssu«^ inv5 ,̂?oS^ To ?«1?n ^̂ '̂̂ -̂  ̂ '^*- '^^ ^^sh Sudden Infant 
on their confidential mailing lisUn S " . °H? ^^J"^^'^^ from the Republic of Ireland 
It was estimated from data present^ in t L M ? " '""^^^ ̂ ^^* had occurr^ prior to 1993. 
Report that 568 of the 800 i n S S l 1 h L ^ ? S " ' ' ^,"^^^" ^"f^t Death Register 1993 
death. Of these 568 potential r S S m s ? 3 9 ^ i ^ ? ' '^'^" ^ * ^ ^™^ «f the sudden infant 
Families were mcluded in the studv^fthe^rlt!-!^''!^^^^ to participate in the stiidy. 
y^t 'me of the study and if S c W l ^ L h?. E ^l^^^^ 16yearsat 
death. Of the 139 families w h o T ^ S toTaiJ^l^f" "^i"" ̂ ' ^^ time of the sudden infant 
and completed data collection p r o S S foT^ i C ' " ^ ^ ' S ^ ^ ' '^^ ̂ ^^^ ^et the criteria 
72 families represented 12.6% of A ? I f ^ / T c ? L ^ ^ ^ ^ °"^P^ent. This group of 
charactenstics of these families L e i i v ^ / ° ? ^ ^ ^ ' of 568 potential cases. Demographic 

The distiibution of participants across socio-economic groups in this study, with only 38% of 
cases coming fi-om classes 4, 5 and 6, differs fi-om that in the National Sudden Infant Death 
Register (ISIDA, 1993). In 1993, 57% of SIDS cases occurred in Class 4, 5, and 6. Thus, the 
results of this study may not be validly generalized to all famiUes in which sudden infant 
death has occurred, but only to cases which meet the demographic profile set out in Table 1. 
From the table it is apparent that the average participant was an 11 year old boy or girl from a 
middle or upper-middle class intact family whose sibling had died a sudden death about 7 
years before the study. Mothers who participated were in fiieir late 30s and fathers were in the 
early 50s, with a third of families being rurally based and the rest living in urban settings. 

Table 1. Demograpliic characteristics. 

Variable Categories Sample 
Statistics 

Population 
Statistics 

Number of 
participants 

Sibling's 
gender 

Sibling's age 
at interview 

Sibling's age 
at time of 
SIDS 

Time since 
SIDS 

Mothers' ages 

Fathers' ages 

Family 
structure 

Geographical 
region 

Mothers 
Fathers 
Sibling 

Male 
Female 

Mean 
SD 
Range 

Mean 
SD 
Range 

Mean 
SD 
<5 
>5 

Mean 
SD 
Range 

Mean 
SD 
Range 

Intact ni 
Single p 

Urban 
Rural 

SES 

Single parent, reconstituted or other 

Class 1. Higher professional, fanner 200 acres 
Class 2. Lower professional 100-199 acres 
Class 3. Non-manual, fanner 50-99 Mres 
Class 4. Skilled manual, fanner 30-49 acres 
Class 5. Semi-skilled, farmer 30 acres 
Class 6. Unskilled 

70 
53 
119 

55% 
45% 

10.9 years 
3.2 years 

4-16 years 

4.4 years 
2.6 years 
1-13 years 

7.0 years 
3.3 years 

50.7% 
49.3% 

37.9 years 
5.1 years 

20-49 years 

50.5 years 
6.4 years 

28-58 years 

90% 
10% 

31% 
69% 

12.6% 
25.3% 
23.9% 
28.2% 
5.6% 
4.2% 

35.5% 
65.5% 

9.9% 
14.1% 
15.5% 
22.8% 
15.4% 
10.2% 

Note: Population statistics are taken fro. CSO (1986). Census 86: Summaô  Population RcpC Second SeH«. Dublin: 
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Instruments 

Siblings' adjustment was assessed with Achenbach's (1991) Child Behaviour Checklist 
(CBCL) and Kovacs' (1992) Children's Depression Inventory (CDI). Siblings' psychological 
characteristics were assessed with Form A of Battle's (1992) Culture Free Self-Esteem 
Inventory and Nowicki-Strickland's (1973) Locus of Control Scale. Psychological 
characteristics of parents were assessed with the 28 item version of the General Health 
Questionnaire (GHQ-28, Goldberg & Williams, 1988); the general scale of Form AD of 
Battle's (1992) Culture Free Self-esteem hiventory; and Lumpkin's (1985) Brief Locus of 
Control scale. Parental perceptions of aspects of family functioning and the family's social 
network were assessed with the McMaster Family Assessment Device (FAD Kabacoff, 
Miller, Bishop, Epstein & Keitner, 1990); Schumm et al's (1986) Kansas Marital Satisfaction 
Scale (KMS) and Dahlem, Zimet & Walker's (1991) Multidimensional Scale of Perceived 
Social Support Scale. The reliability and validity of all these instruments have been well 
established. A brief description of each instrument follows. 

Sibling Adjustment 

L'*r^fwAl^I!"'ii°7Ln*'f"*^^^^^^^^ ™^ «̂ ^ 113 item inventory completed by 
p ^ T S i w ""̂ A-̂ f̂ -̂ ? ^ ' ^^^"^^^ P^'^l'l^ behaviours that children in the 4-16 ye i 
T ^ L o r e f l T / f ^ ^ \ ^ ' ^ IT '"'P^'^'^ f"̂ ™ t̂ *« " « ^ fo^ each item. For this stGdy, 
S a v o u r n r o S L t 1 ^^^ ^A ^^^^VZ"^ ^cale and both internalizing and externalizing 
h^ s M ^ s L T a n l w . r ' were denved from parental responses to the chlcklist and included 
CBO^^aual r S fn^M^r^*^^^^^ ^t"^''' "^°^^ ^^ on the total problem scale of the 
Ssorder^ofa^con^ct i^^^^^^ '""i^T ^^^ ^^ ^^^^ ^«"^»y «f either an emotional 
CBCL h S i e r T ^ r S n Z ^ ^ ^ f"'' P^^^^^^f van den Berg & Verhulst, 1997). On the 
v.D«̂ L, mgner scores indicate greater symptomatology. 

S^e^'^tb'Je'ZthVor^^^^^^ '^' "?! '' ' 27-item self-rated symptom oriented 
q S i f i S a range of d ^ r S l ^ "". ""'̂  adolescents (Kovacs, 1992). The instrument 
? e S ? e S L L l f ^ v S ' ^ ? T ^""'̂ ^^"S disturbed mood, hedonic capacity, 
conseque^(S^?f S r i i o n l n r . ^ ^ interpersonal behaviours. Several items concL the 
C D l l e m ^ n l H f t S S chotes S ? ' " ? nfu^-^ t^ ""^^^"^^ *° ^l^"^^ '̂̂ - ^̂ ^̂ ^ 
symptomatology. The child me^ S'P r f l \ ' ^' "^Z* ^^^^ ^"^^^^ indicating greater 
descSbeshimSherLftep^^^^^^ to which each Statement 
reliabilities above 8 (Smucker rr^iidh^rJ n u . ^ ''Eternal consistency and test-retest 
score on the CDI h i beTsho ;vS?o1^ '±^™^r^ ^ *̂ '"̂ ^̂ ' 1986). The total depression 
disorders and n o n - a f f S psyXaMc S i ^ ^^tween youngsters with major depressive 
on the scale typically q u a K o r 7 S S -^^/^^^ ^^"^"8 ^^^^^ ^ ^^t-off score of 63 

y q aiiiy tor a DSM diagnosis of major depression (Kovacs, 1992). 

Siblings'psychological characteristics 

Culture Free Self-Esteem Inventorv fCFSFn v * . 
report inventory, with two response cateanrt. u ^ °^*is instrument is a 30 item self-
and scor^ on five subscales w S a^sesf "n J f '^^\ ^ " ^"sfrument yields a total score 
and social desirability or response s S T n the S l '^^^^^I'/cademic and parental self-esteem 
for which there is reasonable reSwtJLS"*/*"'^^' """^y * e totd self-esteem score, 
statistical analyses. Higher scoiSbStSVeS^^^^^^^^^^^ 1992), was included in the 

S i S ^ ' ^ r ^ " " ' ^ " ^ ^ ^ ^ ^ ^ "f^ ^ ^ ^«» ^^idated scale was 
S t ^ i J ^ '? the present study comprisT2l i t i i ! H ^ ^u -̂̂  '^'^^ °f control scale. The short 
mtenxsrsonal and motivational S t u c h l?«ffif '"^ '"8 reinforcement situations across 

such as, affiliation, achievement and dependency 
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(Nowicki-Stricklaiid's, 1973). There were two response categories for each item. The higher 
scores were associated with an external orientation. 

Parental characteristics 

General Health Questionnaire (GHQ-28). For both mothers and fathers, psychological 
adjustment was evaluated using the 28 item version of the GHQ which yields an overall score 
and subscale scores for somatic symptoms, anxiety, social dysfimction and depression 
(Goldberg & Williams, 1988). For each item, four-point response formats were used and the 
0,0,1,1 scoring method was employed to obtain total and subscale scores. Cases receiving 
scores of 5 or more following psychiatric interview typically receive a psychiatric diagnosis 
(Goldberg & Williams, 1988). 

Culture Free Self-Esteem Inventory (CFSEI). For mothers and fathers self-esteem was 
assessed using the 15 item general self-esteem (SE) subscale from the AD form of the Battle 
Culture Free Self-esteem Inventory (Battle, 1992). True/False response formats were used 
for all items and raw scores were converted to T-scores using the adult norms in Battle's 
1992 manual. Higher scores indicate greater self-esteem. 

Brief Locus of Control Scale (BLCS). Parents' locus of confrol was evaluated with 
Lumpkin's (1985) Brief Locus of Control scale which contains six items from Rotter's 
original (1966) instrument. Three items relate to internal confrol, and three to external 
confrol. Five-point Likert response formats were used for each item. A higher score on the 
scale indicates a more internal locus of confrol. Lumpkin (1985) has shown that the scale has 
construct validity. 

Parental perceptions of the family and social network 

McMaster Family Assessment Device (FAD). Mothers' and fathers' perception of family 
fiinctioning was evaluated using this 60 item inventory (Kabacoff, Miller, Bishop, Epstein & 
Keitner, 1990) It yields scores on the following seven subscales: problem-solving 
communication, roles, affective responsiveness, affective involvement, behaviour control and 
general fiinctioning. A four point Likert response format is used for responding to each item 
with responses ranging from sfrongly agree to sfrongly disagree. Subscale scores are based 
on subscale item totals divided by the number of items to which responses were given with 
higher scores indicating greater pathology. The FAD has been shown to discnminate between 
clinical and non-clinicS families and clinically a cut-off score of 2 on the general fiinctioning 
scale may be used to identify families with significant adjustment ditfrculties. 

Kansas Marital" Satisfaction Scale (KMS). This three item scale was "^ed .t« ̂ f.̂ ^̂ « P̂ ^̂ ^̂ ^̂ ^ 
perceptions of the quality of thdr marital relationship. The items assess sa isfaction witti the 
spouse, marriage an̂ d relationship and the scale as a whole, despite its brevity h ^ ^een^l^^^^^ 
to correlate highly with other more extensive measures of mantal satisfaction (Schumm, Paff-
Bergen, Hatch et al, 1986). 

Multidimensional Scale of Perceived Social Support (MSPSS).Perceiv^^^^^^^^ 
available to parents was evaluated with this 12 item '"J^^to'y wh ch a s ^ ^ 
social support from family, friends and significant others f ^ l ^ : ? . " l l * ^ f ^^^^ 
Responses to each item are given on seven point Likert scales and the instrument is scored so 
that higher scores indicate greater support. 

Procedure 
p^^- • J 1- * 1 „,!,««« nr letter if no telephone contact number was 
Participants were contacted by telephone or lettCT rt no ^ ^ ^ ^^^^^ 
available and an appoinfrnent was made ^^ °"f-^/j^^^ by mail to 
in a single session. In some instances participants were sciu 4 
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complete prior to the researcher's visit and the data collection session was used to check for 
completeness and accuracy and to clarify ambiguous items. In other instances all data were 
collected in a structured interview format. In each family, each child over the age of 4 
completed the CDI, Form A of the CFSEI, and the Nowicki-Strickland Locus of Control 
Scale. In each family one parent (usually the mother) completed the CBCL and a 
demographic questionnaire. Mothers and fathers each completed the GHQ-2; the general 
scale of the AD form of the CFSEI; the Brief Locus of Control Scale; the FAD; the KMS; 
and the MSPSS. 

RESULTS 

In presenting the results, descriptive statistics on the status of siblings and parents on 
psychological and psychosocial variables will first be presented. The results of two distinct 
but complementary sets of analyses will then be given which throw light on the correlates of 
adjustment of siblings to sudden infant death. The first set of results are fi-om t-tests 
conducted to identify significant differences between siblings who scored above and below 
the clinical cut-off of the total problem scale of the CBCL on personal, parental and family 
characteristics. The second set of results are fi-om a series of stepwise multiple regression 
analyses in which personal, parental and family characteristics which predict sibling 
adjustment following sudden infant death were identified. 

cs SibUngs' adjustment and characteristii 

ldju™li^'Je%ttTed1l^^^^^^^^^ - P ^ r of siblings' psychological 
characteristics, specifically s K t e e m a n / ^ ' ; " " ^ ^ ^ ^ ' "^^'^^ '"̂ ^^^^ broader psycholoiical 
119 siblings on the CBCL i n t e n i a S S t i ^ . T ' ' ^ ' T ° ^ - ^ ^ ^ ^^^res for the group of 
CDI depression scale; and ^ C F l ' l ^ S ^ i f ' " ^ ^^^ 
Nonnative data for the locus of control scale wS?^ava1?L^^^ within die normal range. 

Table 2. descriptive statistics for indices of «hii„«c' ^- . 
Siblings' Psycholo^"a,?ha/^^^^^^^ ^^^ 

Domain Variable 
Mean SD 

Indices of 
adjustment 

(Psychological 
characteristics 

CBCL total behaviour problems 
CBCL internalizing behaviour problems 
CBCL externalizing behaviour problems 
CDI depression 

Self-esteem 
Locus of control 

%in 
clinical 
range 

52.6 
54.3 
50.8 
46.3 

11.9 
11.8 
10.5 
9.9 

18% 

9% 

t-score of 63 

H S S r ^ ^ ^ ^ ^ ^ ^ '^s%^t!5^ff^f,^e'o['^ of cases obtained scores which fell 
« : o S X ^ t m , ^ ' " *«"id ^ ^ ' ^ f ^ t e d Z only ?o/^of ! '̂̂  ^' * ^ 9 I ' ' Percentile, so in the 
siblings m t h b S ^ H ' ^ '^'^^«^ ^^^ the g e n ^ a l t ? n „ i T ""^"^^ f̂ " ^^^^^ *i« ^"^'^^ gs in m,s study had significant behavio^ff p f o w S ^*'°"' ^ ' ^ ^ '"any of the SIDS-

On the CDI depression scale, 9% of cases fell above the cut-off T-score of 63. This cut-off 
score of 63 fell at the 91" percentile, so in the general population, it would be expected that 
exactiy 9% of cases would fall above this cut-off score. Thus, there was no difference in 
depression levels, as assessed by the CDI, between children fi-om the general population and 
the SIDS-siblings in this study. 

Parental characteristics and perception of the family and social network 

In Table 3, characteristics of 70 mothers and 53 fathers and their perceptions of family and 
social network characteristics are presented. Mean scores for mothers and fathers on the 
GHQ-28 and the CFSEI general self-esteem scale were within the normal range. Normative 
data for the locus of control scale were imavailable. For both self-esteem and locus of control, 
fathers obtained significantly higher scores than mothers. 21% of fathers' and 30% of 
mothers' scores on the GHQ-28 fell above the cut-off score of 5. These rates did not differ 
significantly (Chi Square = 16.5, df=l, N=123), nor were they higher than those found in 
community studies (Cox, Blaxter, Buckle et al, 1987). On the general functioning scale of the 
FAD, mean scores for mothers and fathers were below 2 and therefore within the normal 
range. Mothers and fathers differed in their perception of the adequacy of family 
communication with fathers seeing it as more problematic compared with mothers. 

Normative data for the KMS index of marital satisfaction and the MSPSS index of social 
support were unavailable, so conclusions about the status of the group studied with respect to 
the general population were not drawn. When mothers and fathers were compared on these 
variable, it was found that fathers reported greater marital satisfaction in comparison with 
mothers. 

Table 3. Mothers' and fathers' psychological characteristics and 
perception of the family and social network. 

Domain Variable Mothers 
(n=70) 

Fathers 
(N=53) 

Psychological 
characteristics 

Perceived family 
functioning 

Marital satisfaction 

Perceived social 
jupport 

GHQ 

Self-esteem 

Locus of control 

FAD problem solving 

FAD communication 

FAD roles 

FAD affective 
responsiveness 
FAD affective involvement 

FAD behaviour control 

FAD general functioning 

KMS score 

MSPSS total score 

M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 

3.7 
4.3 
43.8 
8.7 
3.1 
3.7 
1.9 
0.4 
2.1 
0.4 
2.4 
0.4 
1.9 
0.5 
2.1 
0.5 
1.9 
0.5 
1.9 
0.4 
16.5 
5.1 
5.7 
1.2 

2.4 
3.6 

47.4 
6.9 
3.5 
0.5 
2.0 
0.3 
2.2 
0.2 
2.3 
0.3 
2.1 
0.3 
2.0 
0.3 
1.8 
0.4 
1.9 
0.2 

18.8 
3.7 
5.4 
1.1 

1.57 

2.78 

3.45 

1.15 

2.11 

1.45 

1.80 

0.70 

0.03 

0.19 

2.68 

1.23 

iu , u uh rh.««ionnain: FAI>=Fam!ly Assessment Device. KMS-
Note: M=mean. SD=standard deviation. GHO=Ga.eral » « ' * ^ f ^ ^ ^ p " ^ v e d Social Support • p< .05. " p< .01. 
Kansas Marital Satisfaction scale. MSPSS= Mulndimensional Scale ot Kercei KP-. . . -^ Marital Satisfaction scale. MSPSS 
*V.001 
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Clinical vs non-clinical cases 

It was noted above that fifteen SIDS-siblings (18% of the group of 119) obtianed CBCL total 
problem scale T- scores above the clinical cut-off point of 63. To identify differences 
between these clinical cases and the remaining siblings who participated in the study the 
means of the two groups, for all variables, were compared using t-tests. Significant results 
fi-om these analyses are presented in Table 4, where it may be seen that clinical cases had 
lower self-esteem and a more external locus of control. Their fathers and mothers also had 
lower self-esteem. Their mothers reported significantly worse psychological adjustment and 
the mean GHQ-28 score for the mothers of the clinical group (mean = 7.1) was above the 
GHQ-28 clinical cut-off of 5. Compared with the non-clinical group, both mothers and 
fathers in the clinical group perceived family roles to be problematic. In addition mothers in 
this group perceived greater problems with family problem-solving, general family 
functioning, and marital satisfaction. 

Table 4. Differences between clinical and non-clinical cases on personal, 
parental and family characteristics. 

Domain Variable 

Personal 
characteristics 

Parental 
characteristics 

Family 
characteristics 

Note: M=mean 

Self-esteem 

Locus of control 

Mothers' self-esteem 

Fathers' self-esteem 

Mothers' GHQ 

Mothers' perceived family 
roles 
Fathers' perceived family 
roles 
Mothers' perceived general 
family functioning 
Mothers' perceived femily 
problem solving 
Mothers' marital 
satisfaction 

M 
SD 
M 

SD 

M 
SD 
M 

SD 
M 

SD 

M 
SD 
M 

SD 
M 

SD 
M 

SD 
M 

SD 

Clinical 
Group 

46.7 
12.5 
11.4 
4.3 

37.8 
9.1 

44.0 
7.5 
7.1 
5.4 

2.6 
0.4 
2.7 
0.4 
2.2 
0.4 
2.1 
0.4 

12.9 
5.5 

Non-clinical 
Group 

56.4 
93 
8.3 
3.1 

45.6 
8.4 

48.4 
6.6 
2.8 
3.3 

2.4 
0.4 
2.4 
0.4 
1.8 
0.4 
1.8 
0.4 

17.4 
4.6 

3.8 ** 

2.9 ** 

3.1 ** 

2.0 * 

2.9 ** 

1.9 * 

2.9 * 

3.4 ** 

2.3 * 

3.1 ** 

Sl^standard delation. GHC^Genera, Health Questionna^e. *'p< .05. ** p< .01. ***p<.001. 

Predictors of sibling adjustment 

S S ? " ? ' " ^ ? ' P S K f l S i n g ; ^ t ! S "If'^i^ ^^/^""8 ^-^^^-' following 
2TtJS P^''^'^^ P"̂ **=»°" into a s e r i iSu^ I tEf ' "^^ ' ^ ^ ^ ^ " y characteristics were 
£ n « ^ ^ ^ ' " T '*̂ "*1"̂ «̂J for e^S^ of t lSfn, ,7 '^^^r ' t iple regression analyses. ^ ^ 
S,d^emVf'' ' '^-"^SCLexternahzinLcL^^^^^^ variables: the CBCL 
Z i i ^ o r v^ 1 ? ^ ' ° " «=^e. In each of t h S e i ^ S t fo^^ P^^^em behaviour scale; 
GHO m o T w ' " ' . . * ^ '"^'"ded: s i b l i n g s ' S e S ^ ' ^ ^ u ^ ^ ^^""^^''g ^^ independent or 
m a r i t d ^ ? , ? ' ^ ' ^ - ' ' ^ ^ ' ""Others' loSs of S , S ? ' ' ' ^ t "^ ' ' '°^"« of control mothers' 
mantal satisfaction, mothers' petx êived sS i^^f^P^i T?^' ^ ^ fotal score mothers' 

social support, fathers' GHQ, fathers' self-esteem, 

fathers' locus of control, fathers' FAD total score, fathers' marital satisfaction, and fathers' 
perceived social support. 

Prior to conducting these regression analyses, all dependent and independent variables were 
examined through SPSS fi-equencies programme for accuracy of data entry, missing values 
and fit between their distribution and the assumptions of regression analysis. Missing data 
were accoimted for in the regression analyses by inserting the group means for the missing 
values. This was accomplished through the mean substitution option in the SPSS^ 
Programme. This procedure was chosen as it was a less conservative method than adding an 
overall mean and not as liberal as using prior knowledge (Tabachnick & Fidell, 1989). To 
reduce skewness in the distribution and improve normality and homoscedasticity of the 
residuals logarithmic transformations were used on a number of the dependent and 
independent variables. In these analyses there was a ratio of 8.5 cases for every independent 
variable, a ratio close to that of 1:10 recommended for multivariate analyses (Hair, Anderson, 
Tatham& Black, 1992). 

Tables. Predictors of siblings'adjustment following SIDS: Results of stepwise 
multiple regression analyses. 

Dependent 
adjustment 
variables 

No. 
steps 

Independent 
predictor 
variables 

Multiple 
R R2 

Adjust 
R2 df 

CBCL total 3 
problem score 

CBCL externalizing 2 
behaviour 

CBCL internalizing 3 
behaviour 

CDI depression 

Siblings' self-esteem 
Mothers' GHQ 

Siblings' locus of 
control 

Siblings' self-esteem 
Mothers' GHQ 

Siblings' self-esteem 
Mothers' GHQ 

Siblings' locus of 
control 

Siblings' self-esteem 

-.28 
.33 
.19 

.33 
-.27 

-.26 
.3 
.18 

-.70 

.40 

.51 

.54 

.33 

.43 

.34 

.46 

.49 

.70 

.14 

.26 

.29 

.11 

.18 

.12 

.21 

.24 

.5 

.13 

.25 

.27 

.10 

.20 

.11 

.20 

.22 

.49 

19.4* 3,115 
20.4* 
15.8* 

14.7* 2,116 
13.1* 

15.3* 3,117 
15.9* 
12.3* 

115.5 1,117 
« 
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Note: CBCL=Child Behaviour Checklist. CDI=Child Depression Inventory. GHQ=General HealA Questionnaire. *p<.001. 

From Table 5 it may be seen that 3 of the 14 ^^^FP^^^^^^'^^ZZZ 'S^e^wer? 
significant predictors of sibling adjustinent in the multiple X ? G ^ ^ The foHowkig 
siblings' self-esteem; siblings' locus of conti-ol; and mothers GHQ^^ 
conclusions may be drawn from the results f J ^ , ' " ^ J ' ^ /^ ly t s 2 ^ % T " e vJ^STn 
accounted for by predictor variables m each '>l^lSSThr(t>rccprcdicior variables: 
CBCL total problem behaviour scores was accomted^^^^^^ 
siblings' self-esteem (13%), motiiers' ^^^^^l^^l^^^T^lcs was accounted for by two 
of the vanance in CBCL internalizing behaviour P̂ oDiem ^ ^ , .^^, 22% of the 
predictor variables: siblings' self-esteem ( 0 ^ , ^ ^ ^ ^ ^ w S acciv^Si for by three 
vanance in CBCL internalizing behavioiir problon sc^^^ 
predictor variables: siblings' self esteem ( 1%), m o t o O ^ g U g ^^ 
^ntrol (2o/„). 49% of the variance i" CDI dejresston cor^^^^ .^ ^.^ ^ 
self-esteem scores. No otiier significant predictor vanaDies 
Tk • • ui M^fifipd in these four analyses may be assessed by 
The importance of die predictor vanabes identified in in^c ^ predictors and the 
noting the number of ^alyses in which they were identified as signincan p 
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amount of variance they accounted for in these analyses. The siblings' self-esteem score was 
entered as the first predictor variable in all four analyses and accounted for between 10-13% 
of tiie variance for the three CBCL scales and 49% of tJie variance for the CDI depression 
scale. This is clearly the most important predictor of sibling adjustment. Mothers' GHQ score 
was entered as the second predictor variable in the three regression analyses involving CBCL 
scales. Across the three analyses the mothers' score on the GHQ accounted for 9-12% of the 
variance. This is the second most important predictor of sibling adjustment. Locus of control 
was entered as the third predictor variable in the regression analyses in which the CBCL total 
problem scale and CBCL internalizing behaviour problem scale were the dependent 
variables. In each of these analyses siblings' locus of control accounted for only 2% of the 
variance. Thus, siblings locus of control was the third most important predictor of sibling 
adjustment. 

DISCUSSION 

S S l o f o S T ^ i t ^ i V s t S ^ ^ ?udy, some comments on the 
This was a study of a non-repr^SaSS set J]^^^^^^^ ^^ '^' ^"^^"8^ ^^ in order. 
families m which SIDS had o T c S S e ' £ f , ^ v ^ ^ °"? ""^ '^^'""Ss and parents from 
represent«i. Thus, results fromX^•sS^Sl l^^.l^'^-^^'^omic groups were over-
ordrf?° '" '"^^^«^i°-«=«nomkyo^p^ ?Sidnl r^-^ '* l^^ generalized to siblings in 
Z f x ? T '"^^^ f^'Jies whose s i C h^H^ J ^ ^ ' 'J^. * '" ^^^y were 11 year old boys 
^^.^y^M^tfiers .who participated w ^ f i n l X i f o ' ^^^^^^ death about 7 y e L before the 
tirf^uf ^"^'''"^ ^^"8 ^ ^ l y b a S ^ d Se ?el r^-^^^ ^^^^ in the early 50s, with 
which ^ ? n ? ^ ° ' validly be gerieral^eTbevond 1 ^^/" " ? ^ '^^""Ss. The results from 
S b s L n H v ""fi"'.'"^^ ^^'^h sharef t l^rSomnh?*" ' «( * " Papulation of families in 
the substantive findings will be consider^ '^^''Sraphic profile. With these caveats in mind, 

w i S f ^ ^ ^ ^ characteristics of siblings 
SIDS s S « ' ^'^.'fi^^tly to the adiS S t o A t ? ' ^ ' ^ ' ^ ^ *^i^ wider social networks 
s t and^ i i i t i n ' " *'f '^dy (18%), T o S e S J ^ ^ ^ ^ s J o SIDS. Twice as many of the 
S S S S t f^P '" ' '̂ "d significant W o , I \ * *u, ^^"d Behaviour Checklist 
e x S £ * f ^ ^ „ r ^ ^justed S IDS-SSS L S ' f «««• 1" ' ^ ' «f P^«°"^' 
characterise thLT.S° ' " ' ' " P ^ ^ with the reft i l """^^ self-esteem and a more 
Poore/TsycSlo^vL ^ ^ ""d mothers also had l o l i ^^ ^°^P- ^" ^enns of parental 
poorly S S ^ m s ' l " r ^ " " ^ - ^" ^ ^ s of f i ^ r fiinf^"''-""^/"d their moth^'s had 
mothis aid fSim?n tK ̂ ' r ^ ' P^^^ived mark^„L^"'=^'°" '" | ' ^^^^^ ^ d mothers of 
a lack of d i i ^ a^„? ^^ ^^' '"^ group p e r c S ^" f^i ly organization. Both 
of pooriy S S ^ T D S I f ' ' ^'''^ «f ^l^i b o l d S h i ^ ^" be probleSiatic. There was 
and more s p i c i S ^ . f ?'"8^ P^^«^^ g r e a t ^ r S t ^ l l " '''^^'- ^" addition mothers 

l inea l ly with family problem-solvine r S ' "! '* general family fimctioning 
Of a" of these personal n» , "^^ "^^'^^ satisfaction. 
»:ui: .. F^iaonai. Darental a^A r._ •, _ 

;ance for they 
their 

Of a" of these personal n. , "^^ ^'^^^^ satisfaction. 

believed that {hey had S n y " ' ' ' ' " " 8 « ^ v a k S t E ? \ ^"'^*' ^ d sibli^s' locus of 
niothers- mental h e S tT"^ °\^ ''"Portant soi^cet^? ^ - T positively; the more 
they were to hate 1 0 ! ^ ^ ^ ? ^ ? ^ *^y ^ S S w Jr" /" ' ""?^"^ ' ^ d the better 

"'^'^ °^ ^haviour problemc rJ*^" ^^J"«.ted. That is, the more liKeiy 
These results suoo«. d depression. 
S ' D S w r e o t h ' S ; o t " ? S e ' ^ ^ ^ ' ' y P « * ^ ^ K 
where their mother woritTt ^"^l'' *«t siblings who S ? 1 "f^ ^°"« siblings adjust to 
which could o th^ ' ' sS '^ i^"8h their grief s K ^ ^ ^ ^ ^ ^ 
"•vironment for s i K S to d^v^T'"''^ *«f capacilTto^ S/^'^'d mental health problems 
'^ond hypothesis si^eited I I ff ^'^""^ « e l f S 2 m t d f"" " ^««^-e«o«^A parenting 

seated by the results of t h i ? S v k th^. \ ? - ^ ^ '°*="« of control. The 
"y IS mat this positive outcome is less 

likely to happen in families where both parents have low self-esteem, where there is a lack of 
clarity about roles, and in which wives or mothers experience low marital satisfaction and a 
lack of effectiveness in family problem-solving routines. A longitudinal study would be 
necessary to test the validity of these hypotheses, since there are a number of altemative 
explanations. For example, parental self-esteem and family role clarity may not be 
predisposing factors as suggested, but rather be a consequence of sibling's adjustment 
difficulties and maternal mental health problems. 

The results of the present study are consistent with those of the five published studies on 
siblings' adjustment to sudden infant death insofar as they show that behavioural difficulties 
are over-represented in SIDS-siblings (Comwell, Nurcombe & Stevens, 1977; Defrain & 
Ernst, 1978; Hutton & Bradley, 1994; Mandell, McClain & Reece, 1988; Powell, 1991). 
This sub-group clearly require health service input to help them deal with the psychological 
sequelae of SIDS. Given the factors associated with poor adjustment in SIDS-siblings, 
probably a family therapy based service would be most appropriate. 

However, it is important to highlight that the vast majority of children (82%) did not display 
clinicdly significant levels of behavioural problems on the CBCL and 92% did not show 
clinically significant levels of depressive symptomatology on the CDI. 

With respect to the parents who participated in this study, 79% of fathers and 70% of mothers 
reported no clinically significant mental health difficulties on the GHQ-28. These results are 
comparable to the finding in a major UK commimity survey of over 6000 people in which 
68% of respondents fell below the clinical cut-off score and in the healthy range on the GHQ-
30 (Cox et al, 1987). While Cox et al's (1987) study employed the GHQ-30 rather than the 
GHQ-28, both instilments have been shown to yield similar results when used for screening, 
therefore it is valid to compare these results with those of the present study. Our findings 
suggest that 7 years after the loss of a child, most parents find some way to cope with the loss 
sufficiently to avoid clinically significant mental health problems. This demonstrates the 
remarkable resilience of families in dealing with SIDS. 

The relative psychological health of the majority of siblings and parents in families where 
SIDS has occurred suggest that services for most families with SIDS, with similar profil^ to 
those who participated in this stiidy, should be made available in the immediate aftermath of 
the bereavement and that in the longer term far less intensive service provision will be 
required. 

SUMMARY 

Participants in this stiidy were 119 siblings of children who had died from fudden infant 
death £id tiidr Z e n t s TOs non-representStive self-selected ^oup, were profiled as 11 year 
old boys or g r̂ls from m dd eTupler-middle class intact families whose s.bhngs had d.^ a 
sudden'dXbou"?^y"rbe?ore Ae stiidy. Moth^ who P^rti^at^ w^« - ĥ̂ ^̂  '^^ 3 ^ 
aad fathers were in the early 50s, with a third of famdies hê ng rurally ba^ed and ̂ ^̂ ^̂  
hving in urban settings. 180/0 obtained T-scores above the Z7^^^Jl\^^^d^m^^ 
scale or the Child Behaviour Checklist. These climcal cases had low^ se l f^ tee^ 
external locus of control compared with the rest of the g^«"P;^JJ^ ; / ;^^^5 ' ,X 
had lower self-esteem and their mothers were more pooriy^ychol^^^ 
Compared with the non-clinical group, both '"^^^I^^^d faAo^ m̂  the c i m i ^ l ^ u p 

perceived marked problems in farr̂ ily J ^ ^ J S J ^ ^ ^ ^ 
^ n a l parental and family eharactmstics, soling s e l f ^ ^ ^ ,^^ ^^ , ^ 
sibling' locus of conti-ol were identified in a series ot stepwise nmu ^ &> 
me most significant predictors of siblings' adjustment. 
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CHAPTER TWELVE 

MUSINGS AND MEANDERINGS 

Karin Grieve. 

In the last few years there have been visitors to our service from other parts of the coxmtry 
and from abroad. It has always caused consternation when we have told them that roughly a 
third of the clinical and residential staff have worked in the service for 20 years plus. After 
the consternation the visitors have always wanted to know what it has been like and what it is 
like now. I am not proposing to do all that today. I will however give you a few thoughts 
and memories about it on this particular day, being the first day of retirement for Dr. Carroll. 

It seems to me that the Service has now gone through its first Hfe cycle. Tony is the first 
person out of the original group, still in the Service, to retire. 

At the birth of the Service we were all young or at least fiill of energy. We thought nothing 
of heading off in the evenings out to small Health Cenfres in Co. Galway, Mayo or 
Roscommon to let people know that our service existed and what we had to offer. The gap 
between what we wanted to offer, the most important part in our minds being family therapy, 
and what our audience wanted, was huge. They wanted to know if we could get houses for 
people or if we would come and give a talk about hygiene in the local school. After the talk 
we always got a cup of tea and apple pie and we crowded with the rest over the electric fire 
with one bar. There never was any heating at night in those Health Centres, if at all. 

We were all passionate about family therapy in particular in those days. Tony declared 
Wednesday afternoons fraining afternoons. Whoever had been away on a course or 
workshop would present what they had learnt and then we all, including Tony, who luckily 
was secure enough in himself not to have to pretend that he knew everything, although he did 
know most things actually, but he happily joined in as one of the group practising circular 
questioning, woricing with genograms or how to do a family sculpt or whoever had a difficult 
family therapy case would present this. 

As professionals we were rather undifferentiated in those days. I am not talking about Tony 
but the rest of us. The psychologists did not want to test people the social worka^ ^ w no 
point in taking social histories in isolation and the young doctors did not beheve in 
medicating young children. What we all wanted to do was to practice family therapy or 
individual'th^ap? if we couldn't get the family to agree to a)me. We -^^^^^^^^^ 
adolescents all wearing black, if you had seen one of " I f ^ ^ ^ ^ S . ^ f^ ' ona l l y V ^ ^ ^ 
seen us all, iirespective of our background degrees. ^Th^.,f'd^'*'^'Xt. ^ 1 ^ 0 ™ ^ ^ 
mirrored at that time this undifferentiation, nurses and child care woricers both provided 

milieu therapy for the children in St. Anne's. 

Outside work we were also roughly going through the same life ^tag^' J ^ e w«e out and 
about, Galway was still small in those days, some found ^f^^^^.^^ZTltiC^ 
own. There were a few years when the lunch time topic of conversation never "^^^^^ 
soakaways and septic taiis, in detail, in the middle of the bacon and <^bbagê  T J ^ J ^ ^ 
started to producTchildren and I remember being pregnant and walking in to the coffee room 



where there was a heated discussion about Peadouce nappies versus Pampers. I remember 
wondering was this what I was going to be reduced to once my baby was bom. 

From my memory it was about this time that we professionally started to individuate and take 
off in different directions, often meeting resistance for a while from the rest of the group. In 
many ways it was a confiising time. A lot of us came from somewhere else than the West of 
Ireland, and had little or no access to extended family for support when it came to family life 
and child rearing. It was not a case of everybody mixing outside work as well, some did and 
others did not, but there was a family atmosphere at work. So while professionally we had 
reached the point of wanting to do our own thing more, risking the disapproval of the group 
around us in so doing, at the same time we were increasingly dependent on each other for 
support when it came to our own children and when it came to facing crisis' in our own lives. 
We compared notes and looked for support and advice from each other, especially since we 
knew the way we dealt with personal issues would reflect in our work with patients. It was 
such a supportive place to come in to in the morning if you had had a night when you had 
been up a lot with a crying baby or if yoxir toddler had been hanging on to your leg crying 
"don't go mummy" when you left him at the childminder's and you walked away upset 
wondering about your choices, or lack of them, in life. There was always someone who 
noticed and who made you a cup of coffee and listened to your woes. 

The years have passed. If we started off as adolescents then individuated and took on adult 
roles and responsibilities, the original group, still a third of the service, are now truly middle 
aged and a bit! A lot of things have happened to people in the Service, good things but also a 
lot of tragedy. St. Anne's has got bigger with more staff that has helped to revitalise the 
Service while the core group are there as culture carriers or grandparents, who can explain to 
new staff about Tony's yearly star performance as Santa for example. Tony has worked so 
very hard through the years trying to get us away from being institutionalised and we have 
been so very happy to be institutionalised when it came to the Peter Kindle party in the 
library of St. Anne's. We all drew a name out of a hat and then you had to buy a present for 
that person. When Ton put on his Santa hat and started to give out the presents all the strife 
and disagreements of the year disappeared and we managed like any other family to keep it 
together for a few hours. The most memorable Christmas present in my mind is the one of 
the years when we were all supposed to move up to Merlin Park. No one really knew what 
was happening as usual. The present was a peaked cap with two peaks pointing in different 
directions, the caption above the peaks read: I'm their leader, which way did they go? 

Today if you walk in to the coffee room and the older group are there a lot of the talk has to 
do with pension plans and physical ailments, the old core group have reached what someone 
kmdly called the heavy maintenance phase. However the younger half of the Service are now 
coming up behind us full of enthusiasm and energy to try new things and at the moment there 
IS a happy mamage between the old and the new with appreciation from both sides for what 
the other has to offer. Now this was just a very sketchy picture of the process and of the 
people m the Service that Tony started 27 years ago. 

Coming back to the day that is in it I also want to say something about working with Tony. 

nJll^'^^'yjS'l ' """"' with Tony and another doctor to do our last clinic together in 
Ballmasloe. While we packed the box of files into the car I remarked that we had done this 

i ^ n S ; . ^ T K 11^ ""^ ' ^ '"^^y^- ^ ^ ^ f^«"g "««talgic and a bit emotional at 
the prospect of the end of an era. Tony, who doesn't like anyone being maudlin, turned 
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around and remarked that the amoimt of years was irrelevant really and that once a routine 
was established it really did not matter whether it was five years of 23 and a half years. This 
is a typical Tony remark. Our trips to Ballinasloe had become a routine however. I usually 
drove, in fact 1 can only remember Tony driving once. This was many years ago when I was 
a cancan dancer in The Merry Widow for seven nights running. Tony kindly suggested he 
drove and 1 could sleep in the back. 

We would set off from St. Anne's around 9.45 a.m. Tony shuffled post and papers up to 
about Headford roundabout. Then just before the dual carriageway he opened the Irish Times 
and we would drive on in companionable silence. 

Somewhere between Craughwell and Loughrea Tony put down his paper and started to 
converse. This was always a most enjoyable part of the day. It was a good time to bring up 
any difficulties I had with a current case for example and Tony always took his time to give 
me his thoughts on the matter. But it was also a time when Tony showed his vast knowledge 
and great interest in everything. He showed us the exact fields under which hundreds of 
soldiers were buried, when we were passing through Aughrim, other times he described the 
old horse fair in Caherme, Co. Tipperary, where Napoleon brought his horses for his army 
and, as legend has it, his own favourite horse Marengo. Or he would reflect on an Insh word 
looking for it's origin. 

The conversation could then move on to books or films, the special fimctions of the various 
saints as well as discussing whether it was better to chance number 8 coming up again on the 
Lotto or whether to go for 33 that had not come up for a long time. I had better hasten to say 
I would bring that up, not Tony. But he would graciously consider it. At certain times of the 
year like the time of the Galway Races or of Cheltenham we would discv^s the horses and 
different ways of betting. He often won and I still can't work out how he chooses his horses 
I am not suggesting he is a gambler. I am only giving examples of his vast repertoire when tt 
comes to enjoyable conversations and his genuine interest in everything. 

Tu- ,̂ «+ tr> fhf> natients that we saw when we reached 
This genuine interest was very apparent to ttie paiienii uwi wt ^ 
Balliniloe. I have shared many family sessiom wiU, Tony tou^ Ae ^ - ^ » " » ; = ' ^ 
ftam him how to genuinely trust that parents are doing fte best they ^ T " ' ^ ° " ^^ *J'^ 
children This sounds very simple and obvious but to me th,s represents Ae •^^V^^^^ 
chih. ̂ idance elinic. If ̂ u genuinely b * v e «,is you wor^ ' ^ ^ ^ X ^ T . ' Z ^ n 
both of you looking at the jigsaw pieces of the child s liie ana byiutiiu 
detective. 

Starting off a session, Tony often .ked a b o u U h ^ ^ f ^ f t h ^ ^ ^ ^ ^ ^ ^ 
^y nsh word in their address. The family ^ ^ ^ ^ ^ / " ^ ' ^ t , diagnosing their difficulties or 
family history that might be highly '^S^^'fZ^^l^^c or a T c a l l ^ positive treatment 
«t might be purely anecdotal. Whichever, it certainly made tor a so wu i~ 
alliance. 

This positive alliance was really need^ ^ ^ ^ a g t l ^ ^ T o u ^ ^ ^ ^ ^ ^ ^ ^ 
ingenious but totally unexpected sugg^tions. Years ag y^ generosity, the lad 
problem and his parents were astounded when Tony pm^^^ ^ ^ J ^.^ ^^„^y ^ , 
obviously realising that the owner of the ^lo^jnacn ^ ^ ^ ^ . ^ ^^^^^ ^ ^ ^p 
suggested the lad sent his money to the owner in ^^"^J ^ ' neglected because of the 
the time for the lad to pursue his other interests that were getting g 
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gambling. We don't know what the lad thought but the parents reported later that he was 
cured and had returned to playing football with his friends instead. 

Sometimes the families provided the ingenious and unexpected solutions themselves like the 
family where the children were allergic to the pets and the solution was to send the children 
to boarding school and keep the pets. The family reassured us that this was a family decision. 

After 23 years in the prefab that constituted Ballinasloe Health Centre the team had the 
pleasure of moving into the new, impressive Health Centre before Tony left. Instead we saw 
families in the social workers interview room when they did not need it or in the 
psychologists office if they were both out of in the eye room, which was next door to the 
social welfare man and the walls so thin we had to try to talk when they were talking next 
door and be silent when they were silent. All through the years of this state of affairs Tony 
was truly professional. The rest of us moaned while he concentrated on the job that had to be 
done. Only once did I hear him make a spontaneous exclamation. That was when we 
brought a family down to the social workers interview room and when Tony opened the door 
one of the walls of the room had disappeared leaving a gaping hole where the fourth wall 
used to be. 

Returning to Galway the routine continued. Tony dictated all the notes and letters from the 
clmic while I drove and in between we discussed our different impressions of the patients we 
nad seen. 

^J^IT^ ^^'^ ""' ' ° " ' ' **" ' ' ' ""'^^ ''°P'- ^ ' ^ ^^ ^^«PP^ «ff in Loughrea and visited a 
S J M B when"r " Zr:^"' V^' ''^^^ ^^^ ^ ^ *«" lister C. She then became 
n^ou^«H Tt K • 'T. ^ ' ^"^^^''^ * ^ ° ^ ^ ' ^" Loughrea which is a closed order. The 
Z k T t h i e a t T > ? '^l Tf^^ '° ^^^^^ '^ ^' ^1°«^ i^ there. Tony found a 
^ h ^ Z\^V ^ ' ? . ' "f ^^'f"^ *^' ^ ^ j " ^ ^ ^^^t Sister M.B. needed so we called 
oLeTvesTn ^ s we L / ' " I ^ ' * ' ''""^^^^ ^ ^ " ^ ^ '^^^ *« 8« to the back and let 
S t u ^ n s 2 ^ w 1 ^ r^"^- "P u ' ^""^ '̂̂ ^ ̂ «°^ ^ i * ^ ^ ^ " - t h a big grid on it 
^ n i n X a d S l a^d Z ^ ^ K T'"' * ' '"^'^ ^ ^ ^ «P^"^ ^ ^ there was ISL M.B. 
^ n " do n f L ^ ^ ^ 1 ; ; ' ^ ^ ^ J"̂ ^ ^ ^^" '^'^ the elecfric heater with one bar 
r S S e ^ c t e f t Z:- " ""V^ ^""^*^^ ̂ ° ̂ '' *^ b°°k and explained to us that 
off^h^tZttrJL^^^ """" f " ^ ^ '' ' '""^ ' ^"^^"t if the nuns would come and livê ouT r̂ r^Xg w r̂ĉ r̂ ŝh^^ t r r ̂ ^̂̂̂^̂̂  ̂^̂̂  ̂^̂  ̂^̂̂^̂̂  ̂ ° 
quiet on the way back. ^ '^"'^'^ ^^ ^^^^^^ ^ ^g^in. We were very 

Finally our routine trip brought us back up the avenue in front of St. Amie's. 

'^o7ZJZlZ::o;:;'^yZ':j:^^^^^^^ ^ - - ^ of bemg maudim and 

CHAPTER THIRTEEN 

PSYCHOANAL YTIC PSYCHOTHERAPY IN IRELAND 
- A PERSONAL VIEW 

114 

Michael Fitzgerald. 

There has been an 'explosion' of interest in psychoanalytic psychotherapy in Ireland in the 
past 13 years. This growth has been due to professional developments and consumer 
demands. It is of interest that in an interview that Adam Limentani (1994) pointed out that 
Freud was interested in this 'explosion' and told his followers in 1923 "you must do 
something about this 'explosion' of demands for psychotherapy that is about to happen! You 
will see what is going to happen". Limentani went on to state that Freud was right. Clearly 
this 'explosion' was much delayed in Ireland partly because Ireland is an island at the 
periphery of Europe and also because no member of the medical profession, the dominant 
profession in this area was willing to take a lead. In addition there has been dissatisfaction by 
patients witii the lack of psychotherapy services being provided by the medical and 
psychiatiic profession. The medical profession particularly in the past have been trained 
using the medical biological model which has been the dominant paradigm. The advisers to 
government are drawn from doctors with this paradigm as indeed have ministers for healtii on 
at least two occasions in recent years. This has led to a lack of understanding of non medical 
approaches to ti-eatinent. In addition the development of psychotherapy has also been 
inhibited by the lack of support for Senior Regisfrar posts in psychotherapy and Consultant 
Psychotherapist posts within tiie Health Service. In addition an interest in psychotiierapy will 
not advance medical doctors careers. 

In 1993 it was estimated that there are about 300 psychotherapists in Ireland of ^W^* 10% 
were medically qualified. These included psychoanalytic psychotherapists; cognitive and 
behavioural; famUy and marital; consfructivist and humanistic. There ^ ^ ^ ^ " ^ ^ ^ ^ 
counsellors, many of tiiese were guidance counsellors and a small 8^°"? ^^ f/f̂ ^ ' ° " f .^^° 
called themselves counsellors indistinguishable from Psychotherapists^ j l * i ^ M o ^ s t o t 
20* centiiry psychoanalytic ideas in Ireland were largely discussed by a group m Monkstown 
Co. Dublin. 

In 1981 on my retiim to Ireland I began to realise that t h - was ^inter^^^^ 
psychotherapeutic aspects of general practice by some ^enml Pracmion^.^^m 
lead me to conduct a^Balint Group for General Prac^tionars ^ ^ f ^̂ ^̂ ^̂ ^̂ ^̂ ^̂ ^̂  

particularly rewarding experience and lead ^^Jo found 1^^ ^^^ ^ ^ ^ 
focused on the application of psychoanalysis '^ f'^^^\^^^^^\%^^^ I therefore 
medical specialities would be also interested in the apphcatî ^^ J ^^^^ ^^^^ 
founded the Irish Paediatric Obstefric Psychiafric Society n l j i ^ J^ .^^^^^ 
meetings at the National Maternity Hospital, Coombe Hospital, etc., wim 
from Paediatricians, Obstetiicians, Nurses, Social Workers. 
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AS a i-sychoanalyst and a Consultant Child Psychiatrist working with disturbed families it 
came to my notice that there was an excessive emphasis on Family Therapy and on systems 
approaches with a relative neglect of the intrapsychic processes in disturbed children. This 
lead me in 1982 to initiate the Child Psychoanalytic Psychotherapy Group which became in 
1986 The Irish Forum for Child Psychotherapy. At this point I felt that discussions about 
child psychoanalytic psychotherapy while laudable in themselves were insufficient. I felt that 
there was a need for a training course in child psychoanalytic psychotherapy and I was ably 
supported by Dr. Mary Smith and Dr. Louise Tansey in the development of the first Child 
and Adolescem Psychotherapy Diploma course which commenced in October 1990 About 
this time I was travelling regularly to Europe having being invited to represent the Irish view 
point and to found a European Association of Psychotherapy. During these discussions I 
began to realise that academic attachments would play a large role in most future courses. 
ifte diploma in Child Psychotherapy was converted to a Masters at T.C.D. in 1993. 

Pmcls "^d foundS i r T V " " / ^ " ^ ' psychoanalytic psychotherapy I set in train a similar 
L O X H ^ T A I H ^ 1 « Association for Psychoanalytic Psychotherapy in 1982 with 
LsLcktit^^^^^^ 7 the first Treasurer and Dr. C. P. Noone as the first Chairperson. This 
as^cation held meetings to discuss topics related to adult psychoanalytic psychotherapy 

tTlSe fon^a'tion of tie Iri J h T ' " V t ^ ' ^ ' " ^ ' ̂ '^^^-'^^n which I agreed and this lead 
L fii^nS^e^^ u i r^ P i " ^ for Psychoanalytic Psychotherapy. Lord J. Alderdice was 
S ^ a i ^ n T S . " " ' ' ' ^ " *^ ' " ^ ^ ^ ^ " - " ^" 1^«5' ^' - y - l f as the first 

J l ' c h Z L t l , s v c 1 o l e ! - L ' ' ^ ^ ^ ^ ' '!!! ' ' ^ ^ ' P ^ " ^ «f ^«««"^-g discussions on 

professionals with different trainings in t h e 3 .Z^ grandparent clause allowed 
psychoanalytic psychotherapy r a h ^ b e c o t e r l T i " ^ ^ ^ ^ ^ ^ ^ ^ '^ ""^T.f 
major place for discussions on theoretical C H ^ J I H / ? ^ ^ recogmsed as the 
psychoanalytic psychotheranv in TrLV ? A L ^^ professional issues in relation to 

foLing of 'ke ' jo '^af T ^ w a nS"for ttf " " ' " ? "^^"^^^ " ^ * *^ '^^' - - *^ 
express themselves c ^ J v X L ^ n t 1 ^ ^ 'Z\^^^^'''^ " ^ ^ ^ ^ ^ ^ opportunity to 
Alderdice. Then theTF?7bLn ^ n T^^ * ' '^°""^^* *" 1986 with Lord John 

^n ing . A t r a i n i n t i n s l ' r SXI^^^^^^^^ ^^^^^^^^^^ 
Psychotherapy of whom the fo,.nHm„ u ^ ^ ^"^^ Institute of Psychoanalytic 
Childers, Michael F I ^ ^ O : : , ^ . ^ " ! ^ ' ' ^ - ^ ^ F^^city Casserly (Treasurer), Nessa 
chairperson), Ellen O ' S l ^ o i ^ o T X T v t V c ^ ' ^ ^ ^ ^ ^ ^ ^ " ^ ^ ^ ^^«-
Skelton (Examinations Secretaiy) Z S : i a t k i ? w T " ; "'rl' '^™"^ ^°^^^^ ' ^''' 
intake of 15 students in October 1993 Th (Secretary). This course has its first 

dynamic psychotherapy course with all th^^ ̂ "^^^ '^ basically an integrative/integrated 
emphasised. It had in addition a groun Dsvrhntir^-^°' P'̂ ^^^^analytic and analytic thinkers 
observation experience somethii^ which h k ^ ^ ^^" '"^ experience as well as an infant 
psychotherapist since the 1990's Ft w^/o" " ^ f:̂ '"̂  essential for anybody becoming a 

was converted into an MSc (T.C.D.) later in tiie 1990's. 
On my return to Ireland in 1981 I 
working in the Department of PsvchirtT'i? v ^ ^^ ?°™^^ Gallagher who was at that time 
^ n g Uie course of meetings S n g on ^ ^ U ' f"'"'' ' ! l " ' " ' ^ " ' P^^^^^'^^^^" 
psychotherapy training course and out a m ^ i ^ I ""gg^^ted to him a psychoanalytic 
He then discussed it U S ^ s o r Noel W ^ l T"" ' '^"^^ °" P^P^ ^^ the first time. 

essor Noel Walshe who expressed an interest in it. Following 
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parallel course in consti^ctivist psychotherapy. A meeting took place on the 13* of May 
1983 with Noel Walshe, Cormac Gallagher, Vincent Kenny, Mary Darby and myself to 
discuss proposals for courses in psychotherapy. There followed then many meetings through 
1984 and early 1985 and the first course in adult psychoanalytic psychotherapy with a 
Master's Degree associated from U.C.D. began on the 15* of October 1985. There were at 
least 17 meetings leading up to the commencement of the course. In addition for many years 
1 have had the opportunity to supervise trainee psychiatrists and others in psychotherapy in 
most Eastern Health Board areas e.g. Kildare and West Dublin at St. Loman's Hospital, 
North County Dublin at Artane Day Centre, North West Dublin at St. Lawrences Road, South 
Dublin at Vergemount Hospital and St. James's Hospital. 

The training course under direction of the Institute of Group Analysis in London has been 
another very successfiil initiative here in Dublin. The original Irish organising committee 
were Mary Darby, Therese Brady, Cormac Gallagher, Noel Walshe, Michael Fitzgerald, 
James Kelly and Conall Larkin. 

Another welcome development was the M.Phil in psychoanalytic studies initiated by Ross 
Skelton and David Berman and tiie development at LSB in Balfe Street Dublin where degree 
courses are now offered. 

The Northern Ireland situation: 

In 1981 I was invited to a meeting with Professor George Fenton Professor of Psychiatry 
Queen's University Belfast and Professor Joe Meehan Professor of Psychiatiy Tnmty 
College Dublin about the issue of psychotherapy fraining within the Department of 
Psychiatry in Belfast. This lead to my appointment as a tutor m psychotherapy m the 
Department of Psychiatry, Belfast City Hospital. Since that appointinent I have supervised 
Senior Registrars in Psychiatiy initially and later Senior Registrars m psychotherapy on a 
regular basis. They have fravelled down from Belfast for the supervisory sessions. From 
these small begimnngs evolved a dynamic Department of Psychotherapy. I ^ ^ partm a 
number of discussions with Lord Alderdice and Dr. Clare Adams ^unng *e penod of 
development of the Master's Degree in Psychotherapy at Queen's ^njversity Be fast Û ^̂ ^̂  
the sitiiation in the Republic of Ireland where developments m psychotherapy in die Public 
Health Service are v ^ few and far between. Lord John Alderdice ^^PP^^ed by Dr C 
Adams has made b e ^ great strides in th^Public^^^^^^ 

equivalent) was well over 100 in 1993. 

J ^ A ^nn,^rr(^A in 1991 whcn Lord John Alderdice, Dr. 
A major development i" NorAon Irelai^ o^urt^^^^ ^^^^^.^^ ^^ ^^ 

Clare Adams and otiiers founded the N ^ ' ^ ^ J . ^ ^ -nf^^^^ activities and to act as a focus 
was to integrate efforts to develop psychoanalytically intormea acu 
for those who were working in this field in Northern Irelana. 

D „̂ Krtfh«Tflnv in 1990 which embraces all the 
I founded The Irish Standing Confer«ice on ̂ ly^^'^^.^l^.^^^i,,, support for this 
major psychotherapy organisation in Ireland-J i _ ^nisations e.g. family therapy, 
conference from all tiie major Psy^^^otherapy Naming g ^ ^^^^^ and integrative 
psychoanalytic psychotherapy, constructivist psychotherapy, 
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psychotherapy, and behaviour and cognitive psychotherapy. The first meeting was attended 
by Ger Murphy a Humanistic Psychotherapist, Ruth O'Donnell a Family Therapist and Ed 
McHale a Family and Marital Therapist. At the following Dorothy Gunne represented the 
constructivist psychotherapists and Aidan Lawlor the behaviourists. 

I had one meeting with representatives of the Irish Association of Counselling to discuss the 
possibility of a counselling section of the I.C.P. in the National Children's Hospital but this 
did not progress. 

In recent years the Department of Health has consulted the Irish Standing Conference on 
Psychotherapy on major mental health issues. The Irish Standing Conference on 
Psychotherapy has links with the European Association of Psychotherapy. On the 3"̂  of July 
1992 the European Association for Psychotherapy was incorporated in Brussels and I was 
one of the 15 signatories to the document of incorporation. The EAP is basically an umbrella 
organisation of national umbrella organisations within each country within the Ec. At about 
the same time I was invited to attend the first meeting of the European Federation for 
Psychoanalytic Psychotherapy which was playing a similar role with a narrower focus on 
psychoanalytic psychotherapy in London in 1991. The EFPP criteria are now being used by 
the Irish Institute for Psychoanalytic Psychotherapy and the Child and Adolescent 
Psychotherapy Training Programme T.C.D.. 

The current situation is relatively healthy with regard to psychotherapy but more needs to be 
done to establish psychotherapy as a profession in its own right, and in getting reimbursement 
for psychotherapy and counselling provided by psychotherapists and counsellors. I have had 
a meeting with the Voluntary Health Insurance to discuss this matter. I put to them that 
psychotherapy could be argued for purely on economic grounds, i.e. that it reduces general 
medical service demands by 20% and reduces inpatient hospital stays. (Taller et al., 1994; 
Anchor 1989). The research is also very clear that it is more effective than placebo and more 
eflFective than no treatment. (Fitzgerald 1987; Malan 1973). In addition it speeds up the rate 
of recovery of patients with many psychological problems. There is also evidence that some 
patients with serious psychological problems gain a benefit which is additive fi-oin a 
combination of pharmacological and psychotherapeutic interventions. The additive effect is 
due to differential effects of the two ti-eatments. A psychotherapy post was recognised by the 
Department of Health in the 1990's something which will open the door for fiirther state 
developments. 

•nie trend now is for psychiatrists to become neuropsychiatrists and focus on the brain while 
the 'mind' or the humanistic elements of personal stress are ti-eated by psychotherapists and 
oounsellore. This gives non-medical practitioners a huge importance in the alleviation of 
human suffering. This places enormous importance on close working relationships between 
counsellors psychotherapists and G.P.'s / psychotherapists if persons in distress are to get 
the best availability of care. 
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CHAPTER FOURTEEN 

RECOVERY AND RELAPSE IN MULTIPROBLEM FAMILIES FOLLOWING 

COMMUNITY-BASED MULTIDISCIPLINARY TREATMENT 

Sheena Leeson, Alan Corr, Michael Fitzgerald & Sami Moukaddem. 

INTRODUCTION 

^obfej^s' S S n ^t^iT °" ^foo^ 'H^""? ' of psychological treatments for children's 
?QQ4.Tv. V^T^??' ^ Patterson, 1995; Estrada & Pinsof, 1995; Kazdin, 1988- Kazdin 
1994; Shadish, Montgomery, Wilson, Wilson, Bright & Okwumabua 993 T S & 
e S e n l s s o f a ^ n e c i f i ? Weiss, 1993). The m ^ n t y of studies h^veexkmiS the 
^ T o ^ r S n l L T w I t h T ^ ^ ^ ^ ^ S"'"^""^' ^ f "'•^ ^y unidisciplinary treatment teams, to 
S S T e a t a i e n t c^JZ ^ ' ' '^ ' '^ '- ^uch treatment has typically been conducted in 
K t ? o L m S e T t h r ^ ^ " ' '"^ ^ group therapy format informed by a cognitive 
S S S o n T a t u t ^ h e X r ' " ' P^ental involvement. Unfortunately making valid 
S ^ S basS cl^cs f t r r ' ' ' f Psychological interventions with children in routine 
s ^ r S m T t T s e Z / s oHnl«^ f his literature is problematic. This is because within 
Ae c o ^ t ^ ^ f 5^muSnHi T l ^ f ^ "'"^"y ^^q^i^^ to offer therapy within 
ca^eT S comrx Z i l L S f T ' "" n "^^l^ ^^ ^ multidisciplinary team, to referred 
in^S^el^tt ( S n , S ? * B ^ f S ^^^^ therapy is eclec îic S d entails parental 
examined the effectivenSl^f '.^ -̂ ° ^ y ^ handful of comparative studies have 
t r e a t m S p r o ™ e r h e i n i n / n ^ ? ^ ^ ^ multidisciplinai^ community-based 
problems ( W d S T w d s s 199?! r ^ P ' S ? ^ ' " ' ^T^'^l '^^^^ ^̂ ^ 'children's psychological V eisz & weiss, 1993). It is to this question that the present study is addressed 

? c ^ o r X ' ' p o " t T i d ? l ^ ^ ^ ^ ^ '"^ university-based treatment settings are 
indicating that the a v e ^ a g T J S c t e t b ' r ^ ^ ^ ^ meta-analyses range from .6 to .7, 
760/0 of untreated cases ^ S & Pona^ 1^̂ ^̂ ^ * ^ ^" '^^ '" ^^ ^'^ 
with complex cases referred for t Z ^ ^ ' . ^^^ ^^^"h^ from community-based studies 
reviewing the resu^L of Sese I^H \l^^ "^^'^'^^ (^eisz & Weiss; 1993). Before 
considerltion. ^^^ '^^^^S' *eir methodological shortcomings deserve 

t r e a t m e n r o " u S l \ S ' S S v L ^ ^ ^ ^ .'^^L^ ^^^ which community-based 
to treatment and control S p s 'Snl l^h^^nlT '" !^^ 
facing serious psychologiSl dffficuhfes^ '̂ ^^^ ^^^hnent from children aSd families 
construed as unethical. A varietyTsSri^^^ ^ ^ " 8 ^ ^ ^ *" treatment may be 
control groups have been f o m ^ from n n ? r ? w l f been used to deal with this problem and 
out of treatment early; or S g iSTcon^n? "^^""^^ ""^^-^ "hatched cases who drop-
studies in which matched r n S i f ° " ^ l f T - ^ ^ ^^"dity of conclusions drawn from 
that members of the control y o i r m a v h",v. ^^''^^S^'' " « ^ *« compromised by the fact 
treatment group. They may either v i ^ w t h S r n l ^ '̂ '̂ ^^^"^ expectations than those of the 
Ucatment or they may view them as verv .Sn^fc T u ^ *"̂ ^̂ ^ ^ ^ therefore not requiring 
freatment. The validity of conclSsbnsZm ^ H ^ he demoralized by the unavailaSlity of 
be compromised also by a d i S n c e T S S f ?"P'°y!?8 ^ drop-out control group may 
Controls may either view thd i S c o n S ^ ^ ' T °^ ^^^hnent and control groups. 
make a flight into health, o C mav hlvl K ' " ^ " ^ ^ '^ '^^^^^ their problems and 
detoiorate. In studies eniploying wTtLa L " " r . disenchanted with freatment and 
expectajons with respect t o V S J Ĥ ^̂ ^̂ ^̂^ groups probably have similar 
substantial amount of crisis i n t enSon whil. ?f' ^^^ ''• *^ "^^ that they may receive a 

ervention while on the waiting list and so not represent an 

untreated group. With these methodological concerns in mind, let us tum to a review of 
community clinic-based treatment outcome studies. 

Shepard, Oppenheim and Mitchell (1966) compared the outcome for 50 children referred for 
treatmeiit to a clinic in Buckinghamshire in the UK with a non-referred control group of 50 
children matched for age, gender and problem type and severity. Two years after pre-
treatment assessment, blind judges using structured parent interviews found that 63% of 
treatment cases and 61% of control cases were improved. The main problem with this study 
was the fact that pretreatment assessments revealed that parents in the control group were less 
distressed by their children's psychological problems than those in the treatmem group arid 
had expectations that their children's problems were transient. These differences in 
expectations may have accounted for the positive outcome of the control group. 

Levitt, Beiser and Robertson (1959) conducted a study of predominantly parent or parent-
child-based treatment of preadolescent conduct disordered boys at the Institute for Juvemle 
Research in the USA. They compared the outcome of 237 treated cases who Received an 
average of 18 hours of therapy with that of 93 drop-out controls At five year foWow-up ̂ o 
differfnces were found between treated cases and controls on 26 outoome vanab es which 
included child self-report insfruments, parent report mstruments and therapist ratings. 

Ashcraft (1971) studied two groups of predominantly preadolesc^tenaotio^^^^^^ 
boys with sign ficant learning problems. At five year » ^ - " P ^ ^ ^ H ^ i e v ^ ^ ^ ^ 
beLen the 40 treated cases and 43 drop-out ^^^h-ols on stand^dis^ a c b e ^ ^ 
While the scores of the control group remained <^^f te^tlyj^^^ at each ^^if^^^^^^^^^* 
during the five year follow-up period, those of the treatm^^t ^oup ^ w e d a pattern 
improvement for the first two years following therapy and a decline thereafter. 

In a more recent study, Weisz and Weiss (1989) ' " ^ ^ P ^ ^ t t ^ ^ ^ ^ f X ^ ^ ^ ^ 
outpatient mental health clinics. They ^ - e P^o7"3^^^^^^^ that 
an average of 12 sessions of therapy. The status ot J^jreaieu J_ ^ ^ follow-up 
of 60 drop-out controls six months and one je^ foUowing fr^^ 
points no intergroup differences were found on the Ct" .̂̂ «^^^^^^ 
1991), the Teacher Report Form (Achenbach, 1991), or ratings oi y 
specific target problems. 
DeFries, Jenkins and Williams (1964) in a study aOV^^ch^t^^^^^^ 
assigned members of 27 matched pairs «f ^-^S ̂  oio e ^ child-focused therapy coupled 
control groups. Treated cases received tta;ee years m g received routine monitoring. 
with foster parent support services, ^lu 1. unffearea ^^ ̂ ^ ^ ^ . ^ p ^ ^ ^ ^ ^ ^ 
Following treatment, the groups did ^ot mtier on r B ^^^^.^^^.^^.^j^^ji^ation, ^n 
blind judges and the freated group showed a marg^"a"y^« 
outcome l ie freatment programme was designed to prevent. 

r u fi ^ ctiidies iust reviewed Lehrman, Sirluck, Black 
In contrast to the negative results ot the tive sium j ^^^^^ therapy than drop-out 
and Click (1949) found that treated ^ases f a r ^ ^ n ^ _ ^ ^ ^ ^ ^ ^ ^ ^ ^ ̂ .̂ ^̂  110 drop-
controls. They compared the outcome ot I r^^Pg '^ ^f Guardians Child Guidance Climes. 
out controls at the New York-based Jewisn Bomi ^̂ ^ ̂ ^^^i of conduct or neurotic 
Cases were predominantly preadolescent boys reie^ .̂̂ ^^ of therapy. One year after the 
problems and the majority of treated cases receivai J ^^^^^^ ^ ^ ^ classified by a pane of 
cases were closed 51% of treated cases ana ->-̂ {» . significant improvement. A problem 
judges on the basis of case notes to have made cimicm y ^ ^rop-outs as control, was that 
with the study, over and above the "^^rent ditncuu .^ ^^ ^^^^j ^^^^p^ ^^ „, e 
there was a preponderance of conduct disoraer^ ^ ^ ^^^^ ^ ^^^ prognosis than the 
neurotic cases in the treatment group- Becm^emc ^.^ ^^^j^ g^^up may have accounted 
latter, the differences in proportions ot cases 
for the apparent success of treatment. , . ,, 
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This brief review suggests that, unlike laboratory-based treatment offered to solicited cases 
with focal problems, treatment offered in community-based clinics is probably not effective 
in treating the complex conduct and emotional problems of referred cases. However, this 
conclusion rests on the results of a set of methodologically imperfect studies. Of the six 
studies reviewed, only one included waiting list controls. The remainder used non-referred or 
drop-out controls. The generalizability of the results of the five older studies (conducted 
between 1949 and 1971) to the treatment of children in the 1990s is also questionable. 

The aim of this study was to evaluate the impact of routine outpatient treatment offered by a 
multidisciplinary child and family mental hedth services team in the 1990s on the adjustment 
of a group of multi problem families using a waiting list control design. 

-. - r - :̂ •;,, METHOD , : 

Participants V , 

Participants in this study were 94 consecutive routine referrals to a community-based Child 
and Family Psychiatry Centre in a west Dublin suburb (the Ballyfermot Child and Family 
Clinic) and a Child and Family Psychiatry Centre attached to a large hospital in central 
Dublin (St. James's Hospital). a n 

Table 1. Demographic characteristi< sties 

Variable 

ChUd's gender 

Child's age 

Mother's age 

Father's age 

Child lives with 

Weekly household 
income 

Father's occnpational 
states 

JJ^'*»«»<^«l»U0M| 

Male 
Female 

Mean 
Range 

Mean 
Range 

Mean 
Range 

Two parents 
One parent 

Mother and others 

Mean 

Range 

Employed part or fiiU 

Employed part or full mne 

Treatment 
Group 
(N=47) 

36% 
64% 

9.7 years 
4-15 years 

37.8 years 
25-49 years 

39.2 years 
28-50 years 

60% 
23% 
17% 

£197 

£85-£400 

64% 

34% 

Control 
Group 
(N=47) 

23% 
77% 

10.0 years 
5-15 years 

35.4 years 
23-52 years 

36.6 years 
26-55 years 

57% 
26% 
17% 

£174 

£80-£371 

62% 

32% 

approximately twice as many boys as girls, with an average age of about 10 years. Parents in 
these families were in their mid- to late- 30s and over in a third of families, the parents were 
separated. Approximately two thirds of fathers and one third of the mothers were employed 
outside the home. The average weekly income in these families was low and all families were 
from SES category 6 (O'Hare, Whelan & Cummins, 1991). All families had three or more 
clinically significant problems and so are classifiable as multiproblem families. 

Instruments 

The Child Behaviour Checklist (CBCL, Achenbach, 1991) and the 28 item version of the 
General Health Questiormaire (GHQ-28, Goldberg & Williams, 1988) were the principal 
instruments used to assess symptomatic change for children and mothers respectively. 

The Child Behaviour Checklist (CBCL). This is a 113 item inventory completed by 
parents (Achenbach, 1991). Items describe problem behaviours that children in the 4-16 year 
age bracket may exhibit. A three point response format is used for each item. For this study, 
T-scores for the total problem behaviour scale, the intemalizing and externalizing behaviour 
problem scales and eight subscales were derived from parental responses to the checklist and 
included in statistical analyses. The subscales were: withdrawn; somatic complaints; 
anxious/depressed; social problems; thought problems; attention problems; delinquent 
behaviour; and aggressive behaviour. Cases obtaining T-scores above 63 on the total problem 
scale of the CBCL qualify for a DSM diagnosis in about 79% of cases usually of either an 
emotional disorder or a conduct disorder (Kasius, Ferdinand, van den Berg & Verhulst, 
1997). This cut-off point of 63 was used in the present study to analyse frequencies of cases 
showing clinically significant change. 

General Health Questionnaire (GHQ-28). For both mothers and fathers, psychological 
adjustment was evaluated using the 28 item version of the GHQ which yields an overall score 
and subscale scores for somatic symptoms, anxiety, social dysftinction and depression 
(Goldberg & Williams, 1988). For each item, four-point response formats were used and the 
0,0,1,1 scoring method was employed to obtain total and subscale scores. Cases recaving 
scores of 5 or more following psychiafric interview typically r ^ i v e a Psyeh»atnc diagnosis 
and this cut-off point was used in the present study to analyse frequencies of cases showing 
clinically significant change (Goldberg & Williams, 1988). 

Consumer Response Questionnaire (CRQ). This 26 item ^iJ^^'^J^^nlnZt^^ 
that inquired about parents' views on the service they received while attending the cimics 
(Nicol, Sb-etch & Fundudis, 1993). 

Procedure 

Participants in both treatinent and control groups were ^ J ^ ^ J ^ J " ^ ^ ^ " ^ , 
(Time 1) and three months later (Time 2). In addition t h e , , ^ ^ ^ ^ ^ ^ " P , ^ S S J "n 
months after the begimiing of the study ^ . ^ e j ) ^ AH a ^ s e ^ — 
participants' homes and in all cases the ̂ ^^f^^^^^S^^Zni from multidisciplinary 
freatinent group received routine "O'^-'^f " ^ ' ^ f j S e t ^ r c a m c from the following 
child and family psychiatry teams. Members «! ^ ' ^ J ^ ' h i l d care and community 
discip ines: psychiatiy, clinical Psycholo©', soci«J w o ^ . ^ „ ^^.^^^ ^^^ ^^^ 
Psychmtric nursing. Input to cases ^f S^ ,^^^^J^f^^d treatment programmes v^crc 
months, with the average input bemg 7 sessions^ ^ f XroVamnies included preliminary 
mdmdually tailored to meet the needs °f each case^^P^ s ^ ^ ^ ^ . ^ ^ , ^ j ^ ^^^^ 
assessment interviews with parents and children^ J ' ^^*%-JJ -^ua , supportive work with 
and advice on behavioural child management for parents and indivioua. PF" 



children. Where appropriate, speech therapy was provided. Cases were approximately equally 
divided between those that completed treatment and those that dropped out. 

RESULTS 

Complete data on all cases were obtained at Time 1. At Time 2 one case was lost from the 
treatment group and one fi-om the control group. At Time 3, we were unable to trace 16 cases 
in the treatment group. These 16 cases did not differ fi^om the remain 31 on demographic or 
clmical variables. *^ 

In presenting the results, changes in group mean scores on the CBCL and the GHO-28 will 
^ fhtf^ fi i ^ ^ ^ ^ ^ f of frequencies of cases showing clinically significant change 
will then be outlmed. Finally, consumer response data will be considered. 

Analysis of changes in group means 

e x L l ' n e l L k S v ' ? ' ' ^ "̂  f'V ^ " ^ ' ^ ^ '""^"^ ^ '^^' of analyses was conducted to 
S r f r o m S f t n ? ' T f ' ^ f f '" ^°"P "^"^^- To examine statistically significant 
m o n e T e i l ^ I t Z ^ ^°' ^Z"^ ^ ? T ' ^^""^ dependent variable was analysed using a 
S e r S j m ^ l S ^ 1 r ^ " T f r ^ " * ,^N^^^- To examine statistically^ signified 
v S e Z s r i L n?""^ ^' ^° ^ T ^ ^'^^ *^ treatment group, each d^endent 
T n ^ c t l o ^ s ^ e J ^ S n J ^ 'T^'^ "^^^"'^^ ^NOVA. m e r e main effects or 
m S : ' ^^^^^^'^ t-tests were used to examine differences between pairs of 

!mmction'^o1ld*:U"url??h^ T ^ ' ' ^ ' ' ' ' ^ ^ ^ ' *̂̂ «̂ *̂ ^̂ "y ''S^if^^^t Group X Time 
reduS in s^n tom^fS^ T "'f'P^^.o" of Pa»rs of means would show a significant 
^ F ^ S ^ t l i ^ r f f r ^ S ^ J ^ ^ r L ANO^̂ ^̂ ^ for the treatinent group only. It Z also 
thatcomparison of t S ? S m ^ f i^ ^^^ ^ sigmficant Time effect would occur and 
TimeTo?ime2bu?nS. iL?f i^ .T ' ' ' ' ^ show a significant reduction in symptoms from 
the main f<Km in Sie t e x t S S ^ n th""^" ^" iTime 2 to Time 3. In presenting Ae results, 
the T Z C S 2 L 3 " ^ °" * ^ ^ '^*' «f ^ffe t̂s although all effects are presented in 

v S ^ r T T m e T r s e T X l S t ^ 7 "^"^ ° ' ^ ^ ^ ^ ^ - ^ 8^-P fo^ ^ "-"^er of 
differences between tiie t,Jo g^Tps a t T I T ' " ' ' f̂ "̂ ""̂ ^ ^" ^^'^^^ *^ significance of 
scores as covariates R L u S S A N r n v i r ^ l?'^, tested with ANCOVAs using Time 1 
were similar to the rl^X^Z^^^'J^^:::^, f^^AtZT^.^' ^^^^'^ ^ ^ " 

11 c h 1 l d * S o ^ ^ S ^ e p^Se^'^^^^^^ ^ d '•esults of the ANOVAs for the 
Group X Time effects were o b s S S I s exr^t J f "lu*^ ^ ^ ^ "^"^^^ ANOVAs significant 
scales and four subscales (withdravm t h o 2 nrS.i ^ ^°^^'' ^"temalising and externalising 
behaviour) of the CBCL. I n S i^^t^^^^ problems attention problems and delinquent 
those a, Time 1 for the treamiSt U J X n ^ T ' "' ^'T ^ ^^^ significantly lower\an 
Ae effect size, based on m S T f o f Z'^t^e^tT ? ^ ? " ^ ° ' 8^°"?- ^or the CBCL total score, 
for differences in group T ^ ' a t Tim' T w S ^ l "^."^-T^ g^oup at Time 2 and correcting 
was hinctioning better than 78% of unfrea t^c i^I f J i l U e T ^ *^* *^ ^^^^^^ ^^^^ "^ 

^ M ? c S ? ? ' ^ r i ! J ^ ^ ^ ' ^ e ^ ^ ^ ^ .^ff^t^ were observed as expected for 
sigmficanUy higher than at Time S n f o . ^ l '°" '" f̂^ '"^^^^^ scores at Time 3 were 

nme 2 and m four mstances (total problem score, externalizing, 
-:i««'. 

¥.-• 

hm 
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delinquent behaviour and aggressive behaviour scales) scores at Time 3 were greater than 
those at Time 1. 

General Health Questionnaire-28. Means, standard deviations and results of tiie ANOVAs 
for the 5 GHQ-28 scales are presented in Table 3. For the mixed model ANOVAs, significant 
Group X Time effects were observed as expected for the GHQ-28 total scale and the somatic 
symptoms subscale. For the GHQ-28 total score, the effect size, based on means for the 
treatment and control group at Time 2 and correcting for differences in group means at Time 
1 was .34. This indicates that the average treated case was functioning better than 64% of 
untreated cases at Time 2. 

For the total scale and three of the four subscales (somatic symptoms, anxiety and insomnia, 
and social dysfimction), means at Time 2 were significantly smaller than those at Time 1 for 
the treatment group but not the control group. Mean scores on the severe depression subscale 
were not significantly lower at Time 2, compared with Time 1, for either the ti-eatment group 
or the control group. 

For the repeated measures ANOVA significant Time effects were observed as expected for 
the total scale and two subscales (somatic symptoms and anxiety and insomnia). However 
contrary to expectations in all instances scores at Time 3 were greater than at Time 2 and in 
one instance, for the severe depression subscale, scores at Time 3 were significantiy greater 
than those at Time 1. 
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Table 2. Results of ANOVAs for CBCL scales 

Variable 

Total 

IntefTiallsing 

Externalising 

Withdrawn 

Somatic 
complaints 

Anxious 
depressed 

M 
SO 

M 
SD 

M 
SO 

M 
SO 

M 
SO 

M 
SO 

Group 
Treatment oroup 

Tknel 

61.52 
14.12 

62.07 
10.91 

58.39 
12.13 

64.61 
10.76 

56.61 
08.68 

63.07 
08.36 

Tlme2 

52.65 
11.81 

53.58 
11.59 

51.32 
11.28 

57.45 
10.45 

53.61 
07.12 

56.81 
07.88 

TinM3 

65.58 
10.94 

64.36 
11.97 

63.71 
12.53 

67.94 
13.47 

58.90 
10.31 

64.65 
11.26 

Control Oroup 

TImel 

73 67 
06.68 

72.63 
08.86 

72.59 
09.95 

74.09 
10.88 

64.13 
12.31 

72.70 
10.92 

Time 2 

72.04 
09.15 

69.87 
11.18 

70.85 
12.15 

72.15 
12.55 

60.98 
11.98 

69.09 
11.95 

Group 
Effect 

F 

76.96*" 

55.01"* 

71.98*" 

36.33*" 

14.86*" 

41.35*" 

Time 
Effect 

F 

38.76*** 

38.30*** 

33.25*** 

26.42*** 

11.65*" 

44.60*** 

ANOVA Effects 
Group By 

Time 
Interaction 

F 

19.89*" 

12.05*" 

11.24*" 

10.13" 

00.13 

03.36 

Time Effect for 
Treatment 

Group 

F 

46.07"* 

31.59*" 

30.86*** 

26.81*" 

04.33* 

21.39*** 

Differences bel 

Between treatment 
& Control Groups 

TGTi < CGT1 
TGT2 < CGT2 

TGTi < CGT1 
TGT2 < CGT2 

TGTi < CGTi 
TGT2 < CGT2 

TGT1 < CGTi 
TGT2 < CGT2 

TGT1 < CGT1 
TGT2 < CGT2 

TGT1 < CGTi 
TGT2 < CGT2 

tween means 

Within Treatment 
Group 

& within Control 
Group 

TGT3 > TGTi > TGT2 
CGTi = CGT2 

TGTi = TGT3 > TGT2 
CGTi = CGT2 

TGT3 > TGTi > TGT2 
CGTi = CGT2 

TGTi = TGT3 > TGT2 
CGTi = CGT2 

TGTi = TGT3 > TGT2 
CGTi > CGT2 

TGTi = TGT3 > TGT2 
CGTi > CGT2 



Conclusion concerning changes in group means. Graphs of mean scores for children on 
the total problem score of the CBCL and for mothers on the total score of the GHQ-28 are 
presented in Figure 1.1. These two graphs illustrate the principal conclusion that may be 
drawn from the statistical analyses reported in this section. TTiat is, the treatment group 
showed a significant recovery from Time 1 to Time 2 and a significant relapse from Time 2 
to Time 3. In contrast, the comparison group showed no significant change from Time 1 to 
Time 2. 

Figure 1.1. Child Behaviour Checklist and General Health Questionnaire 
mean total scores 
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Analysis of clinically significant change 

S w « i T f ^i?^"'^^ ^improved, deteriorated or showing no change with reference to 
climcal cut-off scores of 63 for the total problem scale of the CBCL and 5 for the GHQ-28 
S w ^ e r ^ ^ ^ i ' I ^ / ' ^ f i . " " >™P^°^^' ^«-e those whose scores changed from above to 
below the chmcal cut-off from one assessment time to the next. Det^oration from one 
Z ^ c S ' t o X ' c l l n i . T * ' ' was deemed to have occurred where s c o T m o v ^ from the 
Z ^ ^ t o l t t l ^ ^ . ^ ^ \ r * '^T"^ ' ° *^ ^"t-°ff «̂ ô e- Cases were classified as 

tz:i:i^zi^ztT::^i "•* ̂^̂̂^̂  ̂ ° *̂  ̂ ^̂--' -̂ -̂  -- ̂ ^ -̂  change 
^gn^^c^^tSjrem'^orH".^"' ' '^.- '^ " ' ^ T " " frequencies of cases showing clinically 
S s ^ l ^ Z S r r S l ^^i^^'^^^r »" the treatment and control groups. The number of 
S ^ L F T L S L ^ ^ ' ^ ^ S ^ fr°"^ Time 1 to Time 2 wis determined for both 

r n * 1 h 7 d S S o n ? f " c i ' X r r n ' ' ^ ^^^"^^" *« treatment and confrol groups 
Time 1 tolime 2 Fo?SS frSeSt J o T ' r ? ' ' ^ " ^ ^ "° ^^^S^ ' °^ deteriorated^from 
changes in the frequraci^ < ? ^ « S ^K^^U ? 7 ' ? " ^ ^ ^^'*'^^^ conducted to investigate 
deteriorated from W 2 t ^ T ^ T i r i l t T ' ^ T ^ T ^ ' ̂ emonsfrated no change, or 
the expected distribution of caL^i^ '^h ^ 1 ' ^ ^ '" ̂ '"^^ -̂ ^" *^«^ ̂ ^"^ ^ « ^^y^" ' ' 

cases m each climcal change category was that observed for Time 
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1 to Time 2. Where significant Chi Square values were found, the standardised residual 
(Hinkle, Wiersma & Jurs, 1994) was computed for each category to determine which of the 
categories were major contributors to the statistical significance. 

An alternative set of analyses, in which the Reliable Change Index (RCI, Jacobson, Follette 
& Revenstorf,1984; Hageman, & Arrindell, 1993) was used to examine rates of clinically 
significant change, was also conducted. Rates of change, based on the RCI are more 
conservative than those based on status with respect to clinical cut-off scores. It was therefore 
not surprising that the results of these analyses were in the same direction, but less 
statistically significant than the analyses based on cut-off scores. Only the results of the 
analyses based on cut-off scores are reported below. 

Table 4. Rates of clinically significant change for children on the CBCL 

Group 

Control 

Treatment 

Treatment 

Treatment 

Time 
Period 

T1-T2 

T1-T2 

T2-T3 

T1-T3 

Deteriorated 

02.2% 
(01) 

00.0% 
(00)* 

45.2% 
(14)** 

06.5% 
(02) 

Symptomatic 
status 

No Cliange 

84.8% 
(39) 

59.1% 
(26) 

54.8% 
(17) 

90.3% 
(28) 

Improved 

13.0% 
(06) 

40.9% 
(18)** 

00.0% 
(00)* 

03.2% 
(01)* 

Comparison 

TG.T1-T2VS 
CG.T1-T2 

TG. T2-T3 vs 
TG.T1-T2 

TG.T1-T3 vs 
TG.TI-T2 

X2 

9.56 

32.61 

15.50 

P 

.01 

.01 

.01 

Notes: A cut-off point of 63 for the CBCL total was used For all analyses 2X3 ^ | i X l ^ . ^ f ^ ' ' ^ J j ? S 
calculated A si^ificance level of .01 was assumed. Major conmbjjo-to^e s ^ f i c ^ f d S a ^ l S ^ ' t l S 
detennmed by standardised residuals) are mdicated by. , ^^~C\.rn«^ not sum to 100% 
expected,* = Less cases improved / deteriorated than expected. Due to roundmg ceUs may not sum to 100%. 

Child Behaviour CheckUst. Frequencies of cases classified ^ ' ^ ^ ^ P f J,̂ ° ^^.^^^"^^ "̂ ^̂ ^ 
off score of the CBCL total scale, as improved, detenorated °^^f ° X ^ L U S T C W S i ^ e 
assessment period to another are presented in Table 4 along with the results ot chi square 
analyses. 

month period, whereas 40.9% of cases in the ti-eatinent group improved. 

In the treatinent group, significaritly -ore c^es deteriorated 
J^mpared with the number that detaiora^edJrom Tim^ 1 to^ ^.^^^ 2 to Time 3. 
detenorated from Time I to Time 2 45.2% ""^^J^^""'^^^^ with the number that 
Significantly fewer cases improved from Ti-e 2 to Time 3^cornp^ ^.^^ ^ ̂ ^ ̂ .^^ ^̂  
improved from Time 1 to Time 2. While 40.9% ot cases improvcu 
not a single case improved from Time 2 to Time 3. 
I ŝ r̂nvp̂ H from Time 1 to Time 3 compared 
In flie treatinent group, significantly fewer f f ^.^"^P'^'^jle 40 9% of cases improved from 
with the number Aat improved from Time 1 to Time 2 ; ^ '^^^fj^, 3, 
Time 1 to Time 2, only 3.2% of cases improved from lime 
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Table 5. Rates of clinically significant change for mothers on the GHQ-28 

GroDp 

Control 

Treatment 

Treatment 

Treatment 

Time 
period 

Tl -72 

T1-T2 

T2-T3 

T1-T3 

Deteriorated 

04.4% 
(02) 

04.4% 
(02) 

32.3% 
(10)** 

12.9% 
(04) 

Symptomatic 
status 

No Change 

71.7% 
(33) 

60.0% 
(27) 

64.5% 
(20) 

67.7% 
(21) 

Improved 

23.9% 
(11) 

35.6% 
(16) 

03.2% 
(01)* 

19.4% 
(06) 

Comparison 

TG.T1-T2VS 
CG. T1-T2 

TO. T2-T3 vs 
TG.T1-T2 

TG.T1-T3VS 
TG.T1-T2 

x2 

17.3 
6 

P 

NS 

.01 

NS 

calculated A significance , I " e U f T w L '^^^ Zt!c' ' 1 " ^ ^ ^ ^ " ' ^ '̂ ^̂  '^^^^ ' - ^ with df=2 w e . 
detennmed by standardised residuals) ^ e S c l f t * » " ' " \ T ' ' ° *^ ^»g°'fi^^^ 
expected,* = Uss cases improved /de te r imtXi expected n . ; . ^ " ' " '!^' ^P^^^^^^ / deteriorated than 

ea man expected. Due to roundmg cells may not sum to 100%. 

General Health Questionnaire-28 Fr̂ n 
clinical cut-off score of the GHO-28 uS^^T^ • ""^^ classified with respect to the 
change from one assessment period to anothi t^ ' ^ ^P^^^^ed, deteriorated or showing no 
of statistically significant chi ̂ i e ^ ^ y s * ^'^'^"^^ '" ^^^^^ ^ ^l '̂̂ S ^ i * the relults 

group did not diff^li^t^^%'2vfSZii^^''''^^^''^ ^""'^ * e treatment and control 
mothers in the control /oup inipLifrom'^Time^To W 2 ' " ' ' ' ^ ' " ' ^^"P "^^ ^̂ -̂ "̂ ^ '^ 

S m ^ ^ ^ ' ^ v S T L T Z b ^ from Time 2 to Time 3 
cas^ detenorated from Time 1 to Time ? 32 f?™ f '""^ K^"" '^''^^ 2. While only 4.4% of 
, m n Z : 5 T ' y S ^ " ' ^ ^ ^proved from TimeVtnT^' deteriorated from Time 2 to Time 
S T ^ ^ / ^T ^""^ • ô Time 2. WwTss 6 ^ If ™^ ^ compared with the number that 
only 3.2% of cases improved from Tirn^ 2 to W 3 ™P' ' '^^ ^^"^ Time 1 to Time 2, 

Mo^TirfdTd n S ^ I S S S j T ^ " of improvement from Time 1 to Time 2 and Time 

Conclusions concerning cliniraiiv . s^*i 

JSrer'nlL'^H^^^^"^!^*'''^^'^^^^^^^^^ " " " ^ - - ^ - ' from Time 1 to 
S w d T J ^ ? ^ •? "^^ *^"^ ' group) aid S %^'^^^^ improvement (a significantly 
s T S a n f S . ^ J " " ' ' ' '?.'^''"*^ 2, W of moth2?iI r V"" ^''"^ ^' ^5% of tre^ed case^ 
S P S Z ^ T " ^ " ^ ' ^"* *'^ ^^ no d i S T ^ " ?K' ''^'^^' 8^«"P showed clinically 
group) and from T.me 2 to Time 3,32% of m S s r d a p s ^ ^ of improvement in the control 

Consumer Response Questionnaire 

'^^^^'^^^^^'^^^ at Time 
"urds of cases reported finding it easy to talk to 

i fei 
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multidisciplinary team members, found the conversations helpful, and found it useful to see 
that others had similar problems. Between a half and two thirds of respondents found that 
treatment helped them to cope better with their children; cope better with their children's 
sleeping, eating and behaviour problems; and understand themselves, their reactions and their 
children better. Between a quarter and a half of mothers believed that the family meetings 
were useful and helped them understand their child and family better. 

However, between a quarter and a half of cases also would have liked more frequent meetings 
in which more advice was given, particularly advice on child management. Less than a 
quarter of cases worried about issues discussed in treatment; feh upset after sessions; feU that 
too many questions were asked; believed that other family members should have been 
included; or believed the sessions were of little use because they were just talk or were 
apparently irrelevant to solving the problem. Less than a tenth of mothers reported that too 
many sessions were offered or that the sessions were inconvenient. 

Table 6. Consumer Response Questionnaire results for 
the treatment group at Time 2 

Variable % 

1. It was very easy to talk to the worker. 
2. It helped to have someone to talk to. 
3.1 found it helpful on the whole. 
4. The meetings were useful to me in seeing diat other people may have similar 

difficulties to me. 
5. It helped me think out ways of coping with my child. 
6. It helped me to understand my child more. 
7. It helped me understand myself more than before. 
8. It helped me to think of ways to cope with behaviour difficulties in my child. 
9. It helped me to understand my own reactions to things better. 
0. It helped me to think of ways to cope with my child's sleep or eating problem. 
1. It helped me to understand things about the whole family. 
2.1 would have liked more advice. 
3.1 would like to have been told more about handling my children. 
4. It helped me to understand my child better. 
5. The meetings were useful to us as a family group. 
6. The visits would have been more useful if they had been more frequent. 
7.1 worried over what had been discussed. 
8. There were not enough visits to be really useful. 
9. It was just talk and not really useful. . 

20.1 sometimes felt upset after the discussions. 
21. Other family members should have had a chance to join m the discussions. 
22. It was difficult to see the point of some of the things brought up. 
23. Too many questions were asked. 
24. Discussions like that are just a waste of time. ** 
25.1 found the visits inconvenient. 
26. Fewer visits would have been better. 

87 
76 
75 

67 
62 
60 
59 
57 
52 
50 
47 
42 
41 
39 
36 
32 
24 
23 
23 
20 
20 
19 
IS 
13 
10 
5 

Note: N=47. Percentages sum to more than 100 because all respondents could endorse all items. 
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Conclusion from the consumer response questionnaire. Predominantly positive comments 
were made by the majority of mothers about the service, and predominantly negative 
comments were made by under a quarter of respondents. 

DISCUSSION 

S l d r ^ W ^ Z * ^ ^ ^^^^""^ "^"u"* [ ^ ^° significant improvement in mothers' and 
childrois symptoms was borne out by the present study. The expectation that eains made 
S f n f """"f ° ^ r ^ ^ ? ^°"»d be sustained at 9 month follow-u^as not mS M^t 
levels of symptoms for mothers and children at follow-up were not significantly l o w than^ 

J. However, at 1 ime 2 the majonty of mothers viewed the service in a oositive lieht and onlv 
a mmonty made predominantly negative comments about it. ^ ^ 

^""^^^^mXf^^^ ^° f ^̂  "-̂ "̂l̂ ^ f«̂  ^ '^"^ber of reasons. First, cases 
teSis^f c S s ' motivatin^t^^^^^ '" ^ ^^y *^t did not introduce bias in 
S L u t i v n e f e ^ ^ S e ^ o .^h ^"""^ ^^T' ^^' *̂ ' P^i^iP^nts were two cohorts of 
t r e a S L u D ^ r J l ^ w e T ^ L r i ' Tf ^^^^owhically similar. Also, because the 
anythintth^XaS^fwouZhtT^^^^^^^ GHQ at Tl, if 
a more positive response to treatinent Sem?H tf̂ LT *^7"i«f *e tieahnent group showing 
referrals to the c ^ e s L S T n ' t h ? l ^ ^ ^ 
referrals and because thevw^. r2.t i ̂ "^^ ^^/^ ^ '̂̂ ^"^^ they contained consecutive 
instnmienrwa?^JsSto2seTs?hild^^^^^^ ^"T^^^- '^'^^ ^^» ^^^dated, reliable 
researchers ( s l ^ d S M w l S i ^ e d^^ symptomatology. Fourth, independent 
treatment team staff F i f f l iTe^^ lS ! ^fl^±^^^ researchers were not part of the 
standard. MembSs of ^ \ ^ s ^ a t R^llll '^^r^'^^^^ ' '^^ ^^"^"8^ ^^^ ^f the highest 
Hospital were a^ e x p ^ S cuS!^''^ ^ ^ ^ ^ ^ ^ ^ " y Centre and St. JaiSes's 
multidisdplinary Sre T S S ? in S T . " ^ " ^ ^ " ^ ^̂  *^ highest standards of 
often the ^ e in studies n 7 3 ; ^ "^ ̂ . . l ^ y ' ^ ^ . "ot offered by novice clinicians, as is 
the r^ults is the d u r S o f S S w f f n ' ' ' ^ " ^ ^ ^ f ^ ^ '"^^o" ^^ having confidence in 
9 months following T ba^^lSe I ; ^ ^ ^ ^ ^ 
symptomatology probably r e S i e n T r i n ^ T P ^ ^ ^ Thus the pattern of changes in By P aoiy retiected endunng changes rather than short term fluctuations. 
The pattern of recovery and relaivsp nKc .̂, A • 
hypothesis is that the services prodded l«f^!? "", *" ' •"^'^y ^^^i^es explanation. Our 
parent-child co-operation, and mood rSuWinn f ° ^ *° improvements in parenting skills, 
ongoing social support aAd a s S c S x f 2hfn P f ^ ^ l ^ ^ children, but also provided 
However, when treatment ended A i s S l ^ ^ J ^ '̂ *"̂ *'. ̂ ^^ 8^^"^ could be maintained. 
to the recurrence of mood regulation DroSlZT'^ "^^ withdrawn. This in tiim probably led 
nim probably eroded pattenfs of ZSrchlTH ^^^^^ ^^ 'children. These difficulties in 
developed during treatment. P^«^t-cluld co-operation and parenting skills which had 

The results of the stiidy reported in this 
communi^-based treatmem outcome s E " ^ ! consist«it with the results of five of the six 
paper (Ashcraft, 1971; DeFries, S f n s & w f , , ' ! : ; ' ^ ! ? " the introduction section of this 
Shepard, Oppenheim & Mitchell, K V^^T^ -^^/n^o^^"' Reiser & Robertson, 1959; 
^ L ^ T " ' . . ! * ^ * ^ describing l l Z f A Y ^ ' " ' ^^^^^' ^ut are inconsistent with the 
populations (Weis2& Weiss, 1993). ""'''^'ty-based treatinent stiadies with analogue 

At a methodological level thk ch.ri j ,• 
5 ^ j l ^ , f ^ t outcome i ^ r s ^ ^ ' S s T n o ^ ' ''^^'^'' of conducting community-
f ^ ' S ^ ^ ' h analogue populations such^c^eS?ri.i^?.i5'^^^^^ rather than university-based 
S^nTc t l ' ' ° T ^ ' J " ^ * ^ ' ' the result o ? t W s s L v " ' - 1 *^°"8h press advertisements. At a 
T W r J f L ' ^ ^ f ? ^ ^^"te care approad^ t̂o , 5 ^ ^ ' " * *° *^ importance of developing a 
There can be htUe doubt that sustaiSS re%° S ? ' °^ f«" ^^' multiproblem families. 

S"iar, albeit less frequent contact with treatinent 
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services would have led to tiie maintenance of treatinent gains. That is, there is a strong 
argument here for the long term provision of booster sessions for multiproblem families 
(Estrada & Pinsof, 1995). 

Future research in this area should examine the processes that underpin the pattern of 
recovery and relapse identified in this study and should examine the impact of the long term 
provision of "booster session" on these processes. 

SUMMARY 

In a comparative group outcome study of 47 multiproblem families which received treatment 
from multidisciplinary child and family mental health services teams and 47 waiting list 
controls, it was found that treated cases showed significant improvement over the course of 
three months during which they attended the service. Improvement occurred in children's 
behavioural adjustment and maternal psychological health. Waiting list contiols did not 
improve significantly on either of these variables during the three montii tieatment period. 
However, mean scores of the treatment group at nine months follow-up were not significantiy 
better than pretreatment scores, indicating that gains made during treatment were lost at 
follow-up. An analysis of the clinical significance of changes in children's adjustment 
showed that while 41% of children moved from the clinical to the normal range during the 
course of tieatment, all had relapsed at six-month follow up. These results point to the 
importance of developing a chronic care ratiier tiian an acute care approach to service 
provision for multiproblem families. 
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childr^i and adolescente Jo^^lfr.f^^ °^ clinic-based psychotherapy with 
746. • "'°"™^ of Consulting and Clinical Psychology, 57, 741-
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CHAPTER FIFTEEN 

SELF REPORTED DEPRESSIVE SYMPTOMS, PROBLEMS AND PERSONALITY 

CHARACTERISTICS IN ADOLESCENCE 

C. M. McDonough, S. T. Fahy, M. Fitzgerald. 

Key Words 

Adolescents, depression, personality. Youth Self Report (YSR), Birleson (DSRS) Depression 
Self-Rating Scale, Jesness Personality Inventory. 

Summary 

This study set out to look at self reported depressive symptoms, competencies and personality 
characteristics in a group of 165 adolescents. The instruments used were the Birleson Self-
Rating Scale (DSRS), Youth Self Report and the Jesness Personality Inventory. 

Thirteen percent of the group (n = 20) scored above the cut-off on the DSRS^ The 
adolescents who scored in the depressed range ranked themselves as competent as those m 
the non-depressed range. Statistically significant differences were found in levels of suicidd 
ideation and personality characteristics between the group above the cut-off on the DbRb and 
those below. 

Introduction 

It has been shown that depression in youth is a valid fnical phenomenon wi^jub^t^^;^ 
risk of recurrence (McCauley, 1993). Two-thirds of those -J^Jy^^^™^^ 
not reach the fiill criteria for a depressive illness in middle chil^ood and ad^ l^ '^ - - ' J ^ ^ 
develop a major depressive disorder within 5 years (Kovacs, l^^^^ A rev^^ by P a ^ 
(1995) suggested that depression in children and adolescents is associated with long term 
morbidity and risk of suicide. 

in this age group it has been said * - Prob le . s^^-^^1-^^^^^^^ 

depression (Sturtz, 1991) and that this ^^y^'^lhfl^^t personality and depressive 
(Avison, 1992). In a study by Bloch (1991) whicn IOOK ^ ^_^ ^ere more 
symptomatology, females with charactenstics of concern over aaeq y 
likely to become depressed. ' , i . --; 

Tl̂ s study set out firstly to measure the levels of ' ^ ^ P - f ^^^^^^^^^^^^ i L ' ^ 
clinical group of adolescents. Secondly two ^l^^^^"' J^^ competencies in areas 
relationship between the level of these symptoms """̂  * ^^^g^gcteristics and depressive 
of activity and performance and two, betw^^" Pf/^ J^ ^^^^ ^^^^ ^^ cut-off on the 
symptomatology. The hypothesis was diat a d o ^ ^ ^ competent, less socially well 
depression self-rating scale would rate themselves as being i -
adjusted and with lower levels of self-esteem. 
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Methods 

Two secondary schools, one female and one male in the catchment area of the Child and 
Adolescent Psychiatric Services of the Eastern Health Board, Dublin, Ireland were asked to 
participate in this study. An explanatory note was sent to all parents requesting permission 
for their child to take part in the study. All students in first year classes (age range 11-14) 
were given two self-rated questionnaires to complete during class time (n = 165). A 
researcher was available to explain the content of the questionnaires and to clarify any 
queries. Names were not recorded in order to preserve confidentiality. 

Questionnaires 

Data was collected on the Depression Self-Rating Scale (Birleson, 1981), the Youth Self 
Report (Achenbach & Edelbrock, 1987) and the Jesness Personality Inventory (Jesness, 1962, 
1966). 

Depression Self-Rating Scale (DSRS) 

The DSRS is an 18 item questionnaire developed by Birleson in 1981 to screen for depressive 
illness m children. Each item is a statement which the child is asked to rate in terms of how it 
applies to them i.e. never, sometimes, often. The answers are scored 0, 1 or 2 on an ordinal 
scale depending on their negative or positive effect. A score of greater than 13 was used as a 
cut-off for the depressed group (i.e. scores above the 90* percentile). Subsequent authors 
(Firth & Chaplin, 1987; Fundudis, 1991) have confirmed its usefiilness as a screening 
instrument. Ivarsson (1997) described the DSRS as a reliable and valid measure of 
depression. 

Youth Self Report (YSR) 

S e l b r o c k r i f R r ? - ^ " " " ^" ""^'^ ^ ' * ^ ' ^ ° " ' ''^''^^'' ^ ^ ^ ^ devised by Achenbach & 
^rn^Tenc ^ and h i ' ' ' T ^ questionnaire which records in a standardised format the 
r f S r i o T o ^ l l S r ' T " ' ' ^ ' ^ ' "^" '^•^^ ^^^ 11-18 years. It also allows collection 
i T t l T Ae^o^^n! "" "^' ' ' ' ' ^ ^ P^^^'^ ^ '̂̂ "P^ti^"- There have been several 
r^-reTest c ^ i ^ S t r n , J^l T " ^ ^ ° " ^ ^ " ^ ^ '^ ^'^ «tudy. The YSR shows test retest correlation of r - 0.81 for both sexes (Achenbach & Edelbrock, 1987). 

l i ' i ^ ^ S a S ' r a ^ T ' r : : : ; ^ "^'"''^"^ ' ^ '^^-^ *« ««>-« of the Activities and 
s ^ d t s to ratT thei ^ ' 1 ^ ^ " " " V'"^'' ^" ĵ̂ ^^«- ^he Social Scale allows 
organisations L b i o r ^ - ' ^ n L " ^ ^ "^*^ " ^"^^^^-"-^ - ^̂ ^̂ ^ '' 
rating of involvement in sp^rtng S I I t ? . ' f \ '^^ ^'^'"^^^^ ^'''' ^"^"^ ^f' 
useful in describing pa iTcZ s ^ r ^ s a n H "J '*""'''• Competence scores may be 
adolescents. strengths and weaknesses acknowledged by individual 

^^^S^r:Ti::^\fl'V^^^^ P J ^ - l o g l - l and behavioural problems. A Total 
me sum of the scores circled on problem items by each child. This section 
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looks at symptom subscales that can be categorised as somatic, depressed, unpopular, thought 
disordered, aggressive, and delinquent. 

Raw scores on each of the scales can be converted to T scores, which is approximate to 
particular percentiles across all scales. Lowe scores (T<30) on the competence scales are 
considered deviant whereas high scores on the problem scales are considered deviant. The 
specific Total Problem Score for the clinical range is 68 for males and 70 for females (T>62). 

A comparative study carried out between the YSR and the MMPI (Berlter and Foster, 1996) 
supports the validity o the YSR as a self-report measure with a heterogeneous clinical sample 
of adolescents. 

Jesness Inventory 

The Jesness Inventory is a 155 item true-false personality measure. Since it was devised in 
1966 it has been revised and modified so that it is now considered suitable for assessment and 
classification of personality in non-delinquent adolescents (Martin, 1981 . The instrmnen 
provides scores on 11 personality characteristics / scales. These scales jnclude Socia^ 
Maladjustinent (SM) which refers to inadequate or disturbed socidisation. Value Onen^tion 
(VO) which implies a tendency to share attitudes and opimons of persons ^^^ lower socio
economic group, Immaumty (IMM) reflects the tendency to ^^^^ ̂ J ^ L ^ ' ^ ^ ^ ^ ^ ^ ' ^ f *f 
reflect a yfung^ age group. Autism (AU) reflects a tendency to distort ^ ^ ^ ^ ^ ^ ^ ^ J ^ 
own needs, Arienation(AI) refers to distrust especially towards * o s e ' 7 " ^ ; " ^ V ^ J ^ ^ ^ 
Aggression (MA) indicates awareness of feelings of angered fi^^tion ^ d ^ ^ ^ ^ 
conLling \ J feelings, Withdrawal-Depr.^^^^^ 
isolation and a dissatisfaction with self and others, Social ^ ^ ^ ^ J^ ' indicates the 
emotional discomfort towards interpersonal relationships, ^ ^ ^ ^ ^ ^ " " J ^ P D ^ ^ ^ ^ ^ 

exclusion of certain feelings and emotions fi-om ^^^Z^^^^^^!";^^^ 
indicates an unwillingness to acknowl^ge u n p l - - t ev^^ t l Z l ^ ^ ^ L s in ways 
there is an index which refers to a tendency to resolve social or p F 
that show disregard for social norms or rules (Jesness, 198 J)-

Raw scores are obtained by totalling the ^ ^ ^ ^^l^^^^^^^^^^^ 
score equivalents can be obtainai ^^^^^^l^T^^^Zi^^^^ 
asocial index can tiien be obtained using the table ana compu 

Analyses 
nc thnse above the cut-off of 13, the 

-nve DSRS was used to divide the students into two ^u^^^^^^ ^^ . . ^ ^ ^ „ ^ , ^ , , . , 
"DSRS positive" ("depressed") group and those ^^°^ ^ ^^ the YSR and the 
("non-depressed") group. The two groups were ^ ^ " ^ " ' P ^ ^ "^ ^ 
Jesness scales in order to see if any differences were evident. 

estion on the DSRS were examined to 
In particular two questions on the YSR and »"« ^^ ^̂  suicidal ideation. These were "1 
identify differences, if any one scores on seii-n ^^^^ .̂̂ .̂̂ ^ ^^^^^, ^^ ^^ problem 
deliberately try to hurt or kill myself and i uu ^ ^ ^^^^ Scores ranged from 
statements on the YSR and "I think life »sn! ^oitn " B ^^^.^^ ^ ^ ^^ DS^S 
0 (never) to 1 or 2 (somewhat or often true) for these question 
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has been previously used as an indicator of moderate or severe degrees of suicidal ideation 
and was found to have a significant correlation with depressive symptomatology (Ivarsson & 
Gillberg, 1997). 

Statistical Analysis 

The data collected was entered on an Excel database and analysed using Statistical Package 
for the Social Sciences (SPSS) where applicable. 

Differences tests, namely t-tests and chi-square tests were used to investigate if the "DSRS 
positive" and "DSRS negative" groups differed on any of the measures employed. 

Results 

In this study of 165 students, ten children, all of whom were male, incompletely filled out the 
DSRS so these were excluded fi-om the analysis leaving a total study cohort of 155. The 
gender breakdown was 67 females {A\%) and 98 males (59%). No parents refused to allow 
their child to partake but some children were missing from school on the day of the study. 

Twenty children scored above the cut off on the DSRS (13%; CI 7.6-18.2). There was a 

^ S T r S l ^ T T %^^"T ^^^^ ^ ' ^ ^ *^ ^^^^«' "^°^« f«"^l^« (16 than males (4) 
a Z S i n r . "'^'^^ ° " , * ' ° ^ ^ ^ 2̂̂ "/° ^^ 4.50/0). The distribution of DSRS results 
ac(x,rding to gend«- is provided in Table 1. Females had a higher mean score (9.7 vs 7.3; t = 

the i ^ / r r i ; ^ • f ° ^ * ^ ^ "^^^ ^ ^ ^b°^^ the cut-off of 13 but looking at 
^ l a l t - T 5 r ^ r ' ^ i ? : '"^'^"^ '"^''^ ^' ^ ^ *^° P°i"ts above this cut-off for femSes 
m ^ m to h r « t ! ^1S' ^ " " ^ ^^ '^'° ' ^ ' ^ ' ^ '•^8^ °f '^'^^ ^^^8st females than 
T^sofZ!nl ^ ^- ^'T'''''^ differences were noted between the two groups in 
STe on r e X ^ ^ r ' ^'Z^'^'T ' • ^ ' ' ' ^^= 2' P > 0-05). No additional ana^sis was 
" D S R ^ j S ^ t i v e ' * ^ ^ ^ ' ' ' ^ " " *^ ^ ^ ^°^P^ ^ - ^ *^ - ^ 1 n - b e r of male's in the 

Table 1: Depressive symptoms, problems and personaUty in adolescents; 
breakdown of DSRS scores by sex 

DSRS Score 

No. of above cut-oflf 
Mean score 
Median 
Mode 
Maximum 
Minimum 

Males 
(n = 88) 

4 
7.3 
7 

15 
0 

Females 
(n = 67) 

16 
9.7 
9 

15 
26 

0 

Comparison of "DSRSpositive" and "DSRS negative"groups on the YSR 

The YSR allows values to be computed for the Total Competence Score and the Total 
Problem Score. A T-score less than thirty on the Total Competence Score is deemed to be 
deviant. Results on this sub-scale can be seen on Table 2. Using chi-square analysis with a 
Yates continuity correction, no statistically significant difference was foimd between the 
numbers in the "DSRS positive" and "DSRS negative" groups who scored outside the normal 
range, indicating that one group did not perceive themselves to have more weaknesses and 
less strengths than the other (10% vs 2%; chi-square = 1.971; df= 1; p = 0.16). This Total 
Competence Score is computed using scores in Social, Activities and general academic areas. 
Few differences were noted on these scales, with all the participants scoring in the abnormal 
range on the Social Scale. Due to small numbers no fiirther analysis was conducted. 

Table 2. Depressive symptoms, problems and personality in adolescents; distribution of 
abnormal Total Competence Scores by DSRS status 

Abnormal Total 
Competence Score 
(T < 30) 

Normal Total 
Competence Score 
(T>/ = 30) 

•'DSRS positive" 
(n = 20) 

N 

18 

% 

10 

90 

'DSRS negative" 
(n = 126) 

N % 

124 98 

(Chi-square = 1.971; df = 1; p > 0.05) 

On the Total Problem Score a T-score of greater^-^^^^^^^^^^^ 

Agam chi-square analysis with a Yates ^^^'''^^^^T'Xslt ^^c^' adolescents who 
any differences in the numbers of "DSRS j s i i v e . ^ L ^ ^ ' n T^ble 3. No statistically 
fell into the deviant group. The pattern of ^̂ ^̂ ^̂ f,̂  / ' i ^ ^ ^ ^ i ^ e d problem areas (33.3% 
significant result was found, nether group reported more selt perceivea p 
vs 13.5%; chi-square = 3.260; df = 1; P 0.071). 
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Table 3. Depressive symptoms, problems and personality in adolescents; Distribution 
of abnormal Total Problem Scores by DSRS status 

Abnormal Total 
Problem Score 
(T < 62) 

Normal Total 
Problem Score 
(T </ = 62) 

"DSRS positive" 
(n=18') 

N % 

6 33 

12 67 

"DSRS negative" 
(n=126) 

N % 

17 14 

109 86 

(chi-square = 3.26; df = 1; p > 0.05) 

w J t o " " " ''^ "^"^^ /'<'«^»'^" group and "DSRS negative" group on the Jesness 

On the Jesness Personality Inventory ten scales were investigated as outlined in the methods 

^ r ^ H - f f ' ! i T ' - ' ^ ' ' "'"^ ^° investigate if there were any group differences. The two 
S X w ^ ' T ^ . ^ f ^ '" T ^ ^ V ' *^^ '̂ ' ° ^" ̂ ^^^ "«t to violate one of the parameters of 
STr^ t h e " n U f ' '•';• "T^ ""^^^ '" " '̂̂ ^ ^°"P' ^ '"^d""^ «^Pl« of twenty was chosen from the DSRS negative" group (using the sample procedure on SPSS). 

I J r j ^ D S R s l ' : ^ . ' ^^^"""' ^^^""^"'^ ^"""^ ^^' ^^' °f the characteristics (82o/o), 
r * t ?1? T w ^' '"P '"^""S ^^8*^^ i" «^ch case (see Table 4) The findings were 

r v r o ^ ^ L X ^ a ^ ? ? . ' ^ ' ^''''-^' ^ < ^•^«^)' -^^^ - ^ * - e n t (p <\005) 

Due to missing data on Ae YSR the total number i 
m the "DSRS positive" group was 18. 

Table 4. Depressive symptoms, problems and personality in adolescents; Distribution of 
mean scores on Jesness Personality Inventory by DSRS status 

Social Maladjustment 

Value Orientation 

Immaturity 

Autism 

Alienation 

Manifest Aggression 

Withdrawal 

Social Anxiety 

Repression 

Denial 

Mean T Scores 
"DSRS "DSRS 
positive" negative" 
(n=18) (n=16)^ 

72.8 

63.8 

54.2 

62.1 

63.2 

58.9 

56.7 

54.1 

51.7 

38.7 

57.2 

52.1 

56.1 

54.9 

55.8 

50.4 

47.6 

45.5 

52.5 

48.3 

Significance Levels 

p < 0.005 

p < 0.005 

NS 

P < 0.05 

p<0.01 

p < 0.01 

p< 0.001 

p < 0.05 

NS 

p< 0.001 

Comparison of "DSRSpositive"group and "DSRS negative"group on suicidality 

Responses of the "DSRS positive" and "DSRS negative" groups ^'^^l^fj'^^f^'^^ 
answers given to three spedfic questions. The two questions on the ^ou^ Self-Rq)Ort w^e 
"I delib^ately try to hurt or kill myself and "I think about ^^^'^^ ^ l ^ , . ^ f ^ Z l 
from the DSRS, "I think life isn't worth living" was also « ' ' ^ ' " ^ , ^ ; ! ^ ' i ^ ' J ^ ^ ^ ^ ^ J ^ ^ 
(10%) answered "somewhat or often true" to the question "I delibei^teb^ ^ J j ' t h a ^ hW^ 
n^yself' with twenty-eight (17%) ^eportujg t | . t Û ^̂ ^̂ ^̂ ^̂  f^j^j ^f. 
about killing myself. More than a quarter (28/o) nao somcun 
previous to answering, that "I think life isn't worth living . 
Ccrr. • . t- .K. »nSRS Dositive" and "DSRS negative" for these 
Compansons were then made between ^e DSRS posui ^^^,^ with the group 
questions using chi-square tests (Table 5). Those sconngjej^ ^ ^ ^ ^^^^^ ^^ ^ ^ P̂ 
scoring one or two. The "DSRS positive group 

were statistically more likely 

. ^ e to missing data on the Jesness Inventory ei; 
sixteen "DSRS negative" adolescents. 

ghteen "DSRS positive" adolescents were compared with 
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thinking that lie is not worth living" chi-square = 48.09; df = 1; p 
about killing themselves (chi-square = 14.44; df = 1; p = 0.00014). 

0.00000) and to think 

Table 5. Depressive symptoms, problems and personality in adolescents; Distribution 
scores on suicidal ideation by DSRS status 

YSRQIS" 

0 
rOR2 

YSRQ91'' 

0 
1 OR 2 

BIRL Q 10' 

0 
1 0 R 2 

"DSRS 
(n = 

n 

15 
5 

10 
10 

1 
19 

positive" 
= 20) 

(%) 

(75) 
(15) 

(50) 
(50) 

(5) 
(95) 

"DSRS negative" 
(n=135^) 

n (%) 

124 (92) 
11 (8) 

118 (87) 
17 (13) 

108 (81) 
26 (19) 

Significance levels 

Chi-square df p 

3.68 1 0.055 

14.44 1 0.00014 

44.5 1 0.000005 

* "I deliberately try to hurt or kill myself 
'' "I think about killing myself 
' "I think life isn't worth living" 

Discussion 

Overall, 13% of adolescents in this studv smrpH in ti,^ ^ 
^ . e r proportion of female, than m l l j ^ ^ r ^ ^ ^ ^ j ^ ^ [^f ^ " ' " f ' ' " ^ in' 
the "DSRS positive" grouo reoorted th^c« ? Z ^ • '̂̂ ^- ^^^^ ^^° ^^^^^ "̂  
score in the V e s s e d ' ^ Z g e ^ H o t e ^ T d l l l f ' ' ' ' T"'''''' "^ *^^^ "*^° ''^ " ' ' 
between the two groups. L u S i t T o f seJ^h! ^^'T^^'y characteristics were evident 
surveyed. Adoles^ts'in the * D t R s l s ^ W e ' ^ " " ^ ' " " " ' " ^'•'"/" °^ *^ ^^ '̂̂ '̂̂ ^"^^ 
about killing themselves (50% vs 13%) ^ ^ "^^^ "'^'^ ^^^^^ t° ^^mit to thinking 

Due to missing data on the YSR the total number in the 
'DSRS negative" group for question 10 was 134. 
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Ivarsson (1997) in his study of a non-clinical group of adolescents using the DSRS found an 
incidence of depression of 9%. There has been a wide variation in findings in other studies 
depending on the definitions used and groups studied. In a study by Kashani (1979) in a 
family practice setting using DSM-III criteria the incidence was only 1.9%. Work carried out 
in child psychiatric population has varied fi-om 1.4% to 36% (Kolvin, 1991; Leader, 1984; 
Pearce, 1978; Kovacs, 1977; Rutter, 1976). In both this study and Ivarsson's (1997) work 
females attained higher scores than males on the DSRS questionnaire. In keeping with our 
findings a shift in the sex ratio of depressed children and adolescents has been evident fi-om a 
male preponderance before puberty to a female preponderance after puberty (Rutter, 1985; 
Kolvin, 1991). One explanation given for the increased rate of depressive symptomatology 
in female adolescents is lower levels of self-esteem than in males of similar ages (Avison, 
1992). 

The YSR has been used in a number of previous studies in non-clinical groups to measure 
self-perceived competencies and problems. In a study by Brown (1990), carried out in a girls 
school, findings were similar to this study. No one scored in the abnormal range on the social 
or competency scales and 15.4% had a Total Problem Score in the clinical range as compared 
with 16% in this study. 

Verhulst (1989) looked at a population of adolescents gathered from birth register^ and 
compared them with adolescents referred to psychiatric outpatient services. He found that 
referral statiis accounted for 34% of the variance between score on the Total Problem Scalê  
Competence scores however, showed much weaker discrimination between the referred and 
non-referred groups. In the follow-up (Verhulst et al., 1993) they found that self-reported 
Total Problem Scores did not change significantly over the two years. 

The use of the YSR to measure self-perceived competencies and problem areas is i" ^ ^ " 8 
with the trend for modem clinicians to look for certain problems that may be a s s o c ^ vjA 
lowered mood in adolescents (Renouf, 1997). Problems at school at ^ o m e ^ relâ «> ŝh^ps 
or health problems may be markers of depression (Sturtz, 1991). J ^ e adok«c«its whos^ed 
in the depressed range in our stixdy ranked themselves as comp^ent ^^'^^^'^^'"^^^ 
and in their activities as those in the non-depressed range. F"\d7|!„*" °*^H^^^^^ 
shown a high correlation between - I f - r t h and d ^ . s ^ ^ ^ ^ ^ ^ ^ 
Two groups of featiires have been shown to be related, nrsuy a P^moetence and 
physical appearance, peer likeability and athletics and secondly scholastic competence and 
behavioural conduct (McCauley, 1993). 

TT̂ ere were statistically significant differences b « scores ô^̂^̂^̂^̂^ 
characteristics except immatixrity and repression hetwe«> DSRS^^^^^^^ 
positive" groups. The findings in this study ^^ow^ * * ^ ; d ^ « ^ ^ ^ . ^ ^ ^ ^ 
marked for social maladjustinent, withdrawal, /^l^e onaitotion^_^^^ socialisation, 

maladjustinent in this inventory is ^ha^^^*^'.^, ^ ^ S t i ^ with self and others, value 
withdrawal by a tendency towards isolation ^nd ^ dî sa ŝfactio^^ .^ ^ ^^^^ ^ . ^ 
orientation by a tendency to share attitudes "^^^^^^^^^pi^^t events th^t occur 
economic group and denial by an ^ ^ ^ " " ^ ^ ^ ' ' ^ "'^where this group denied problems in 
;n everyday life. This is at variance ^o.^he^SR results _ .̂  ^ ^^^ ^ ^ ^ 
the areas of competency and socialisation but these hnmngs <u 
studies linking personality with depression. 
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The Newcastle Depression Project (Bemey, 1991) which looked at pre-morbid personality 
traits preceding childhood depression compared with other psychiatric diagnoses in 9 to 16 
year olds. Bemey found that the depressed group had higher obsessional scores but lower 
anxious and hysterical personality pattem scores than adolescents with other psychiatric 
diagnoses. They were more likely to score higher on obstinacy, impulsiveness, attention 
seeking behaviour, and dependence. Hirschfield (1989) looked at personality characteristics 
in first degree relatives and spouses of depressed patients. The personality traits found in 
those later becoming depressed were less emotional strength, more introspection and 
increased emotional arousal, and a greater need for attention. He found that in the age group 
17 to 30 no differences in personality could be found between those becoming depressed and 
those never depressed. In a prospective study by Bloch et al. (1991) personality and 
cognitive development were assessed pre-morbidly between 3 and 18 and depressive 
symptomatology measured at age 18. Girls with the greatest tendency towards depression 
were more likely to have characteristics of concern over self-adequacy, increased 
vulnerability and anxiety and a tendency to self-ruminate. Boys however were more likely to 
show traits of negativism, sensitivity to criticism and lack of tmst. He felt that problems with 
accomplishment and hostility for boys and with self-esteem for girls were related to later 
depression. 

In this study a disturbingly high number of the respondents admitted to feelings that life was 
not worth living. The figure of six percent in this study who said they felt like this "most of 
the time" is slightly higher than in Ivarsson's study 91997) which found an incidence of 4% 
suicidal ideation in a non-clinical sample. It is in keeping with the figure of 7% found in 
another Irish non-clinical group of female adolescents (Brown, 1990). 

Ivarsson showed strong correlations between suicidal ideation as measured by this question 
and depressive symptomatology, similarly this study showed that those in the "DSRS 
positive" group were more likely to report suicidal ideation. Harrington (1990) found that 
suicidal features were one of four symptoms which best discriminated between depressed and 
non-depressed children. Suicidal thinking has been shown to be related to depression, 
loneliness, pessimism and with less self-esteem in adolescents (Roberts, 1998). 

This study is limited by a number of factors. The study was carried out in two schools who 
agreed to partake in the catchment area in which the author was working and so may not be 
representative of all Irish adolescents. Numbers not attending school on the day the 
questionnaires were distiirbed were not recorded for each group. Analysis on gender 
differences between groups was not carried out due to the large difference in numbers of 
males and females who scored in the depressed range. It would be beneficial to repeat this 
work using a larger cohort of males in order to allow for meaningfiil statistical analysis. 

The DSRS is a screening instrument not a diagnostic test, so only depressive symptomatology 
could be measured not depressive disorder. Much of the work carried out using the Jesness 
inventory has been in delinquent groups but it has been found to differentiate between 
dehnquents and non-delinquents (Martin, 1981). Its advantage is user friendliness in 
comparison to other methods of assessing personality characteristics in tiie age group. 
However it must be remembered that depressive symptomatology can lead to contamination 
of scores on personality mventories and so interpretation of results should be made with 
caution. 
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In this study, self reported competencies and problems did not discriminate between "DSRS 
negative" and "DSRS positive" adolescents but this needs to be further investigated using a 
larger study group and standardised diagnostic criteria for depressive disorders. However 
findings on the personality inventory were more in keeping with previous research showing 
links between certain personality characteristics, low self-esteem and depressive 
symptomatology. These differences in personality characteristics may be influential in 
identifying "at risk" adolescents or in designing specific intervention strategies. 

Further work in this area using larger samples and longitudinal follow-up of depressive 
symptoms and personality characteristics may help to elucidate prognostic indicators. 

References 

Achenbach T. M., Edelbrock C. S. (1987). Manual for the Youth Self-Report and Profile. 
Buriington V. T. Department of Psychiatiy, University of Vermont. 

Achenbach T. M., Edelbrock C. S. (1981). Behavioural problems and competencies reported 
by parents of normal and distiirbed children aged four to sixteen. Monographs Soc 
Res Child Development, 46, Serial No. 188. 

American Psychiatric Association (1994). Diagnostic and Statistical Manual of Mental 
Disorders, 4* Edition. Washington DC: APA. 

Avison W R., McAlpine D. D. (1992). Gender differences in symptoms of depression 
among adolescents. Journal of Health and Social Behaviour, 33 (2), 77 - 96. 

Bemey T. P., Bhate S R., Kolvin I., Famuyima O. O., Barrett M. L., Fundudis T̂ , Tryer S. P̂  
(1991). The Context of Childhood Depression, The Newcastle Childhood Depression 

Project. British Journal of Psychiatry, 159 (11), 28 - 35. 

Bertler R. W., Foster K. Y., Imm P. S. (1996). Convergent valic«ty of select ŝ ^̂ ^̂ ^̂ ^ 
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CHAPTER SIXTEEN 

SERVICES FOR AUTISM IN IRELAND 

Karen Doherty', Michael Fitzgerald', PatMatthewg". 

Trinity College Dublin', Irish Society for Autisml 

ITie present study involved 85 individuals with autism and 
Aeir families. Participants with autism ranged in age from 8 -
33 years (mean 20.32 years, SD = 6.33). l i e primary 

Z Z i : " ' ' '' "J^ '' '^'"^^'^ - - administered^ 
questionnaire concerned with service satisfaction and support 

l i L i ' T H " ' . ' ' ' ' P^^^^P^^ ^^ administererAe 
Amistic Disorders Diagnostic CheckHst and a questiorniaire 

onTJrd'rf 1 1 " ' ^ r^^- ^̂  ''''y fordirov 
one third of the keyworkers interviewed had received no 

Education has been by far the most oowerfiil *• 
autism since the condition was officiallv r ^ -̂ "̂ ffi!̂  improvement for individuals with 
spend more years in educarn thS ' e ^ S : ^ ^^^^^^^ Persons with autism now 
provision cannot be overstated Paul riQ87^ i? importance of quality service 
outcomes for people with autism have been l i" T T'^Z ""^ *^ '^''"""^ «f ^"tism noted that 
schooling and the lack of aporoDriatrr iT ? / " ^ P^*' '^ ^™'ted opportunities for 
improvements in education for autistk chilHr ! • ' ' '^- ^^^^ concluded that: "The 
recently been developed and are continn.nlT" , '" ^""^^ community service that have 
(Paul, 1987). ^ ""' ^"^'""^"8 to evolve may change the long-term outlook" 

The principles of service provision in ir«io ^ 
Services for Persons with Autism ( 1 9 9 4 ^ 1 ° ^ ' L""̂  ̂ ^ * " Department of Health Report on 

V y-*) specity that services should-
(•) ^-P-^fi-othetriadofimpainnentscharacterisingautism. 

(2) Have an approach that is tailored to individual needs. 

(3) Involve parents as partners. 

(4) Be localised. 

The Department of Health Report (1994) also advocates that staff working with individuals 
with autism are trained and knowledgeable about autism. Staff should be supported by 
multidisciplinary teams representing all areas of knowledge including Psychiatry, 
Psychology, Speech and Language Therapy, and Social Work. The Report recommends that 
an Individual Education Plan (lEP) based on multidisciplinary assessment should be drawn 
up for each client immediately after diagnosis. It suggests that services for people with 
autism should be wide-ranging enough to encompass all developmental levels from infancy 
to adulthood and all levels of disability from mild to severe. The Report goes on to stress that 
support for the family should be an integral part of any treatment plan and that parents should 
be involved in treatment from the start. Regular respite care and home support are advocated 
in order to alleviate the burden of care on families. Finally, the Report recommends special 
attention for adolescents with autism including family support and forward planning to ensure 
that the transition from school to adult services proceeds smoothly. 

Services and Families 

Very few studies have asked parents of individuals with autism for their opinions on the 
services available to their children. Smith, Chung, and Vostanis (1994) surveyed members of 
the West Midlands autistic Society in England who were parents of children/adolescents with 
autism aged from one to 19 years. They found that the majority of parents (apart from those 
whose children were in services specifically for autism) did not feel that their children were 
receiving an appropriate special education programme. When asked to comment on their 
child's present service provision, less than one-third had anything positive to say. These 
difficulties were experienced to much the same degree by parents of younger and older 
children. Lloyd-Bostock (1976) found that many parents felt that they had perforce b ^ m e 
the experts on their children and that service providers were not sufficiently well informed. 

Bristol and Schopler (1983) looked at families of children with autism and l^'^^'']^^^ 
families reporting high levels of sfress were receiving ^ ^ ^ . P ^ ^ n l T ^ . ^ l S o S ^ 
parent support s L c e s . O'Moore's (1978) findings also highlight ^^^^'^ ^^P^^^^^^^^ 
support. A total of 68o/„ of mothers in O'Moore's Irish study ^^^^f^^^^J^^^^^^^^^^ 
they were managing their child with autism - d s o - ^^ *̂ ^̂ ^ 
information and guidance from specialists as the cause ot meir aimcu 
management (no exact figures were given by O'Moore). 

Pfdffer and Nelson (1992) asked a select group of p r o f — ^^^^^'^^^^J^^s 
their views on "the cutting edge of services ^l^f^^^^J^l^^, education, family 
surveyed considered advances in family f ^ ^ ^ ^ ^ ^ r r L family in treatment of 
advocacy and support services, and «<̂ tive parti^atio^ J ^ > ^^^^ ^^^^ ^^ 

m ividuals with autism, ^y^^ (l^^^) P^l^^^^^^^ being valued by 
their nghts as participants m their child s ^ucation an individuals with 
professionals for their unique role in the struggle to undersiana 
autism. 

Social Support V 
Tu • H' idual's response to stressful life-events is 
The mediating effect of social support on an inoiv instrumental assistance, 
^ell established. The dimensions of social support 
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information provision, emotional empathy and understanding, all of which can be provided 
on a number of ecological levels, including intimate relationships, extended family, and 
services. Gill (1990) compared mothers of children with autism, mothers of learning disabled 
children, and mothers of normally developing children and found social support to be an 
effective buffer of stress for these women. Wolf, Noh, Fisman and Speechley (1989) 
confirmed the stress-buffering effects of perceived social support for mothers of children with 
autism. Holmes and Carr (1991) confirmed previous findings (Ayer and Alaszewski, 1984; 
Grant, 1986; Wilkin, 1979) revealing the lack of support offered by the extended family, 
friends and neighbours with the daily care of an individual with autism. The same authors 
point out, however, that there was perceived support fi-om the majority of friends and 
neighbours although practical offers of help were infi-equent. Despite the fact that over three-
thirds of parents in the Holmes and Carr study reported problems in caring, less than half 
wanted help. Wilkin (1979) reported a similar finding. Bristol (1984) reported that, in a 
group of 40 mothers of children with autism, the highest stress group and the lowest stress 
group differed with reference to support networks and availability of services. The lowest 
stress others reported greater perceived support fi-om partner, family, friends, and other 
parents of learning disabled children. 

Life Long Services 

H f l T . * ^ e " ^ t v i r ' ' ' ' ' ° " K ' " ' ' u * ' ^ ^ ' ' " ' J ""^ of individuals with autism will require 
a u t i r Z u . h L ^ ' ' ' ' ' ' ' ^ ' ^ ^T •°" '^^ ^' *^ ^ff^ts on families of individuals with 
S e r f 19f3- H o S T ^ r V f ^ * " ^ ^ ^^"^*«^' ^^84; DeMyer, 1979; DeMyer & 
found h ^ o f e d i f S c ! ^ ^ ^ " ' ' '^'^^- "°^"^^^ ^ ^ Carr concludeci that parents 

o T ^ t ^ T l , : : ^ ^ ^ ' L 1 * ' " T ^ ^ " ^ ^ - ^ - g ^ - - d s constitute the main source 
appm^ate schXlace.^2,T °"' "^"''''^ ™agement, self-help skills training, and 
reached a H n l ^ n « , o « o : ^ ^ u . . ^ ^ ^ . ^.P^^^nt stressors. As the individual with autism 
increTes r s ^ z T L T s ^ t l 'n̂ f̂ ^̂ ^̂ ^ P''"*''^^ ^^ ^^^ exacerbated as the person inunaturit;"b:::m:'a p^r (̂ st*̂  tz^^z ^ r - r - > -̂ ^ -̂  - f 
individual with autism mav becomr^n ' ^ ^ ^ ' ^^^^>- ^̂ 8̂™^ ^"^'^h^ to the 
behavioural a n o m S S T f ^ u t U "^T^"^'"^- ^ foUy-grown adult who displays the 
young child s h o w ^ ^ g l f s ^ r Z r l T " / " ^ ^ ^ ^ 
psychological 'burnout' for s ^ Z p a J ^ t ^ i . T ^ ' * ' " ' ^^^^ '^'''' "^^^ *̂ ^̂  '' 
resignation as parents come to realizelhatthLr H ^ compounded by a growing sense of 
potential allow7 AccordineTn^nJ A ^ "̂̂ "̂ ^ ' ° " ""' ^^"g^^er has progressed as far as 

children have l e s s ^ ^ ' a ^ ^ m o t r ' a t ^ ^ T d f'^^' ^"^"^^ °^^ '^^ '^^^'^^ ^'''''' 
than parents with younger childroL ^^^^^ " ^ ^ ^°' expanded services 

The chronic difficulfies inherent in h«n 
professional help in caring for their child f ^ . P ^ ^ * " ^ ' Parent' lead most to opt for 
needs of the individual with autism and t h . 7 "̂̂ .̂ P̂ ^̂ ^̂  ̂ ^'"^ responding to the changing 
and not coping with these difficulties n^M / , n^^ ""^^ ^̂ ^ difference between coping 
will eventually need full time residential ^ ^ ^ ^ estimates that 75% of autisdc adults 
to many parents who may strueple U^^KT^,' "̂ ^̂ ^̂ ^̂ ĝ this can be a cause of great distress 
(1983) found that two-thirds o f X nTr^/ f • ""̂  ^^'""^ ^ ^ 8"»t. Bristol and Schopler 

parents m their study reported worries about what would 
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happen when they could no longer take care of their son or daughter. Hirst (1985) found a 
commonly expressed concern of parents related to fears about the future care and provision 
for their child. Card (1983) examined this concem finding that, although all parents were 
concerned about future provision and all were in favour of training in independent living for 
learning disabled adults, most expressed a strong desire to keep their son or daughter at home 
for as long as possible. DeMyer (1979) advocates locating residential units as near as possible 
to the family home enabling parents to remain an active part of their son's or daughter's life. 

Specialised or Integrated? 

Janicki, Lubin and Friedman (1983) in a study of service needs of individuals with autism 
point out that the needs of this group differ significantly fi'om those of other developmental 
disabled persons. They propose the necessity for services that specifically address the unique 
needs of individuals with autism. Mesibov (1990) has suggested that the ideals inherent in 
Wolfensberger's (1972) concept of normalisation and the highly specialised care 
requirements of the individual with autism cannot be reconciled. This reflects a legitimate 
concem of parents who may question whether their son's or daughter's needs can be 
appropriately addressed in a heterogeneous school setting. Individualised specialist 
education provision for children with autism is now being provided in mainstream schools 
and demonstrates that specialised and integrated schooling are not necessarily opposing 
terms. The provision of specialist education within the context of an integrated settmg may 
in the long term, prove to be a valuable step forward in the education of individuals with 
autism. 

The aim of the present study is to look at service provision and support available to 85 
children, adolescents and young adults with autism and their families in the Eastern Health 
Board area of Ireland. This paper proposes to look at each participant s current placement 
and to present caregivers' views on the services and support available to persons with autism 
and their families. 

Method 

Selection of Participants 

^ 1990, a study identified 272 clients w i ^ a u t ^ ^ ^ ^ ^ ^ ^ '^i^^.^TJl 
Board area of Ireland. Staff were contacted ^\^l^^I'^'Zsl^C. 'autistic ^^dences". 
clients and asked to identify any clients under the age of 25 ywrs w Keyworkers 
309 clients were considered to have aut^f-de^^^^^^^^^ 
or each of ^^ 309 clients completed the AutistcD^^^^^^ 

-ff'aŝ h l̂T^^^^^^^^^^ 

;n 1991, 100 of these 272 individuals were sel^ted on ^^^^^^^^^^^ e^^^'^!^ 
(;;e. all resided in Dublin or Kildare) to ^^'^^^'''l^'^^^^ - p i l i n g for the future of 
the families of persons with autism. The study was P ,̂ ^ Matthews, Birkbeck and 
autistic persons: A prevalence and psychosocial swoy ^ * participants involved in the 
O'Comior, 1997). The present study followed up 85 of *e l ^ P P ^^^ ^ ^ 
Fitzgerald et al. (1997) study. Three of the clients had since Oieo t -
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two clients had died. Ten families chose not to partake in the research. 
findings of the follow-up are discussed elsewhere (Doherty, 1999). 
Descriptive Characteristics of Participants 

The longitudinal 

The 85 participants ranged in age fi-om 8 to 33 years (mean 20.32 years, median 19 years, SD 
6.33). Sixty-six participants were male (78%) and 19 were female (22%). All participants 
had been identified in the original study as having "autistic tendencies" and all had fulfilled 
the Autistic Disorders Diagnostic Checklist (Wing, 1987) criteria for autism. In the present 
study, all but two of the participants met the ADDC criteria for the second time. These two 
individuals were still included in the analyses as one had been diagnosed with autism by a 
psychiatrist and the other was considered to have autism by his family and by staff at his 
service. 

Instruments 

Autistic Disorders Diagnostic Checklist 

^ a l ^ c ^ Z f ' '^ '^? '^ ^^^°™" ^^"S *° P^^^^^^ ^ basis for the revision of the 
to E ^ ^ e . ^" '̂̂ "^ " ^ ^ ^" *« DSM-III (APA, 1980). The goal of the checklist is 

aduhS^cS^ ? ie A n n r T f i T ' ' ' ^"^'^^^"^^ ''̂  "̂̂ '̂ ^^ fr°^ ^^^^' infancy to young adulthood. The ADDC defines three areas of impairment: y y e. 

Section A: Impairment of Reciprocal Social Interaction 

Section B: Impairment in Communication, Language and Symbolic Development 

Section C: Restricted Repertoire of Repetitive Behaviours. 

who knows the c i2^ hUt p ""? ^ ? ? ^ '^ admimstered to the staff members / keyworker 
b e h a ^ ^ s sLlTa^rwL^^^^^ "^^ ''^'''''' ' §^"^^1 d- '̂̂ ription of the dient's 

s p e d f i c I h a X f o ^ t k e ^ t S i t ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ «^*^ ^ P P ^ P ^ 
autism, the client must exhiWt t h r i K K . "̂̂  ^^^^ *^ '̂ "^eria for a diagnosis of 
section B, and, a t r t ^ e ^ b e h t r o ^ ' t r ' ^ e t t T ^ ^ ^ ^ ^ ^ Ĥ ^ r ^ ^ ^ ^ / T diagnosed usine the A n n r =.iô  7 ,, ^ section C. Individuals who are positively 

ex^Hon of Z ^ ^ ^ ^ T f Z ^ L t ^ t " " ' ^ f "*'' "" ^ " " ^ " ' * * ' reliability study of Uie ADnr ™ H .!^ u ^ ^^ " ' * ™ y^ais. An inter-rater 

each of the checkUsfs 83 items The A D D ^ ^ " ^ '^efficients ranging from 0.47 to 1.00 on 

fte Wing Autistic Disorder Interview a S f w S l Q w * X ' ' ' " ' " " ' " " " " 

^'"^'^^s and Support Questionnaire 

at caregivers' s a t i S o T ^ l i ^ t h J ^ ^ / ^ ^ ^ ' ' ^ ^^^"^'^ ^°'" *^ P̂ ^̂ ênt study. It looks 
as well as the level of support from friZ.L T'^'M ^"^**^ ^^ ^^'^ son/daughter with autism 
with autism. Ratings are made on a W T r T' ^** ' ^ ^ ^ ' ^ *« '̂ are of tiie individual 

made on a four-pomt Likert scale ranging from 'Very Satisfied' to 
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'Very Dissatisfied' or on a bimodal YES/ NO response scale. An inter-rater reliability study 
was conducted yielding Kappa coefficients ranging from 0.63 to 1.00 on each of the 33 items 
in the questionnaire. 

Placement Questionnaire 

The Placement Questionnaire (devised for the present study) is a 10 item questionnaire 
administered to the client's keyworker. It looks at the following aspects of the client's 
current placement and service: 

(1) Staff Training. 

(2) Individualised Education Plan. 

(3) Daily Programme. 

(4) Staff-Client Ratios. 

(5) Professionals available to Client. 

(6) Long Term Service Plan. 

An inter-rater reliability study was conducted yielding Kappa coefficients ranging from 0.89 
to 1,00 on each of tiie questionnaire's 10 items. 

Procedure 

The 100 famines involved in the original Fitzgerald et al. (1997) study -'^f^^t^^M 
letter explaining the nature of the present ^^^^^^ 2 : ^ : ^ 1 ' ^ : i t : ^ ^ ^ 
caregivers (81 mothers and 4 fathers) who ^^'^''^^^"^^^^,^1^ to some homes, 
m their own homes in almost all cases, because « d̂ ffî ^̂ ^̂ ^̂  g^^^.^^ ^ ^ ^ ^ 
two mothers were interviewed in the pnvate offices ot the t"sn souc y • ^ 
mothers were interviewed by telephone. P-nission - ^^^^^^ 
from the services of each of the 85 participants ^̂^ ^"J^^ J ^ ^ ^ ^ . ' ^ ^ e and administered 
amiliar with each participant. Each kej^ork^ " ^ T ^ n f i ™ r^Hen t ' s diagnosis of 

the Autistic Disorders Diagnostic ChecW^^tm order to c«nnrm ^ ^ ^ ^ 
autism. The Placement Q^e^tioimaire lootang at j ^ ^ ^ ^ ^ ^ 
administered. The first author (KD) conducted all interviews wim 

Results 

Autistic Disorders Diagnostic Checklist 
, . , Anne criteria for autism in the original study 

A» of the individuals with autism fiilfiHed the ^^"^ . t study. Scores on the 
«8ht years ago and all but two fiilfiHed the same cntena in We P 
ADDC ranged from 7 to 34 with a man score of 18.88 (:su • f-
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Social Impairment 

The majority of individuals with autism (78%) were described as having 'no peer friendships 
despite ample opportunities' and most preferred solitary activities (73%). Over half 
displayed a poor appreciation of social norms as manifested by a 'lack of awareness of 
correct behaviour in public'. 

Language and Communication 

Language abilities were notably impaired. Almost one third of participants (29%) had no 
spoken language (and failure to compensate with gesture of mime). One third of participants 
had some speech but did not initiate or sustain conversation, and a further one third displayed 
repetitive, one-sided speech without appropriate conversational turn taking. Stereotyped 
speech and echolalia was evident in 40% of cases. This reflects the findings of previous 
outcome studies (e.g. Rutter, 1970). 

Behaviour 

^ a d ^ o T Z ^ ' ' ' l ^^J f^ ted the restricted, repetitive behaviour patterns that complete the 
r l k i n l T s T ^ r AT T '"^l"^'^"'*' ^ '̂P^^y^^ '^^^' ^^P^^tive bodily movements such as 
w^e n r i ccuLd T ^'^^.^'^^^howed sensory preoccupations and a further one third 
r X t s r S "V p rq,etmve behaviours involving objects, such as spimiing. This 
o f f ^ n ^ s i f fn f H , ^ ' ' ' ' ^ ^ ^ ° ""^^ *^^ ^^^^i«^^ behaviours and preoccupations 
W o ^ n T one h" ff^'T- "^^ f "^*°°^ ^^^" ^^^^ ^^^^^ behaviour improves. 
i ^ ^ S o C ^ L e "^P,^^?;P^^^ d^^Pl^y^ repetitive self-injury although this had not 
mcreased over time as reported by some investigators (Gillberg & Steffenberg 1987). 

Diagnoses 

realised i, w i auMsm". M T S I ^ W O ^ S , 6 ^ ? , ^ T " ""• °"^ '""">' " 8 ^ " ' " ^ 

more cases AS was su sD« lShn^ «^ ^ ^ Asperger's syndrome (although in several 

cHen. ,1 , y , had" d ' ; : ^ S ' i T ^ " " X r S " ^ * r ' ^ ' ' . . ^ ^ " " T ' " " ™" 
secondary diagnosis of auHsm » , . „„. T ?, * ' "^"^ " ' ° " ' "'H™' "'"> Down's, a 
ft.s d,aZs,s would L t i e child's p l a ^ ? ' ' T'" "̂  *= *^«"<'''"8 clinician felt d,a. 
diagnosed with m.lk, m o d ^ S t t l ' s ' ^ " „ r r H - ^ ' ™ " T'^"' ° f P - ^ ^ P - ^ ""^ 
"brain damage". Eleven pen:en „fcl,^t7(th"sew,iT^'"r, '" ' ' '"• "=« " i^*" ' ' " ' ' ^ f 

r^aimng Sa"̂ . ^ ' i v j ^ i ^ l X i s X r a g l Z'^'Znt ''' "' " "•°"*^- "^ 

Caregivers 

Caregivers ranged in age from M tr. n 
caregivers were married women e o l v l ; . ^"^T ^'•^' ^ ° 9.2). 78% of the pri 

omen, 6/0 were separated women, 1% was a separated man, 11% 
78% of the primary 

.• 4 n / 
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were widows, 2% were widowers, 1% was single, and 1% was divorced. In all, 22% of 
caregivers were looking after their disabled son/daughter without a partner. 54% of mothers 
were working fialltime in the home. Of those employed outside the home, 8% were nurses, 
7% were teachers, 5% were secretaries, and 6% were domestics. Close to one third of 
families (32%) were living on social welfare, sate pensions, or work pensions. A further 18% 
of families had an income of £10-14 K per annum and 16% of families had an income 
exceeding £25 K per annum. 

Table 1: Demographic information on primary caregivers of individuals with Autism 

Age 

Occupation 

Marital Status 

Mean 
51.3 years (SD 9.2) 

Homemaker 
54% 
Employed Outside Home 
46% 

Single 
Married 
Widowed 
Separated / Divorced 

Range 
34-72 years 

1% 
78% 
13% 
8% 

Socio-economic Status Class I 
17% 

Class IV 
20% 

Class VII 
6% 

Class II 
10% 

Class V 
15% 

Class VIII 
5% 

Class III 
14% 

Class VI 
13% 

Featu res of Services 
• ^ ir^ thf Fastem Health Board area. Time 

Participants attended a total of 25 different services " *e ^ ^ ^ ^ (^ean 103.9 months, 
spent at the current service ranged from 9 "^«"*^'°!f fo/at^tism only. Exactly half of the 
SD 73.97). Forty six percent of the f^^^^^'^'f,^'T^Ji of participants were 
services (50%) catered for learning disabilities. / " ' J ' ^ ^ g jj^j^g j ^ residential care for 
resident with one or both parents, 32% of P^rticipan ^^ ^ . ^ ^ learning 
persons with autism, and 22% were living in residential utr 
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disability. Two individuals (2%) were residing in a psychiatric hospital and one individual 
(1%)) was at a residential unit for the blind. In all, 58%) of participants were in residential 
care. 

Table 2: Demographic information on 85 participants with autism 

Gender 
Male 
Female 

Age 

To 

78 
22 

N 
66 
19 

Mean 
20.32 years (SD 6.33) 

Range 
8-33 years 

Residential Status At Home 
% 
42 

N 
36 

Residential Care 
% 
58 

N 
49 

"^^iTTe Z ^ r f " " "'P^^' ^ " ' ̂ "^ '""'y ^2% of the families availed of a respite 
c r r v e r s ^ r d w a n t ? ""'"^"''' ^''"'"^ "'^ "°^ ^ ^ t "^«^^ ^^«Pite. Only one third of 
1 ^ ^ : ^ : : ^ ^ ^ : : ^ ^ ^ ^ - ^^ - - ^ - i n . however, t h . most 

crt̂ r̂iuirb̂ riŝ ^̂ ^̂  'irn^ - "̂ p̂ - -̂ \«̂ i 

caregivers (46%^ were invniVi J , '^ of clients had no formal lEP. Less than half of 

years had an lEP in Z^lZZT H^^ "^"^"^I'^-'s (84%) under the median age of 19 

( W ind^dj^;er,"s^„'^-'°- "̂ "'"f *»'^ °™ *« =8' °f" y^ 
fte younger^older age'^up^l! = 4 25 d U l , p < S ' ' " " " ' ' " " ' ' " " ™ " ' " " " " I P f 
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Most of the keyworkers interviewed (64%) had received training, usually in-service, about 
autism, but more than a third (36%() had received no training in the area of autism. 
Keyworkers reported that during the clients' daily programmes, staff-client ratios ranged 
from 1:1 (10% of cases) to 1:18 (3% of cases). The most common staff-cHent ratio was 1:3 
(28% of cases). The vast majority of clients (95%) did receive 1:1 instruction and support at 
some point during their daily programme. Class sizes ranged from the cUent alone (2%) to 
30 pupils including the client (1%). Keyworkers oudined the areas of learning focused on in 
the client's daily programme. All clients spent time on leisure and recreation skills and 
almost all (96%)) engaged in sporting activities. Most clients were receiving social skills 
training (93%)) and learning to use community facilities such as shops and restaurants (93%o). 
Self-help and independent living skills were being taught to the majority of clients (93%) as 
part of their daily programme. 

Keyworkers were asked about each client's access to members of a multidisciplinary team. 
Most clients attended a psychiatrist (84%) but only three of these had regular structured 
meetings, the rest attended 'as needed'. Almost two-thirds (65%) attended a psychologist but 
only one individual had regular (in this case, weekly) meetings. The majonty of clients 
(87%) had no access to a physiotherapy service although staff members added that this was 
not necessary for most clients. More than half of the clients (56%) had access to a socia 
worker but only one client had regular meetings. Just over one quarter of the clients 27/o) 
had access to a speech therapist but none had regular meetings. Less than one titth (18/o) 
had access to an occupational therapy service. 

According to keyworkers, most services (68%) had a long-term service plan i" Place to 
ensure the foture treatment and care of clients in adolescence and adulAood. Howev^close 
to one third of services (31%) had no fixture service plan arranged for clients. One keyworker 
(1%) did not know if a long-term plan for the dient was m place or not. 

Service Satisfaction 

T ê study found service satisfaction to be ̂ ^ ^ ^ ^ ^ 3 7 ( 1 " ^ ^ ^ ^ 
majority of caregivers (940/0) were fairly satisfied ^[^^'^^^^^^^^^ i e current savice 
they were getting from their service. The s ^ e ^ ^ ^ ^ ^ t f l X ^ ^ (6%) were not 
was suitable in meeting their son's or daught^ s needŝ  umy caregivers (81%) felt 
satisfied or very dissatisfied with the support ^on^^^-^^ ^ - ^ , J ^^ J ^ ,y ^et 
involved enough and 6% feh excluded from the s ^ " ^ . J ^ ^ ^ ^ daily. 7% met staff 
with staff to discuss the dient, 1% of caregivers « ,̂̂  * 7 .^^ Jy ̂ ^ Twenty 
weekly, ,4% met monthly, and 19% met every t ^ ^J'^^^Tncdcd^^ and 2% of 
eight percent only met staff once a ye^. ^ ^ ° * f j f „f caregivers (45o/o) had received no 
caregivers said they never met with staff. Closeto na ^̂ ^̂ ^ ̂ ^ ^ ^ ^ ^ .̂̂ ^^^^ ^^„ ^^ 
information about autism from their current service m . ^ "enough" information 
"some but not enough". Only 39% of caregivers felt they had received g 
*out autism fix)m their service. 

Service Strengths and Weaknesses 

When 
-. f th^r son's or daughter's service that they 

asked about the aspects o^ "^^^^'''^^g,, Qver one third (34%) of "ucn caregivers were askea aooui ui^ » - F — g, 
were most satisfied with, 80% of caregivers said "mc 
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caregivers were satisfied with the location and setting of their service and 18% mentioned the 
facilities and activities provided by the service. 11% were satisfied with the "homeliness" of 
the service where residential care was being provided. 9% were most satisfied with the fact 
that they had received an assiirance fi-om their service of lifelong care for their son or 
daughter with autism. 

Caregivers were also asked about the aspects of their service that they felt could be improved. 
Almost a quarter (24%) wanted to be more involved in the service, suggesting more 
scheduled parent-staff meetings and the need for a social worker to liaise between home and 
service. 11% of caregivers felt that more fimding and resources were necessary for their 
service and a further 11% suggested more staff training in autism. One fifth of caregivers felt 
that their service could be improved by providing an assurance of ongoing care for their son 
or daughter. 

Future Services 

^.^!!f T""' ^ ^ ^ ^ ^ ^ ' ^ f ' ^ ^ « ' 40% of caregivers said that their son/daughter would 
Z a T ^ t M T ' ' '? S ' ^ ^ ' ' - ^^'^'^"' "̂ ^̂ ^ '^^^gi^^^^ (680/0) did not feel confident 
^ l a u l h t l ,H ^Z^^^"- • ? ^ ' ' ̂ ' ' ^ ° ^ * ^ ' ^ ^ ^ g ™ interviewed (53o/o) said tiiat their 
co^fidlf t t t T " , u r^'^''^^ ''^''' ^" *^ ^^^^ but only 35% of tiiese were 
T e foTthdr i S r r ^" ' ' ' '^'^^'- ^"^^ ''''^''^' (650/0) neeLg fixture residential 
^ from ^ I h l f t t * ^ ^""^ " ° ! '^''^^'''' ^̂ ^̂  ^ Pl^^^ ^«^ld be available. As can be 
hTSie 8 12 v L P^^^"t^8^„«f ^'i^"ts witii autism in residential care moves from 20«/o 

e v ^ e d h i e w ! ^ J f i ^ ^ H V ' '^^" J" * ' ' ' - ' ' y^^^ ^8^ 8^°^P- Chi square analysis 
reveakd highly sigmficant differences between the age groups on this measure (20.99, df = 4, 

Table 3: Percentage ofclients from each age group in Day Service and Residential Service 

Age 

8-12 

13-17 

18-22 

23-27 

28-33 

Total 

Day Service 
•/. 

80% 

67% 

35% 

33% 

60/o 

42o/o 

• • 

Residential 
% 

20o/o 

33% 

65% 

670/0 

940/0 

58o/o 

Total 
N 

5 

30 

20 

12 

18 

85 
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Effects on Families 

Impact on Mothers and Fathers 

Only 260/0 of primeiry caregivers reported satisfaction with their opportunities for leisure. 
One third of caregivers reported minor difficulties and 430/0 had marked or severe difficulties 
in finding opportunities for leisure. Just over half of caregivers (510/0) feU that the extent of 
their social contact was adequate, with I90/0 reporting minor difficulties and almost one third 
(310/0) reporting tiiat the extent of tiieir social contacts was markedly or severely inadequate. 

A number of caregivers volunteered information about their psychological healtii in the 
course of the interview. Three of tiie mothers in the study (40/0) had received counselling for 
recurrent panic attacks. One mother was being ti'eated for depression with medication and 
another motiier had been hospitalised for alcoholism and depression. Three of the fatiiers had 
suffered witii depression after tiie diagnosis of autism was received; two of these had seen a 
mental health professional. 

Impact on Siblings 

Most caregivers felt that the participant's disability had had a severe effect (28o/o) or a 
moderate impact (30o/o) on siblings. Almost a quarter (24o/o) reported a^h^t impact on 
siblings while only 12% of caregivers felt that the participant's disability had had no effect on 
siblings. A small number of caregivers noted psychological and behavioural difficultly m 
their other children tiiat tiiey believed were related to the expen^ice «f having a s^ ' "gw,^ 
autism. These included one younger brother being hospitahsed because of depression and 
another younger brother displaying elective mutism for 12 months. 

Social Support 

Many caregivers (40o/„) felt no support or 'hardly any' ^ ^ ^ ^ ^ ^ Z ^ ^ ' ^ ^ ^ ^ M ' ^ Z , 
oftheirdis^bledLdLghter. OnetiiirdMsom^^^^^^ 

supported' by their family. A similar " ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ go/o 4lt some support and only 
any support from friends in caring for tiieir so^/'iaughter i v / i • ^ ^ ^ ^ i^ers 
20% felt very supported by friends. With - g - d to pract^^ elp, i^ n^n ty^ .^ ^^ ,g^ ^̂  
(6I0/0) reported that family members never or rarely ^ k e d ^ " ^ J ^ , ^ ^ ^ ^^^ ^, 
give them a break. 23% reported that family ' ^ ^ ^ ^ ^ X tiie participant. 
participant and only 15% said tiiat family members often looked after Oie particp 

A . mw\ reoorted that fnends never looked after the 
An even larger number of caregivers (77/o) repon ^^icipant, 13% occasionally 
participant with autism, 9% of friends rarely ^^^^J^ ^^^^^ of their son or daughter 
did, and only 1% of caregivers had a friend who regu > ^^^ ^^^^^ ^̂ ^ ^^p^^ 
with autism. It is worth noting tiiat many ^^^"["^J^^ i„ the words of one parent, "tiiey 
friends to look after their autistic son or daugf̂ ^̂  " ^ '. ^^^ ^^^ ̂ ^^nd any support group. 
wouldn't be able to cope with him". Most caregive^ i ^ ^ ^ ^ ^ ^^^^^ group while the 
Over one third of these (37%) said they would UKC ^^^^^^ ^^^^ ^^^^ .̂̂ ^̂ .̂ ^̂  attended 
remaining 630/0 did not wish to attend a support gro p^ ^.^^.^^ ^̂ ^̂ ^̂ ^ ̂ .^ ^^^ ^ ^ ^ ^̂  
a support group (only 2%). According to tiieir parenu,, 
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attend a support group. Parents of 14% of families reported that siblings did wish to attend a 
support group. Nine percent of parents did not know the siblings' feelings on this matter. 

Discussion 

Features of Services 

Examimng the features of service provision in the light of the 1994 Department of Health 
Report, the study found that over one third of staff interviewed (all of whom were selected by 
the service as the staff member who knew the client best) had received no training in the area 
of autism. All staff at services specifically for autism had received training but most of the 
staff at the heterogeneous services had not been trained in the area of autism. No other 
si^ificant differences between specialised and heterogeneous services were found. 
Indmduahswi Education Plans (lEPs) were found to be in place for most clients. However, 
one tfiird of clients had no lEP in place and older clients (over 19 years old) were 
si^ificantly less hkely to have an lEP. Only a little over half of the clients in this age group 
h ^ a written lEP according to staff. Even when lEPs were in place, parental involvement in 
the formulation and review of the lEP occurred in less than half of all cases. 

l i ^ v c L S ' uf ' T ' '° "^"^disciplinary professionals such as psychiatrists and 
IZifT^ H T . ""^""^f '^'''^''^' ^ ^ ^ '^'- Less than one Zd of clients had 
ZZiln L Z A ZV' ^^ '''' °"" ^ ^ '^^^'""^ ^«g"»^ ^Pee'̂ h therapy. Future 
S d hale a l ! ^ . f " ? * T ' ' " ^ ^ ' ^ " " ^ ^ ^̂ ^ "^^^ P^^^ts and most services 
fo^ n r o v a ^ ^ r ^ ' I f r ^7 ' " '"'"^'- "^^ *^^^ ""''^'^'^ did not, however, have any 
J i S r r i ^ ^ f f i f/'""'"•• "^ '^ ' ' ^ ^ ' '' ^^^^°«i«' «^^ half of the p;rticipants 
o n t r t e W ^ t t ? n ' r . "^""'' T ' '*^^ *^ '^^ "^ 36 months. One participant had 
clticaTd a l t Z-:fT'''f * u ' ^ ' ° ^ ' ' y^^^ ^ d 80/0 of participants still had no 
fZ^ o S o n 1^. f t l " ' ? ' ''""' '^^'''''^' ^ ^ «^«^"tial prerequisite of adequate 

rbmtir::d^"e;L^tti^^^ ^̂̂^ ^̂"̂̂^̂- *̂  ^̂ "̂ '—̂ <̂ - ^™-
Service Satisfaction 

caregivers were asked ^\>ourl7sT^^Zd J.v'^ "^^ "^ '^""^^"^"^ ^ ^ ^ ^ ^^ '" 
particularly happy with the sLff a r tS^ ' weaknesses of services. Most caregivers were 

training in t h e ^ L T a u t i L was n e ^ ^ ^ ^ l ? ^ " " ^ " " ' ^^"* ^'^ ^''' ^^' "^«^^ ^^^ 
more parent-staff m e e t . ^ L I n S f for ^ " ' ' - T ""T"' "^ ^^'^^^^^^ recommended 
home. As reported by Hir t̂ m s s f T '''''^^ ^"'"'^^ *« "^^^^ between service and 

uncertainty Z f ^ l S : : l Z l d S ^ ^ S ^ ^ o f t h T T ^ ^ ^ ^ ' ' ^^^^^"^ ^^^^f 
caregivers wanted an assurance of o n ^ d ^ l f fo^ . r ^ ^ ' ^ ^ "^^ '"^^^'"- °"^ ^ ' f 1 
caregivers requiring future day or resfdentla^^L son/daughter and two thirds of 
available. ^ residential care were not confident that this would be 

There are clear implications for ftiture service nro,^e- • t. -«. 
Department of Health (1994) recnmm TT P^^'^^'O" inherent in these findings. The 
standardised individual a s s e s s m ^ Z ? ] " " ^ ^"^ ^^ consistently implemented with 

assessment and planmng provided for all clients, regardless of age. A 
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standardised education programme for autism is needed to ensure that the wide-ranging needs 
of these individuals are consistently met. The consensus in the views expressed by caregivers 
provides some valuable pointers on the road to improvement. Although great progress has 
taken place in the relationship between parents and professionals, the commonly expressed 
desire for more parental involvement indicates that more work is needed in this area. 
Improved staff training and education, particularly in heterogeneous services, is essential if 
the unique needs of individuals with autism are met. Parents' worries about continuity of 
service provision and future care for their son/daughter with autism need to be addressed with 
a recognition fi-om service providers that adequate service provision is a life-long need for 
most individuals with autism and one that must be tackled early on in the individual's life. 

Support 

A large number of caregivers reported that they had no support or hardly any support from 
family (40%) and friends (41%) in caring for the person with autism. Most caregivers (79/o) 
had no involvement in a support group although more than one third did want to attend a 
support group. Only a tiny minority of siblings (2%) were attending a sibling support groujK 
Although parents reported that most siblings were teenagers or ^^^s mid did "ot have JAe 
time orlie interest''to attend a support group, it is worth noting that ^8% of siW mgswere 
judged to have been affected by the presence of the person with auttsm and a small nwnb^ 
displayed psychological problems. This finding warrants fiittire research ^ J ^ f j ^ y " ^ ^ ^ 
of siblings attending support groups attributable to the lack of sibhng ^"PP«J^^°"PS 
provided by services or is there an unwillingness on the part «f P^^^^„^° P^̂ ^̂ ^̂ ^̂  
nomially developing siblings by encouraging attendance at ^.^^PP^^f ̂ ^ . ^ ^ ^ J ^ ^ f ^^Thl 
the siblings' own views about support groups would f^^^^f i 7 ; i " ; ^ ^ ^ ^^ftil ^^ 
majority of pai^nts were not attending a support group *^«^l^^,^^Pf^^^^^^ ^^ '^^ """" 
of further enquiry would be parental and sibling attittides towards support groups. 

Although the majority of participants in the ^^l\Z'f^,''^^d^L^^^^ 
(6P/0) reported that family members rarely or n^^fJ^^J^^ ^nfinns the findings 
give them a break and that friends were even le^^ 1^!.^^ ^ ^ ^ ^ ^ ^^ .^^ 
of previous research revealing the lack ^ ^ ^ ^ P P ^ ^ ^ f ^ ^ I n d ^ ^ with the care of an 
research revealing the lack of support ^^^^^yJT^L^ 1986- Holmes and Carr, 1991; 
individual with autism (Ayer and Alaszewski 1984, 0«n ^̂ ^ ^^ ^̂ ^ ̂ ^^^ .^ ^ ^ ^ ^̂ ^ 

Wilkin, 1979). Many caregivers P o ^ f , ° f *^ £ :^b, it's mine" and "they wouldn't 
their son/daughter, comments included: it s noi j ^^ provided respite care to 
know how to handle him". Similarly, although ^T" ™ ' ^ ^ ^ ^ did ̂ ot express a need for 
cHents only half of caregivers availed of this ^"=^^^^^1^. ^̂ ĵy ^ne quarter of caregivers 
more respite care. When asked about 1̂*̂*̂® ,'• xjjis reflects the unwillingness of 
reported satisfaction with their opporttomties tor lei _ ^ ^ ^ ^ ^j^jing ^]^ reported by 
some caregivers to accept help even when help is ' 
Holmes and Can-(1991). 

and staff in the care and education of 
The suggested move towards a partnership of P ^ ^ ^ ^^ responsibilities they currently feel 
individuals with autism may encourage P^^^°.. .1934) have emphasised the value of 
are theirs to shoulder alone. Schopler and ' ^ ^ " T ^ g of resources, knowledge and skills 
parents as co-therapists. This allows for an ^^^^^ -^^^ in the care and education of the 
between staff and parents as well as ensunng a co ^^ers in the present study for 
individual with autism. In light of the desire expressed by 
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more parental involvement in service provision, a move towards parents-as-parents is clearly 
desirable. 

The present study highlights the potential value of Individualised Family Service Plans 
(IFSPs) co-developed by caregivers and staff. The IFSP should contain: a statement of the 
child's current level of development, based on objective assessment, a statement of the 
family's resources, priorities, and concems for enhancing the child's development, a 
statement of the major outcomes expected to be achieved for the child and family, and a 
statement of the steps to be taken to support the transition of the child from home to school 
and onwards to adult services. It is recommended that IFSPs come to play a valuable role in 
the fiitxire development of services for individuals with autism and their families. 

Methodological Considerations and Recommendations for Future Research 

It should be noted that the two individuals who did not fulfil the ADDC criteria in this study 
did, in fact, fulfil the criteria for Section A and Section C of the checklist but did not fulfil the 
criteria for Section B - impairment of language, communication and symbolic development. 
The revised ADDC, published in 1996 as the Wing Autistic Disorder Interview Checklist 
(WADIC) contains an extended version of Section B. The present study therefore 
reconmiends the use of the WADIC in future research (Wing, 1996). 

The authors of the present study recommend the need for future research to attempt to assess 
the urmiet needs of individuals with autism by asking not just the caregivers but also the 
individuals themselves. The general level of low functioning of some of the participants in 
the present study precluded this and information was sought from caregivers and staff. 
Wherever possible, however, it would be ethically preferable to obtain the consent of adult 
individuals themselves and to rely on their own reports as well as those of caregivers and 
staff in gathering information. 

In conclusion, the findings of this study indicate that although service satisfaction is high 
among caregivers, services in Ireland still have some way to go in meeting the principles of 
services provision for persons with autism outlined by the Department of Health Report 
(1994). ^ 
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CHAPTER SEVENTEEN 

SUBSTANCE USE IN EARLY ADOLESCENCE: A STUDY OF THE 

RA TES AND PA TTERNS OF SUBSTANCE USE 

AMONG PUPILS IN DUBLIN 

Aoife Brinkley, Michael Fitzgerald, 
Sheila Greene, Paul McArdle. 

INTRODUCTION 

In the last decade the use and abuse of substances has become recognised as a major national 
and intemational problem. The prevalence of substance use among young people has 
received considerable attention. While there is no shortage of anecdotal evidence regarding 
the use of substances among adolescents, it is only recently that research has been conducted 
in this area in Ireland. The present study aims to update information on trends and patterns of 
substance use among adolescents in Dublin and to gain information on the differences in 
rates and patterns of substance use between five European cities. 

11 Definitions of Adolescent Substance Use 

While there seems to be a consensus that the use and abuse of drugs, particularly among 
adolescents, is a growing problem and one which has important ^nsequ^ices foj^ J « > ^ 2 ; 
there is no gener Jagrement about how this problem can be defined - ^ descnb^ j ^ e d . c ^ 
conceptualiLons of addiction and substance dependency diflferemia^ ^^^nZn 
problematic use of substances and misuse or problematic use. Traditionally ^ - ^ ^'"^^^" 
has not been applied to adolescent drug use. This is because ^^^'^^^'^^J^''^^ 
still is, an underlying assumption that all adolescent drug use is deviant and problematic and 

therefore can be described as drug abuse. 

Tu J ^ ;c nrnhlematic is based on both the medical 
THe assumption that all adolescent drug ^''''I'^^^^'H^ dn,gs as physically and 
model and the criminal statiis of dmg - ^ . ^ J ^ I ^ . ^ ^ S t t e r defines adolescent use 
psychologically harmfixl and people who use drugs as s i ^ . ^^^.^^ 

Of alcohol and cigarettes and all use ^f o^ s ^ ^ ^ J ^ ^ ; ^ ^ ^, ,^^ ^^^ ^ , 
Research generally ignores the more P^ '̂̂ t̂ '̂ "? "̂̂ ^^^^^^^ the feet that there are large 
adopts a problem perspective. This view does not anow ^̂ ^̂  
differences in behavioural outcomes of illicit drug "^^f^^ l j^^ j^ ; , ^^ than with 
infrequent or experimental users a c ^ « " y / 7 ' X ' use is dysftinctional may serve to 
frequent substance users. The belief that all 'f'^":.^^ teen substance use and the 
distract us from focusing on the antecedents to more ^^^^ ^^ ^ 
^^ncurrent problems tiiat accompany the misuse. It also ignor 
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their experiences. Adolescents themselves have a more sophisticated view of their own drug 
use and that of their peers. They recognise that not all drug use is problematic, distinguish 
between different types of use and often recognise a hierarchy of drugs (e.g. hard and soft 
drugs). Adolescents may use drugs to substantive ends, for example to increase sociability 
and to expressive ends (Glassner & Loughlin, 1987). The danger of relaying the message that 
all drugs are bad through prevention programmes and drug education is that it does not take 
into account the reality of those it is trying to target. This may result in adolescents rejecting 
the message of prevention/education. 

It is usefiil to make a distinction between use and misuse of substances as it reflects a more 
realistic view of adolescent substance use. It also allows for the identification of factors that 
differentiate between those whose use is problematic and those who use substances in a more 
positive way. 

The assertion that there is such a thing as non-problematic adolescent drug use is a 
contentious one. It questions the assumption underlying the vast majority of drug research 
and drug related policy - that all drugs are bad. There is a marked dissonance between policy 
on the one hand and services on the other. While the emphasis is on repression and abstinence 
at policy level, many services adopt a harm reduction approach and a goal of non-problematic 
or controlled use rather than abuse. Recent government documents have shown some 
recognition of the variety of patterns of drug use and the possibility that all use is not misuse 
(e.g. Department of the Taoiseach, 1997). Policies, prevention programmes and media 
campaigns however continue to stress abstinence and seek to prevent all drug use. The 'Just 
Say No' campaign in America demonstrates the flaws in this type of approach - an approach 
which stems from the belief that there is no such thing as responsible use of substances and 
that children can be taught never to drink or smoke. 

According to Newcomb and Bentler (1988) "as scientists, we must challenge the rather 
uncritical and unscientific assumption that drug use, in and of itself, is bad and should be 
prevented, understood or treated" (p. 14). Research has consistenfly shown that a large 
proportion of adolescents regularly use alcohol and cigarettes, and that a growing proportion 
are regular users of illicit substances. Dryfoos (1990) argues that "experimentation with 
substances must be viewed as one of the developmental task of early adolescents" (p. 45). 
Only a small number will experience problems associated with their use, or will go on to 
develop a dependence. Experimentation and a variable pattern of use and cessation have been 
found to be much more common than heavy or problematic use (Howard, 1997). 

While recognising the naivety of the assertion that all drugs are bad it is important not to lose 
sight of the fact that many adolescents do experience problems associated with dependence 
on drugs (e.g. mcrease in tolerance, withdrawal symptoms, and attempts to curtail use). We 
must be very carefiil about using terms like 'normal' and 'healthy' in relation to adolescent 
substance use, as this implies condonement. The health risk from regular smoking and 
dnnkmg has been well documented, and even infrequent use of substances can have serious 
consequences for the physical and emotional well being of an individual. Regular use of 
substanc^ dunng adolescence has been found to result in delays in achieving developmental 
goals^ and a pseudo-maturity which ill prepares the individual for the real difficulties of adult 
life (Newcomb & Bentler, 1988). 
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What is needed in defining adolescent substance use is a recognition that there are different 
levels of drug involvement, even in adolescence. The ways in which the concept of 
adolescent substance use was defined twenty years ago is no longer relevant, as such 
behaviour has increasingly become part of the normal repertoire of adolescent behaviours. 
The way in which substance use and abuse is defined is also subject to cultural differences. It 
depends on a particular society's norms with respect to the acceptability of recreational use of 
substances, its definitions of heavy use and its tolerance for substance related problem 
behaviour. This illustrates the need to regularly update the way in which use and abuse, 
experimental and regular use etc. are defined and to clarify what is meant by these terms. 

1.2 Research on Adolescent Substance Use in Ireland 

Up until relatively recently there was a distinct lack of research in this area in Ireland. The 
first studies of adolescent illicit drug use in Ireland were conducted in the 1970's and these 
studies showed low rates of lifetime use of illegal substances among Irish pupils (1.3% of 
pupils aged under 16 and 4.9% of pupils over 16 years of age) (Nevin et al., 1971). The same 
type of survey was conducted a decade later and results showed a marked increase when 
compared to the earlier stiidy (9.0% of those under 16 years and 20.0% of those over 16 
years had taken drugs) (Shelley et al., 1982). 

Gmbe and Morgan (1986, 1990) conducted a series of studies in the mid to late 80's in order 
to estimate the prevalence of smoking, drinking and use of drugs. In a nation-wide sample of 
pupils aged between 13 and 17 years the authors found that a quarter of pupils werejegular 
smokers and over a third were regular drinkers. It was found that just over one fifth of the 
sample had tried drugs other than tobacco and alcohol, with marijuana and glue or other 
inhalants being the most popular. 

The results of tiie ESRI surveys showed that Irish teenagers had low rates of drug use when 
compared witii teenagers in other countries, with the exception of solvent and inhalant use 
which was high by international standards (Morgan & Grube, 1989). 

Recently there has been a move to large scale surveys which compare ^^ f^^^^j' 

Similar way m different counfries. ^ s h ^ Hl̂ ^̂ ^̂ ^̂ ^̂  
countnes - in both the drugs that are available to young peopie da p^jp^n rHibell et 
use. The European School Survey Project on Alcohol and other Dnag^ or f^^^^^^^' 
al., 1997) is one such sUidy. Surveys were conducted in 26 counmes mcluding Ireland, 
where a national sample of 1849 fifth year pupils participated m the survey. 

^ % of pupils had fried smoking cigarettes at ^ e - - . w h i l e ^ 

Both figures are higher than the average P-f;^'; '^J;^i2 J ^ ^ v a s 870/̂  - ^mewhat 
students who reported drinking ^^^^ol during the 1^^^^^^^ ^^ ̂ ^^^ ^̂  ^ 
higher than average for all the - - t n e s f "fJ^^'^^^^^^^ countr.es. 
was reported by 23% of Irish stiidents - the highest rate among v 

h; lifetimi e use of 40 times or more 
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Use of illegal drugs was found to be very common among Irish students: 37% indicated use 
of cannabis and 16% had used an illicit drug other than cannabis. Again these rates are 
considerably higher than the average for all participating countries. The most commonly used 
illegal drugs after cannabis were LSD or other hallucinogens, and ecstasy. 1% of students had 
used drugs by injection. Looking at fi-equency of use, 10% of students reported having used 
cannabis 20 times or more while 19% had used cannabis in the last thirty days. 

The age at which pupils had first used substances was examined. Approximately a fifth of 
pupils reported having started daily smoking by age 13 or younger and the same proportion 
reported having been drunk at that age. 9% of Irish students had used inhalants at age 13 or 
less and 7% had used cannabis at this age. 

The ESP AD study (Hibell et al., 1997) found that a higher proportion of girls than boys 
smoked, while boys had higher rates than girls on all measures of alcohol use and 
drunkenness. A higher proportion of boys than girls had also tried cannabis and any other 
illicit drug. More boys than girls also reported early onset of use of illicit drugs (13 years or 
younger). However, when compared to data fi-om the studies conducted in the 1980's, the 
findings suggest a slight convergence in rates of alcohol and illegal drug use between the 
sexes. 

A 1996 survey which examined use of illicit substances among fourth and fifth year pupils 
(15-17 year olds) in North Dublin (Murphy, 1996) found that lifetime prevalence of any of 
four drugs (cannabis, amphetamines, LSD, Ecstasy) was 62.5%. Boys reported a higher rate 
of drug use compared to girls. 

Data fi-om these surveys show a marked increase in the use of substances, both legal and 
illegal, among the Irish school population. While a similar trend has been observed in other 
countiies, the increase seems to be particularly marked in Ireland. While surveys conducted in 
the 1980's found that substance use among Irish adolescents was low by international 
standards, more recent surveys have revealed a change. The ESPAD (Hibell et al., 1997) 
study found higher rates of use for all substances among Irish pupils when compared to the 25 
other European countries that took part in the survey. This was particularly true of illicit drug 
use. 

There are several possible explanations for the increase and the current high rates. 

Literatiore on substance use suggests that an increase in rates of use may be associated witii 
Z ^ ^ " ^ ^ ' ^ (Parker, 1997), economic growth (Osterburg, 1986), changes in 

^ r a t i L T T ' ' ' ' ^ r ' '" * ' ^"^P^"^^^ «f ''^^^on and the opportunities for 
occupational achievement (Silbereisen, 1995). 

^ L T L - o ^ c o m ^ ^ n s , i, is also imponan, to g a t e localised data. TOs will 
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Recent studies of substance use among school populations have investigated use among post 
Junior Certificate pupils. If we are to gain an understanding of tiie nature of problematic 
substance use it is essential that we also look at a younger adolescent population. Research 
points to the fact that children who use alcohol and other drugs before the age of 15 have a 
greater likelihood of becoming problem alcohol and drug users. The early use of substances 
has also been found to be associated with worst outcome in terms of both likelihood of 
dependence and its persistence (Robins, 1992). The use and abuse of substances may be 
defined differently and be associated in distinct ways depending on the specific age group 
being studied (Newcomb, 1992). Surveying younger teenagers will tell us whether the 
normalisation of substance use is confined to older adolescents or whether it has filtered 
down to a younger age group. It will also discover whether the pattern of poly-drug use and 
use of the so-called dance drugs (ecstasy, amphetamines and LSD) is to be found among the 
younger population. 

1.3 Theories on Adolescent Drug Use 

A large number of theories have been developed since the early 70's in an attempt to better 
understand drug use and misuse. These theories draw fi-om a variety of disciplines and 
emphasise different aspects and patterns of drug use. Social leaming theory sees the use of 
substances as a learned behaviour. According to problem behaviour theory substance use in 
adolescence is an aspect of a general anti-establishment unconventional behaviour. Strain 
theory sees substance use as resulting from fi-ustrated needs or wants while social control 
theory links it with weak internalised social confrols. One of the shortcomings of the above 
theories is that they focus on one dimension of drug abuse. Each theory can be said to relate 
to and have explanatory power for one type or pattern of substance use, but they do not take 
into account the fact that the non-medical use of substances is a multi-dimensional 
phenomenon. There are many different types and patterns of drug use which vary for type ot 
drug, place along the use-misuse-dependence continuum and characteristics and circmnstance 
of the user. Each of the patterns and types of use may also be the resuh of multiple factors, 
which operate in a number of contexts. 

What is needed is a theoretical approach which recognises that "i"di^duals may be 
influenced by radically different situations, producing different effects «" * i - ^ f ^ ° - , 
and the fact L t "the lame behaviour may have totally different causes in diff^ent p^p l . 
(Gorusch, 1983, p. 19). A theory which accurately reflects ^^^"^^^'^^^^^^"^^^ 
Which can be of L L the design of in t -n t ion ^^^^^^^^ ^ : ^ r : ^ : t 
nto account tiie different stages ^^ ^"^S '"^^ ^ ^ . g ^ d d i c t i o n are subject to the 
experimentation and frequent use or ^-^'^'l f^\^^Z^^^^^ models of drug abuse. 
^ e etiological factors and this is one ^^ "^^^^^'^^'J'M or theory of drug use. 
There is also a need to include socio-cultural factors m miy moa ^ 

Explanations that emphasise individual ^haract-st^s ^ ^^^^^^^^^^ ^ 
situational variables such as availability, social ^^^ ^^ l^^^l^ What is needed is a 
important impact on how, and which drugs are used and by whom. 
ecological or social situational model. 

<i . , ^ * , .nnrnach to understanding teenage drug use 
Several authors have proposed a nsk-factor approach « ^^^^^^ ^̂ ^ ^^ ^^^ ^ ^ 
(Newcomb et al., 1987; Bry, 1983). It is argued that this app 
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there are numerous pathways to substance use that are not captured by a single etiological 
cause. Any one factor, deviant attitudes for example, is not considered the definitive 
etiological cause of drug use, but is considered "one factor in a cumulative ecology of 
influences that are associated with increased drug involvement". This approach also allows 
for the fact that different factors may play different roles at various stages of drug 
involvement and in different populations or subgroups. 

1.4 Risk and Protective Factors 

Clayton (1992) defines a risk factor as "an individual attribute, individual characteristic, 
situational condition, or environmental context that increases the probability of drug use or 
abuse or a transition in level of involvement with drugs". 

Risk factors have been well researched in the United States and available evidence indicates 
that adolescent substance abuse is the result of multiple factors that are social, intrapersonal, 
and developmental in nature. Recent studies have divided risk factors into contextual factors 
and individual/interpersonal factors (e.g. Hawkins and Catalano 1992) This approach expands 
on the former focus on individual characteristics thus representing a more ecological, multi
dimensional and dynamic approach. Attempts have also been made to distinguish between 
risk factors associated with different levels of use (Gutierres et al. 1994, Sheier & Newcomb 
1991) and to investigate the impact of social and demographic differences on risk factors 
(Newcomb 1987). In line with the multi-causal approach, research has demonstrated that 
several risk or protective factors can have an impact on a single outcome and that the 
influence is cumulative (Bry 1992, 1993; Newcomb, 1986). 

Among the risk factors identified for adolescent drug use are: 
Low commitment to school 
Cognitive impairment 
Academic failure 
Low religious involvement 
Early persistent problems behaviours 
Poor, inconsistent family management practices 
Family conflict 
Low bonding to family 
Alienation/rebellion 
Family drug behaviour * 

Attitudes favourable to drug use 
Sensation seeking 

Attention deficit/hyperactivity 
Low autonomic and central nervous system arousal 
Hormonal factors 

Peer rejection in elementary school 
Association with drug using peers 
Laws and norms 
Availability • v-< .J ^^V.,-; :.J ••! ,;>„..; _•,,,.t. ,,,-,.,, -v;,; 
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• Extreme economic deprivation 
• Neighbourhood disorganisation (From Hawkins, Catalano & Miller, 1992) 

Recent developmental research has shifted fi-om a focus on risk factors to examine the role of 
protective factors that moderate the effects of exposure to risk and the identification of factors 
that contribute to an individuals resiliency. Resilience, according to Rutter (1992), is 
concerned with individual variations in response to risk factors and protective factors operate 
by modifying a person's response to a risk situation. AppHed to drug use, a focus on 
resilience would involve identifying the factors that differentiate between early drug users 
who go on to abuse drugs and those who do not make this transition. 

There is a growing body of research which examines the role of protective influences on 
adolescent substance use (e.g. Scheier et al. 1994, Newcomb 1992, Newcomb & Felix-Ortiz 
1992). In relation to substance abuse Clayton (1992) defines protective factor as "an 
individual attribute, individual characteristic, situational condition, or environmental context 
that inhibits, reduces, or buffers the probability of drug use or abuse or a ti-ansition in level of 
involvement with drugs". This is a promising area as may help us to understand why some 
people respond to the combination of social and familial risk factors in a more adaptive way 
tiian others. 

1.5 Aims of Research 

The study aims, within an Irish context, to: 

- Examine prevalence and patterns of use of legal and illegal substances among 

* yoimg adolescents. 

: ' - Examine gender and socio-economic dif&ences in raBs and panels of substance 

A use. 

fri.i- «nc\ nrotective factors associated with drug use 
- Refine tiie understanding of nsk and proiecuvc 

and other risky behaviours. 

- Examine factors that differentiate between abstainet, (bo^ vulnerable and 
resistant), experimental and repeated users. 

is - Expand the way in which substance use in adolescence has been defined. 

- Strengthen research on drugs in Ireland. 
collaborative project. The project, called Drug 

The suidy was conducted as part of aEuropean ^^^^^^ j„ fi^e cities: Newcastie upon 
Dependence: Risk and Monitoring (DDRAMj, • ^ ^jn,s to-
Tyne, Dublin, Groningen, Rome and Bremen. The DDRAM p J 

f t 1 nrl illeeal substances and examine associated 
- - Monitor ti-ends in the use of'^gai ana i & ^ ^^^ ^^^^ ^^ ^^ 

factors among young people (aged 14 and 15 y 
secondary education in the five cities. 
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To gain comparative information on the rates and patterns of substance 
young people in the five cities. 

use among 

To establish a data base concerning 10 to 12 year olds as the initial stage of a 
planned longitudinal study of risk and protective factors associated with risk taking 
behaviour and - to refine the understanding of antecedents of risk behaviours and 
the identification of young people at risk. 

To strengthen research on drugs in Europe. 

METHOD 

2.1 Sample 

The sample consisted of 983 second year pupils in 16 schools in the Dublin metropohtan 
area. The schools were selected using a stratified random sampling technique, with a definite 
balance being maintained by school type - vocational, secondary in disadvantaged area, 
secondary in non-disadvantaged area and private school. One special school, a school for 
travellers, was included in the sample. A balance of gender was also aimed for. 

2.2 Response rates 

Overall the response from schools was very positive, with only 3 schools deciding not to 
participate in the survey. Reasons given for non-participation included: concerns about 
negative publicity and the effect on school reputation, participation in previous research on 
substance use, and concern that it would make drug taking or delinquent behaviour more 
acceptable to pupils. In each case a refiising school was replaced from the original sampling 
list by a school matched on the sf atification characteristics. 

23 Research Instrument 

^ d i ^ T d n " ' ? ? ' ' " ' " r * ""^ ' ' ' ' ^ • ' • ^ ' ' questiomiaire, a fomiat used in many previous 
^ s ^ c e u l f '• f'f^^^^' included questions on trends and patterns of 

^ c ^ r o l t r n T L " ' ^ " ' ' ' : " ^ ' ' ' ' " ° " ^ ' P^-ffi'iation, free-time activities, family 
structure, emotional and behavioural problems and adaptation to school. 

2.4 Procedure 

111 

The researcher then visited the school and disbibuted the questionnaires, remaining with the 
pupils throughout to answer any questions etc. The aims and nature of the survey were 
explained to pupils and the fact that the survey was voluntary, confidential and anonymous 
was emphasised. In most cases teachers were not present during the time it took pupils to 
complete the questionnaire (9 out of 16 schools). This was not possible in every school due to 
disciplinary concerns. Pupils were usually given between 60 and 80 to complete the 
questionnaire. 

There was a very positive response to the questionnaire by pupils in all sixteen participating 
schools. Excluding absentees and questionnaires excluded from analysis because of 
inconsistencies or other defects (8 questionnaires), 983 students completed the survey. 

RESULTS 

3.1 The Sample 

The sample of 983 questiomiaires had a higher proportion of girls than boys, with 570 girls 
(580/0 of sample) and 409 boys (42% of sample). The age breakdown of participating pupils 
can be seen in Table 1.1. TTie majority of pupils were bom in 1982 or 1983, and so were 14 
and 15 years of age at tiie time of the stiidy. The mean age was 14.38. 

Table 1.1 Respondents year of birth by gender - percentages 

2 
38 
54 
6 

100 

Total 
(22) 

(366) 
(525) 
(56) 

(969) 

Note: Valid Cases = 969, Missing cases = 14. Ns in parentheses. 

•1 he seen in Table 1.2. The majority of pupils 
The family sti^cture of participating pupUs can "c ^ . ^ ^ ^ ^ ^ ^ ^ ^^^^ 

(80%) lived in an 'intact family', which was d^ti"^ ^ ^ 2«/o lived in a step-family, which 
living in the home. 14% lived in a singl^-parent lam y ^^ ^^^^ ^ ^ ^^ 
was defined as a family with the mother and the mother parm 

father's partner living in the home. 
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Table 1.2 Respondents family structure 

FAMILY STRUCTURE 
Intact family 
Step-family 
Single-parent family 
Other 
TOTAL 

% 
80 

14 

100 

N 
{ni) 
(20) 

(137) 
(39) 

(983) 

Note: Valid Cases = 983, Missing cases = 0. Ns in parentheses. 

Parental employment can be seen in Table 1.3. Just under a third of the sample (32%) had a 
father in employment and a mother who did not work outside the home. Just over a quarter 
(27%) had two parents in full-time employment and just under a quarter (24%) had one parent 
in full-time employment and one parent in part-time employment. 

Table 1.3 Respondents parents employment 

PARENTAL EMPLOYMENT 
Both work full-time 
One full-time, one part-time 
Both work part-time 
Father works, mother doesn't 
Mother works, father doesn't 
Both unemployed 
TOTAL 

27 
24 
3 
32 
10 
4 

100 

N 
(255) 

^ 

(225) 
(26) 

(300) 
(95) 
(42) 

(943) 

Note: Valid cases = 943, Missing cases = 40. Ns in parentheses. 

Substance Use 

3.2 Tobacco 

2 L i ~ : ' 2 " 2 % t d l ^ ^ ^ ^ ^ ^ ^ ^ ^ " ° ' " ^ - ^ ^^' «f *^ total sample had never 
smoked now and agl"; t d T e ^ l r . ' r ' " " ' ' ' ' " ' ' "^^^ *« ̂ ^^^^ but had stopped, 9% 
three categories depSi i„ro„fre lVervf ' ' ' T ' ' ^''^^- ^^^P^ndents were divided into 
had smok^ onceriwlce I s r w h r ^ r °^^'8^««^«= *ose who never smoked or who 
who smoke daily. Figure 2 1 r^r^.l^!7u '"""^^ °'" "^^^ '"'^'^^ "^^ ^ d again and those 
tobacco use categories There was TT fi P^^^^^^S^ «f responses for each of the three 

boys who reported that they smoked ( 1 ^ 4 ^ 1 0 , ^ r ' ' ^ ' ' ^ ' ' " * ' P^'P"''^"" '^'^''' "^^ 
more girls than boys reoorted that tK /^•'^'^' 2 <.001). As can be seen fi-om the chart 
now and again. ^^ '"'^'^^ ^^y and that they used to smoke or smoke 
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Figure 2.1 Reported use of tobacco by gender - percentages. 
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Pupils who reported that they smoked were asked to state what age they had started smoking. 
The average age at which pupils first smoked cigarettes was 10.8 years (SD = 2.1). The mean 
age at which boys started smoking (10.4 yrs) was significantly lower than the mean age 
among girls (11.0 yrs), t(363) = 3.27, p<.001. 

Pupils who smoked were also asked to indicate how many cigarettes they smoked on average 
each day. The mean number of cigarettes smoked was 4.2 (SD = 5.7). Although a higher 
proportion of girls reported smoking than boys, boys smoke more cigarettes on average than 
girls. The mean number of cigarettes reported by boys was 4.7 compared t ° ; " J ^ ^^ ̂ .9 
cigarettes reported by girls. This difference was not found to be ^^^'^'^^"V ^^^^^J^ î̂  
> 0.10. Table 2.1 shows the numbers of cigarettes smoked each day, by caegory. The 
differences between girls and boys was found to be significant, x 0) = 9.5^ B<05. As c^be 
seen from the table a much higher proportion of boys than girls reported that they smoke 
more than 10 cigarettes a day. 

Table 2.1 Average number of cigarettes smoked each day among pupils who 
smoke by gender - percentages 

^MBER OF CIGARETTES 

:^_cigarettes 
jzlgigarettes 
J:iO_cigarettes 
ilicigarettes 
TOTAT 

^ Ns in parentheses, non smokers = 321, Missing cases 
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Pupils were asked, if they had ever smoked, to indicate their reasons for smoking. Pupils who 
had never smoked were asked to indicate their reasons for not smoking. Reasons given for 
smoking can be seen in Table 2.2, while Table 2.3 shows the reasons given for not smoking. 

The majority of smokers said they smoked because they wanted to try (78%). The next most 
common reasons were 'because my friends smoke' (38%)) and 'because it relaxes me' (23%). 
Some significant gender differences emerged, with a higher proportion of girls citing 'wanted 
to try' as a reason (x^ {\) = 25.3, p > .001) and a higher proportion of boys saying that they 
smoked 'because my fiiends smoke' (x̂  (1) = 3.9, p > .05) and 'because it relaxes me'(x^ (1) 
= 7.4,E>.01). 

Looking at the reasons given for not smoking, the majority of pupils (79%)) who did not 
smoke said it was because 'its bad for the health'. Approximately a third of pupils said it was 
because they practise a sport (34%)) or because their parents forbid it or advise against it 
(30%»). Again some significant gender differences emerged. A higher proportion of boys dian 
girls said they did not smoke because it is bad for the health (x̂  (1) = 3.9, p > .05) or because 
they practise a sport (x̂  (1) = 36.9, p > .001), while a higher proportion of girls than boys said 
they didn't like the taste (x^(l) = 9.7, p > .01). 

Table 2.2 Reasons for smoking by gender - percentages of those who have smoked 

REASONS FOR SMOKING 

My fiiends smoke 
Wanted to try 
It relaxes me 
I can't quit 
People smoke in the places I usually 
go 

GENDER 
Girls 

35 (139) 
*** 85 (336) 

19 (77) 
17 (68) 
20 (78) 

Boys 
*43 (104) 
68 (171) 

**29 (72) 
12 (30) 
17 (44) 

Total 
38 (243) 
78 (507)1 

23 
15 (98) 
19 (122) 

^ " ^ l ^ ' s L T r ^ " H T^'^l''^: = " ^ °f-Wch 321 were non-smokers. Ns in parentheses. Total % 
exceeds 100 since respondents could tick up to three reasons. " 

* p< .05 *• p <.01 »**p<.ooi 
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Table 2.3 Reasons for not smoking by gender - percentages of those 
who have not smoked 

REASONS FOR NOT SMOKING 

Its bad for the health 
I don't like the taste 
My parents advise me not to or forbid 
me to 
I practise a sport 
I'm too young 
Its too expensive 

Girls 
77 

**31 
29 

25 
21 
30 

(309) 
(126) 
(115) 

(101) 
(86) 

(122) 

GENDER 
Boys 

*83 (234) 
21 (58) 
33 (92) 

***47 (134) 
17 (48) 
25 (70) 

Total 
79 
27 
30 

34 
20 
28 

(543) 
(184) 
(207) 

(235) 
(134) 
(192) 

Notes: Valid cases = 689, Missing cases = 294 of which 201 are smokers. Ns in parentheses. Total % exceeds 
100 since respondents could tick up to three reasons. 

*p<.05 <.01 *** p<.001 

When the pupils who smoked were asked what their parents thought about them smoking 
550/0 said L t their parents did not know that they smoked and 40% said that their parents 
advise against them smoking. 

3.3 Alcohol 

25./. Of pupils reponed U,a. U,ey „ev« dn„k alcohol 59% ' ^ ^ ^ ^ ^ ^ T ^ ^ ^ ^ r 
and 16% said fta. Aey drink regularly. F.gu^ 3^ * 7 , * 1 ; taghJ Foportion of mal« 
males than females reported that they never dnnk and a slignuy n gi ^ t~ 
.eported that they drink sometimes. These d i f f e r e n e e s • ^ " j T ^ ^ ^ ^ . ^ ^ ^ l ^ ^ y ^ 
0.1). There were no gender differences in the proporhon reporttng that they dnnk regu 

Figure 3.1 Reported use of alcohol by gender - percentages 
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Pupils were asked to specify how often they had drank any of a list of 6 alcoholic drinks. 
Table 3.1 shows the proportion of pupils who drink the different types of alcoholic drink. The 
type of drink that pupils drank the most often was alcoholic soft-drinks (75% of those who 
drink alcohol) and larger, stout or cider (72% of those who drink alcohol). The least common 
types of alcohol used by pupils were spirits, spirits with mixers and wine. Significant gender 
differences were found for two of the types of drink listed. A higher proportion of boys than 
girls reported that they drank larger, stout or cider (x^ (4) = 13.9, p<.01) and a higher 
proportion of girls than boys drank alcoholic soft-drinks (x^ (4) = 19.4, p < .001). 

Table 3.1 Frequency of use of different types of alcohol - percentages of 
those who use alcohol 

TYPE OF 
ALCOHOL USED 

Low alcohol beer 
Larger, stout, cider 
Wine 
Alcoholic soft-drinks 
Spirits with mixers 
Spirits 
Other 

Less than once 
a month 
31 (181) 
32 (187) 
30 (163) 
36 (210) 
22 (122) 

_17_ (95) 
13 (41) 

FREQUENCY OF USE 
Once a month 

_18^ (105) 
22 (130) 
11 (61) 

2^ (153) 

11 
(70) 
(61) 
(21) 

At least once 
a week 

(40) 
JT (120) 

(22) 
12 (71) 

(37) 
(35) 
(20) 

Daily 

(5) 
(5) 
(4) 
(7) 

(10) 

(11) 
(4) 

Notes: Valid cases = 588, Missing cases = 395, of which 236 = 
non-drinkers. Ns in parentheses. 

Frequency of pupils alcohol use was investieated2 ,o/ . ., 
sample) reported daily use of alcohol 21%fS^^,\ 7u P"^'^' ^^ ° ^ " ^ 2̂"̂ " "^ '"""^ 
total) reported monthly use and 37%^?so/ f . . n̂ °*̂ ^̂  '^"^^ ^^^^ly use, 33% (22% of 
month. ^̂ ^ "̂  °* total) reported using alcohol less than once a 

The m S ; a g ' I t t h i c h T y s ' X ^ l i * ^ * ' ' ' o l f ' " ^"^ ^^^^'^"^ ^^^ "^^ '' ' y^^" 
age among girls (12.3), t(521) = 35 n< 001 H I ^ ^ significantly lower than the mean 
having had their first drink at 11 vear^ ^ °^ *^ ^^^^ ^ho drink alcohol reported 

111 years or younger compared to just overathird of girls. 
The mean amount of alcohol consumed 
Boys reported drinking significantly mnr^ ^ ^''^^^^ ' ' ' ' ' '^ '^°" ^ ^ 3.6 units (SD = 2.7). 
compared to a mean of 3.4 among B i r i s ! r ? 8 « r ^ T *"" ^'^^ ^"^^^ ^^ boys was 4.0 
when they drink they consume 6 or more^,nit ~ ' ^^•^^)- ^6% of boys reported that 

more units, compared to 17% of giris (see Figure 3.2). 

2 Valid cases = 919, Missing 
cases = 64. 
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Figure 3.2 Quantity of alcohol usually consumed by gender 
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Pupils who had used alcohol were asked to indicate their reasons for drinking, while pupils 
who had not used alcohol were asked to indicate their reasons for not dnnking. Results can be 
seen in Table 3.2 and Table 3.3. The most common reason given for drinking was wanted to 
try' (61% of pupils who drink alcohol). Half of pupils who drink said that they did so because 
they like to driric on special occasions while just under half (46%) said it w ^ because Û ey 
like the taste. A significantly higher proportion of girls than boys cited curiosity as their 
reason for drinking, (x^ (1) = 25.4, p <.001). 

" • Table 3.2 Reasons given for drinking alcohol by gender - percentages of 
those who use alcohol 

REASONS FOR DRINKING 

My fiiends drink 
j_wanted to try 
I like the taste 
I like the effects 
jjcel better when I drink 
1 like to drink alcohol on special 
occasions 
There is alcohol in the places 1 

[usually go out 
p<.001 r u I, 7^6 = non-drinkers. Ns in parentheses. 

Notes: Valid cases = 709, Missing cases = 274, of which 236 non^innK 

kine was the fact that it is bad for the health 
The most commonly cited reason for not dniiK g of pupils who do not drink gave as 
(45% of pupils who do not drink). Approximately a that they are too young (35%) 
reasons that that their parents are against it or forbid it (36/o), 
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and that they don't want to be drunk (30%). Looking at gender differences, a significantly 
higher proportion of girls than boys gave as reasons that they didn't like the taste (x̂  (1) = 
9.1, p <.01) while a significantiy higher proportion of boys than girls cited the fact that their 
parents advised against it or forbade it (x̂  (1) = 10.7, p <.001). 

Table 33 Reasons given for not drinking alcohol by gender - percentages of 
those who do not use alcohol 

REASONS GIVEN FOR NOT 
DRINKING 
Its bad for the health 
I don't like the taste 
My parents advise me not to or 
forbid me to 
Its forbidden 
I don't want to be drunk 
I'm too young 
It could change my mood 
Its too expensive 

GENDER 
Girls 
42 (127) 

*31 (94) 
30 (91) 

11 (33) 
32 (98) 
32 (98) 
13 (38) 
28 (81) 

Boys 
51 (99) 
19 (37) 

''*44 (87) 

11 (21) 
27 (52) 
38 (75) 

(18) 
20 (40) 

total 
45 (226) 
26 (131) 
36 (178) 

11 (54) 
30 (150) 
35 (173) 
11 (56) 
24 (121) 

Notes: Valid cases = 499, Missing cases = 484. Ns in parentheses. *p<.01 **p<.001 

Lsk^i r f t lTrT ' " ' . ' ^ ' T ' " ' ^" "^^'^ P"P"^ ^ " ^ ^^«1^°1' Pupils who used alcohol were 
I molt " "; * ' ^ T " ^ " " ' "^^" *^y d^^- As can be seen from Table 3.4 
^ t S r o r L r r T . w T / " ' " ' ^ i "^"^ '^ '̂ ^̂ ^̂ ^̂ ^ - «« *^ ^ r̂eet, in a park, on the beach or 
elt^s C e 1 ? * ' ' ' " ' " '""^^- ^ ^ "^^^ ^^'' ^^on location is in someone 
Annr^vVZl 1 .U^ T . ^ ^ " ^ ^ ^^ ' ' ^ ^ ^^^^ ^f P^Pils who drink alcohol (56%). 
d^s^or cTl A ^ ? T ? ° "^""^ '^'^ *^^ *^y ^""k i" *^i^ «wn home (33o/o) or at a 
r tTrtJ th ! .H f • . ' "' ^^^"^ ^*^^^"^^^' significantly more girls than boys 
report^l^that they drank at someone else's home (x^ (1) = 6.2, p <.0I) and in pubs (f (1) = 

Table 3.4 Usual location of drinking by gender - percentages of those who use alcohol 

LOCATION OF 
DRINKING 
At home 

GENDER 

At someone else's home (104) 

On street, park, beach 
In the pub 
At a disco or club 
Restaurant 
Other 

Total J 
33 
56 

_(235)̂  
(394) 

61 
12 

J432)_ 
(88) 

30 _(212) 
(46)1 

• 1 - ' ^'*^i\ 13 (38) I 12 
Note: Valid cases = 711. Missing cases = 272 of which J^f.- . . 

/A ot Which 236 = non-dnnkers. Ns in parentheses. 

mj 
'p<.01 
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Pupils who use alcohol were asked what their parents thought about them drinking alcohol. 
57% of those who drink^ said that their parents did not know that they drink, while a quarter 
of the sample said that their parents advise against them drinking. Just under a tenth of pupils 
(9%) said that their parents think it's all right and the same proportion said their parents say 
nothing about it. 

3.4 Illicit Substances 

Respondents were asked whether or not they had used any of eight drugs listed, and those 
who had used the drug were asked to indicate whether they had used it in the past year or in 
the past four weeks. Just under a third of the sample (32%) reported use of at least one illicit 
substance. 17% of the sample had used an illicit substance in tiie last month and 15% had 
used an illicit substance in the past year. A significant gender difference was found in rates of 
use of any illicit substance (27% giris, 38% boys; x' (1) = 12-3, E <.001) and for past month 
use of any illicit substance (14% giris, 22% boys; x̂  (1) = 9.5, p<.01). 

Figure 4.1 shows reported use for each of the listed drugs. Cannabis was the most commonly 
used illicit drug, with 29% of pupils having used it either in the last year or m the last month 
(14% last year, 15% last month). The next most commonly used drug were the solvents (glue, 
aerosols, butane gas, petrol etc.) which had been used by 14% of pupils {8% last year, 7 /o last 
month). All other illicit drugs had been used by 5% or less of the s^ple In total 18 /o of the 
sample had used an illicit substance other than camiabis, and a significandy higher proportion 
of boys than giris had done so (22% of boys compared to 16% of giris, x (D - 5-0, E<.05). 

Figure 4.1 Any use of illicit drugs - percentage of pupils who had used 
the listed iUicit substances 

Psilocybe Sdvenis 
c ' l a b i s ' Tranq. Ecsusy Speed 

11 -«• Solvents = glue, butane ga.s, aerosoU. etc. Tranq = tranquillisers. Solvents gi 
Psilocybe = magic mushrooms 

^ V ^ a s e s = 690, Missing ^ = 293 of which 236 are non-drinker. 
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Figure 4.2 shows the proportion of boys and girls who reported having used cannabis in the 
last four weeks and in the last year. A higher proportion of boys than girls had used cannabis 
both in the last year and in the last month and this difference was significant (x^ (2) = 16.5, g 
<.001). The prevalence of last month and last year use of solvents among boys and girls can 
be seen in Figure 4.3. These differences were not significant. 

Figure 4.2 Use of cannabis in last month and last year by gender - percentages 
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0. 0 
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Figure 43 Use of inhalants in last month and last year, by gender - percentages. 

100 T 

last month last year 

tr'ia f:t^':r:^tsT.^iz fr TT-- '̂̂ «̂ »' ""̂ 2 
comoared to 1«/ „f ,̂  , f̂  J " ' ^ ' " ^ "̂̂ /o of boys had used either within last month or year 
< Z ^ S ^ ' u ' ^ ^^ ^ ^'• ' ' ^ "•^^>' LSD (boys 7%, girls 2%; x^ (2) = 16.2, 2 
<.001), and magic mushrooms (boys 80/0, girls 2«/o;x^ (2)= 17.7, e < 001). -

Pupils who had used an illicit substance were asked to indicate at what age they had first used 
the substance. The lowest mean age of onset was reported for glue (12.4 years, SD = 1.63) 
followed by cannabis (12.5 years, SD = 1.48), magic mushrooms (12.6 yrs, SD = 2.4), LSD 
(12.8 yrs, SD = 2.4), ecstasy and tranquillisers (both 13.3 yrs, SD = 0.9 and 0.8) and 
amphetamines (13.5 years, SD = 0.7). Significant gender differences were found in the age of 
first use of cannabis and amphetamines. Boys had a lower mean age of first use of cannabis 
(12.2 compared to 12.7; t(215) = 2.5, E<.05), while girls had a lower mean age of first use of 
amphetamines (12.8 compared to 13.7; t(19) = -2.6, g<.05). 

Pupils who had used illicit drugs were asked to indicate the reasons why. As can be seen fi-om 
Table 4.1, the majority of pupils who had used drugs (80%) reported that they had taken 
drugs because they wanted to try. This was the reason most commonly given, followed by 'I 
like the effects' (44%) and 'my fiiends take drugs (30%). 'I feel better when I take drugs' and 
'there are drugs in the places I go' were both given as reasons by just under a quarter of those 
pupils who had used drugs (23% each). 17% of pupils who had used drugs gave as a reason 
that drug taking is a tradition among young people. A significantly higher proportion of girls 
than boys said that they had used drugs because 'I wanted to try' (x^(l) = 6.1, g <.05). 

Pupils who had never used illicit substances were also asked to indicate the reasons (see 
Table 4.2). The most commonly cited reason for not taking drugs was the fact that it is bad 
for the health (79%). Over a half (56%) of those who have not used drugs gave 'risk of 
dependency' as a reason while 'I don't like the effects' and 'my parents advise me not to or 
forbid it' were given as reasons by 40% and 39%. Significant gender differences were found 
for six of the reasons given. A higher proportion of boys than girls said that they did not use 
drugs because of the effect on health {f (1) = 12.7, p <.001), parental advice (x' (1) = 9.8, p 
<.01) and its illegal status (x' (1) = 6.0, p <.05). A higher proportion of girls than boys said 
that they did not use drugs because of the risk of dependency tf (0 - 11-9, B <001), the 
effects (x^(l) = 5.1,2 <.05) and the cost (x^(l) = 5.0, p <.05). 

Table 4.1 Reasons given for taking drugs by gender - percentages of 
those who use drugs 
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'ONS GIVEN FOR TAKING 
ORV^ 
I wanted to try 
I j jke^ effects 
. % ^ i ^ s take drugs 
ifeg|_better when I take drugs 
"lere are drugs in the places I 
i!!}ia%goout 
i!̂  a tradition among young people 

^ : Valid cases = 293, Missing cases = 690, of which 527 - non 
drug users. Ns in parenthcges. 

P<.05 ;J=: ixSSS>,„i. 
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Table 4.2 Reasons given for not taking drugs by gender - percentages of those 
who do not use drugs 

REASONS GIVEN FOR 
NOT TAKING DRUGS 
Its bad for the health 
Risk of dependency 
I don't like the effects 
My parents advise me not to or 
forbid me to 
Its against the law 
Its too expensive 
It could change my mood 
My friends don't take drugs 

Girls 
75 

***5j 

*43 
34 

29 
*21 

16 
10 

(345) 
(282) 
(198) 
(158) 

(131) 
(96) 
(72) 
(46) 

GENDER 
Boyi 

***88 
49 
35 

**46 

*37 
15 
14 
12 

(265) 
(151) 
(108) 
(141) 

(114) 
(45) 
(43) 
(38) 

Total 
79 
56 
40 
39 

32 
18 
15 
11 

(610) 
(433) 
(306) 
(299) 

(245) 
(141) 
(115) 
(84) 

Notes: Valid cases = 771, Missing cases = 212. Ns in parentheses. 

• p< .05 ** p <.01 ***p<.001 

In order to examine vulnerability to illicit drug use pupils were asked if they would accept 
three listed substances if they were offered to them. When asked if they would accept a joint, 
If offered, well over half of the sample (63%) answered 'no', 19% answered 'yes, probably' 
and 18% answered'yes'. 

Figure 4.5 Vulnerability to cannabis use - 'If someone offered you a joint would you 
accept?' - percentages 
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"^t7'no^^:'^::^;^^^^ r ^ ^ ^ « ^ - ^ - ^ ^ majority (940/0) of pupUs 

cocaine, 95% ̂ d t h r t T e ^ l d no t ' "^^ f" " " ' ^ ^ ^ 'y^^' P^^b^^'^'- ^" ^^^^''''"L^ mat they would not accept it, 2% answered 'yes, maybe' and 3% answered 
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'yes, probably'. Significant gender differences were found for both cannabis and cocaine, 
with more boys than girls saying that they would accept the substances, if offered (cannabis: 
l\2) = 7.6,2 <.05, cocaine: f (2) = 6.2, p <.05). 

In order to identify pupils who had not used any illegal substances but who were vulnerable 
to such use, the proportion of pupils who had never used an illicit substance but said that they 
would accept a substance if offered was examined. 10% of the sample could be described as 
vulnerable non-users, that is they had never used an illicit substance but said that they would 
accept either a joint, ecstasy or cocaine if offered. This group represents 15% of pupils who 
had never used an illicit substance. Of those who reported that they had never used cannabis, 
16% said that they would accept a joint if offered (13% 'yes, probably' and 3% 'yes'). This 
group represents 11% of the total sample. 

3.5 Availability and Accessibility 

Pupils who smoked were asked to indicate how they usually obtained cigarettes. Of pupils 
who smoked ,̂ 61% said that they bought their cigarettes and 60% said that they obtained 
them from a friend. 43% said that cigarettes were shared around a group of fnends, 18% said 
that they took them from home without their parents permission and 18% said that they 
obtained them from a brother or sister. 

Pupils were asked, if they drank, to indicate how they usually obtained alcohol The majority 
of those who use alcohol indicated that they obtained it from a friend (60%)'. Just under a 
half of pupils (47%) said that they bought it, while 38% said that it was shared around a 
group of ffiends. 31o/o of pupils said that they took it from home, 22% said that they obtained 
it from a brother or sister, and 17% said they got it from one or both parents. 

The availability of illicit substances was examined. Pupils were asked '^ ^ ^ ^ad ^ e r ^ ^ 
Offered any of̂ a list of illicit drugs. ^0% of the - ^ - ^ ^^^^^^^^^ 
illicit drug. A higher proportion of boys than girls had oeen oricrcu 
»™p.ed .0 56%, f (1) = .0.2, , <.01,. C a n n * w . * e - . ^ ^ ^ ^ ^ d™^ wujj^o^. 
half of the respondents having been offered it (54/o), ^ o " ^ ^ ^ ; ^ !^ Tranaui Users had 
(21%), LSD (loo/o), amphetamines i^^f^ ^^^^.TX^^o^^r^^^^ 
beenofferedto 10% of the sample, while 9/0 repor te^ha^ ^^^^^^ 
than those listed (other substances names by responaenis F-
benzodiazepines (Roche) and amyl nifrate (poppers). 

^ , 1 ^« nffpred drues were on the street, at a rave or 
The most common places in -'hich pupils we^offered ^ g ^ ^ ^ ^ ^ ^ ^̂ ^ ^^ ^ ^ , 
disco and at a friend's home (see TaWe 4.3). Whde tor ea ^^^ ^ ^ ^ ^ . ^ ^ ^ ^ ^ ^ ^ 
was the place where the most pupils had been ottered i ^̂  ̂  ^^^^,^ ^^^^ ^^ ^̂  
substances. Cannabis and solvents had been ottereo lu ^ ^ j ^ ^ ^ ^ ^^^ proportion of pupils 
school. For the three party drugs - LSD' amphetamin ^^ ponion who had been 
who were offered them 'at a rave or disco was simi 
offered them'on the street'. 

^ ^ ^ e s ^ 4 8 5 , m i s s i n g ^ = 498 of which 24J - r e " o n ^ ^ ; ^ 
' Valid cases = 630, Missing cases = 353, of which 157 an. non-dnnken,. 
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Table 4.3 Exposure to illicit drugs - 'Have you ever been offered any of the following 
substances? If so, where?' - percentages of positive responses 

TYPE OF 
DRUG 
OFFERED 
Cannabis 
Tranquillisers 
Ecstasy 
Amphetamines 
LSD 
Magic 
Mushrooms 
Glue/Solvents 
Other 

PLACE WHERE DRUG WAS OFFERED 
At 

home 
5 
0 
2 
1 
2 
2 

3 
1 

Atfiiends 
home 

15 
2 
2 
2 
3 
3 

7 
2 

Bar or 
pub 

3 
1 
2 
1 
1 
1 

1 
0 

On the 
street 

37 
5 
16 
9 
11 
6 

9 
3 

At 
school 

6 
0 
2 
1 
1 
2 

6 
1 

At a rave 
or disco 

16 
3 
16 
7 
7 
4 

3 
1 

Other 

5 
0 
2 
1 
1 
1 

1 
1 

Since school surveys show that cannabis is the illicit substance most commonly used among 
young people, availability of this drug was examined. Pupils were asked if they would know 
where to obtain a joint. As can be seen from Figure 4.4 the majority (71%) of respondents 
reported that they would know where to obtain cannabis. Almost half of the total sample 
(45%) answered 'yes, without any problems' and just over a quarter answered 'yes, maybe'. 
One fifth of pupils said that they didn't know and less than a tenth of pupils said that they 
would not be able to obtain cannabis very easily. 

Figure 4.4 Perceived availability of cannabis - 'would you know where to 
obtain a joint?' - percentages 

50t 

no.n«v«y«say yes, maybe yes, without problem don't know 

obtained In « . L J t^ ^•^'"^"^ ^"^^ differences emerged in how the two substances are 
obtained. In relation to cannabis the most common sources were 'from a friend' (64o/o of 

pupils who had used cannabis) and 'shared around a group of friends' (62%). 38% said that 
they usually buy it and a quarter said that they usually got it from a stranger. 15% said that 
they usually got it from a brother or sister and 6% said they took it from home without their 
parents' permission. In relation to ecstasy, friends were again the most common source (59% 
of pupils who used had obtained 'from a friend' and 15% 'shared around a group of friends'). 
In comparison to cannabis, a slightly higher proportion of pupils who had used ecstasy 
reported that they obtained ecstasy from a stranger (39%) or bought it (31%). 10% of ecstasy 
users said they took it from home without their parents' permission and 8% of users obtained 
ecstasy from a brother or sister. 

Table 4.4 How substances are obtained by type of drug - percentages 

HOW SUBSTANCE WAS OBTAINED 

From a brother or sister 
From a friend 
From a sfranger 
It is passed or shared around a group of friends 

I buy it 

DRUG 
Cannabis 
15 W 
64 (18) 
25 (7) 
62 (18) 

From (one of) my parents 
I take it from home without my parents permission 
Other 

_38 (H) 
2 (1) 

(2) 

Ecstasy \ 
8 (0.3) 

59 (2.3) 
39 (1.5) 
15 (0.6) 
31 (1.2) 

(0.2) 
10 (0.4) 

(1) (0.1) 
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A tK. «,ih^tance while percentages in bracket refer to total 
Note: Percentages exclude those who have never used the substance, wnue per 

sample 

3.6 Attitudes to Substance Use 

Pupils were asked to indicate on a five-point scale ^ ' j ' ^ * ^ * ^ ^ ^""^^e 3 5'pupih Û ink that 
likely to occur to them if they drank alcohol. As ^̂ n̂ »e s ^^^^^^ ^ ^ ^^^^ .̂̂ ^ ^^^^ 
they are more likely to experience positive events atta^an^^^ ^g ̂ ^̂  ̂ ^^^ ^ ^̂ ^ ^^ ^ ^ ^̂ ^̂ ^̂  ^^ 
The most common expected outcomes are that an inui ^^ sample). Almost 
sample reported it was likely or very likely) and wouw ^.^^/'Jj^^^ ^^^^ ^^^Id ^^^ relaxed 
two thirds of the sample said that it was likely or ven' ^ ^ ^ j ^ ^ ^^^^ 

(650/0) and over a half said that it was likely or very hkely that 

problems (56%). ., M«J «;sr ; >> 
uld regret' and 'have a hangover' were 

Looking at negative outcomes 'do something 1 wo j ^ ^ ^^^^^ respectively. 'Ham to 
seen as likely or very likely outcomes by 47 /o ano ^^^ ^ ^^^^^ ̂ ^ ^^^ ^^p,g (390/, 
health' and 'feel sick' were seen as likely or very >̂  ^ ^ ^ negative outcomes, with the 
and 33%). It should be noted, however, that tor e ^̂  ̂  proportion of the sample saw 
exception of'do something I would regret » simi ^ dependency as the least likely 
them as unlikely or very unlikely 0"^"'"'^', "^^ery unlikely), followed by getting into 
outcome (71% said they thought it was """"J^ ^ unlikely or very unlikely). 
trouble with the police (55% said they thought 11 w 
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and unlikely/very unlikely 

EVENTSAFTER 

Feel relaxed 
Trouble with police 
Harm my health 
Feel happy 
Forget my problems 
Cant stop drinking 
Have a hangover 

Feel sick 

Act more friendly/outgoing 
po something I would regret 

a lot of fun 

Notes: Valid cases = 673, Missing cases = 310. Ns in parentheses. 

r 

Some gender differences were found in pvn^ t̂..̂  . 
w>. seen as more Ukely by Z T J '''''"'=^.™"=™'=»- Gating in trouble wid, the police 
Teeling more Kendly 1 '„^°^? ^ 1 " " = """"oly "y girls tf (4) = 14.1. E <.01), wMe 

boys tf (4, . , 9 . 3 , , <.00,) t : ' " X : 7 " '"^ '^ "^ '"'' ^ ' '"'"' " * * ' ' 
(X'm = 12.4, E <.0I). ^ ^ * '^"<^ fe^'ing sick as a likely outcome 

m 

Pupils were asked what in their onin' 
can be seen in Table 4.5. The most co " ^ T ^^^""^^ ""^ ^ ^'^^ ̂ ^ substances. The results 
were relaxation and pleasure While ? ^ f ^ * '̂*^ ^^^^^^ ^^ cannabis, alcohol and tobacco 

ecstasy, cocaine or heroin, among those th^T^T"" ""^ ^ ^ P " ' ^'^ "^^ ' ^ ^ ^ * ^ ^^^'^' °^ 
the effect of heroin and cocaine while h ii '^^P^^'^ency was cited most commonly as 
cited effects of ecstasy. ' """^*'<^n and pleasure were the most commonly 

In order to examine the proportions f 
relaxation were combined as positive effert^ P^j^tive and negative effects, pleasure and 
negative etTects (see Table 4.6). For alcoh 1 ^^'" ^^ dependency were combined as 
cited by a higher proportion of pupils than th' ^^"^^''^ ^ ^ tobacco the positive effects were 
favourable light followed closely by camfJJ^^^^'^^ ^^^'^ts. Alcohol was seen in the most 
somewhat neutral attitude toward ecstasy th ^ ^ tobacco. Pupils seemed to have a 
negative and the positive effects. For both h J ^ ^^^^^ Proportion of pupils citing the 
more often than the posiUve effects with her k ̂ "^ ''^'^^^"^ * ^ negative effects were cited 
cocaine. ' ° ' " ^^'"8 Perceived in a more negative way than 
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Table 4.5 Perceived effects of six substances - percentages 

Pleasure 
Pain 
Relaxation 
Dependency 
Modification 
of mood 
Hallucination 
No effect 
Don't know 

'$Mmi 
50 (37) 
4 (3) 

60 (44) 
12 (9) 
22 (16) 

11 (8) 
2 (2) 

26 

• • L - • r :vm:ffPEm SUBSTANCE 
Alcohol 
60 
4 

41 
13 
31 

5 
4 
8 

(55) 

(3) 
(37) 
(12) 
(28) 

(5) 
(3) 

M^M... 
28 (14) 
38 (20) 
20 (20) 
43 (23) 
33 (17) 

33 (17) 
1 (.3) 

48 

iPocaim 
31 (15) 
28 (13) 
19 (9) 
40 (19) 
35 (17) 

31 (15) 
1 (.2) 

52 

Tobacco 
32 
5 
49 
24 
7 

1 
19 
17 

(26) 
(5) 

(41) 
(20) 
(6) 

(1) 
(16) 

Ecstasy 
40 (24) 
27 (16) 
14 (9) 
24 (15) 
39 (23) 

51 (30) 
1 (.3) 

41 

Note: The first percentage refers to the number of responses as a proportion of students who gave an answer 
regarding effects of the substance (i.e. excluding missing cases and those who answered 'don't know'). The 
percentage in brackets refers to the number of responses as a proportion of the total sample. 

Table 4.6 percentages 

Positive 
Negative 

Note: Percentages refer to total sample. Positive effects are pleasure and relaxation while negative effects are 

dependency and pain. 

Looking at gender differences there were significant differences between ^-eproport^^^^ 
girls and boys citing positive and negative effects for several of the substanoes. More g.rls 
than boys cited the positive effects of alcohol (74% of girls compared ^̂  f»/« ^ / ^ y j ' ^ / ' ^ " 
10.3, E <.oi), tobacco (54o/o of girls compared to 48% of boys, X ) = ^.0 2 <.05V^d 

ecstasy (27% of gMs compared to 19% ^ ^ ^ ^ ^ ^ ^ ^ i ^ ^ 2 ^ ^ : ^ ^ 
gender difference in the proportions citmg negative effects was m rew ^ j , , , _ - , „ 
girls than boys cited the negative effects of tobacco (26% compared to 18 /•, X d ) " 7-2. 2 

<.0l). 
_ b 

* Aff^^rf^ were found between the pupils 
In relation to the effects of cam.ab.s, significant ^^^^^^^l^^^ p , , p , , , , , f users of 
who had used and pupils who had never used ^^^^^^/^^^ used cannabis (85% of 
cannabis cited the positive effects compared to^^^^ " ^ ^ ^ ^ , , , , , ^ a .significant 

users compared to 48% of non-users, X ( 0 - \^^\l^. -1 ^ ,ower proportion of users 
difference in relation to the negative effects of cannab^, v . t h ^ o e r ^ p c ^^ ^ ^ 
«ting the negative effects compared to those who had not used ca 
compared 14% of non-users, x ' ( l ) = 16.4, E <001). 
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Looking at the reported effects of alcohol, there was a significant difference between the 
proportion of abstainers, occasional drinkers and regular drinkers who reported positive 
effects of alcohol. The lowest proportion of positive effects was reported by those who did 
not drink while those who drank regularly the highest (abstainers - 47%, occasional drinkers -
75%, frequent drinkers - 88%; -£ (2) = 86.6, p <.0001). 

Significant differences were found between pupils who had used an illicit substance and 
pupils who had never used an illicit substance in the proportion reporting negative effects of 
ecstasy, cocaine and heroin. 35.5% of pupils who had never used illicit substances reported 
the negative effects of heroin compared to 25.7% of pupils who had used an illicit substance 
(X̂  (1) = 9.3, g <.01). The proportion reporting negative effects of ecstasy was also higher 
amongst those who had never used an illicit substance compared with those who had used an 
illicit substance (28% compared to 17%; x^(l) = 15.7, p <.001). The same pattern was found 
for the negative effects of cocaine, with 28% of pupils who had never used an illicit substance 
reporting the negative effects compared to 215 of pupils who had used an illicit substance (x̂  
(1) = 4.8,B<.05). 

Looking at reported effects of tobacco, a significant difference was found between the 
different categories of smokers. The highest proportion of reported positive effects was found 
among those who smoke 'now and again' while the lowest proportion was among those who 
had never smoked (never smoked - 41%, once or twice - 48%, used to smoke but have 
stopped - 57%, smoke now and again - 66% and daily smokers - 63%; -£ (4) = 38.6, e 
<.0001). 

3.7 Delinquency 

Pupils were asked if they had committed any of a list of 14 delinquent behaviours, ranging 
from using public transport without paying, to fighting in public. As can be seen in Table 5.1 
^l^^^ .^^o'^on delinquent behaviours were graffiti (52o/o), fighting in public (47%) and 

Z^^^M f^T """^ ' * " ^ "^*^ ^ ^ P ' ^ ^d"^'"^d to shopliLg (36%) and having bothered or threatened someone (36%). 

^ 2 1 f ^ " "W"™"^. WgMy signiflcan, differences were found for all but two of the 

Table 5.1 Delinquent behaviour by gender - percentages 
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DELINQUENT 
BEHAVIOUR 
Running away 
Fare dodging 
Shoplifting 
Vandalism 
Graffiti 
Bothering or threatening 
someone 
Hitting someone 
Starting a fire 
Breaking and entering 
Stolen money from vending 
machine/telephone box 
Stolen from fellow pupil 
Fighting in public 
Carrying weapon 
Throwing stones 

Girls 
6 

***32 
***29 
***30 

52 
***30 

***g 
***g 

***1Q 
***9 

**13 
***42 
***10 
***16 

(35) 
(178) 
(160) 
(166) 
(288) 
(168) 

(46) 
(40) 
(56) 
(47) 

(68) 
(226) 
(54) 
(89) 

GENDER 
Boys 
8 

50 
45 
50 
52 
45 

20 
25 
25 
17 

21 
57 
39 
40 

(30) 
(193) 
(172) 
(193) 
(202) 
(172) 

(77) 
(89) 
(92) 
(64) 

(77) 
(219) 
(148) 
(152) 

Total 
1 

40 
36 

3 
52 
36 

13 
14 
16 
12 

16 
47 
22 
26 

(65) 
(371) 
(332) 
(359) 
(490) 
(340) 

(123) 
(129) 
(148) 
(111) 

(145) 
(445) 
(202) 
(241) 

Notes: Number of valid cases varies from 895 to 
parentheses. 
*p<.05 **p <.01 ***p<.001 

943. Number of missing cases varies from 40 to 88. Ns in 

Tlie mean number of delinquent behaviours committ«i by ';'\'^f^^l^ ^^^^^^^^^ 
range = Oto U). T h e - ^ for boys w . s ^ f i c ^ ^ ^ 

compared to 2.6, t(765) =-8.2, V<.m.^^r.^ ^^^^^^ „^, ^ ^ i « e d any offences was 
can be seen in Table 5.2. The proportion «f f/ ^ J^^^^^^^ ^^^^, ^ho had committed 5 
more than double the proportion of boys, while the proportion ox tK,y 
or more offences was almost double the proportion of girls. 

Table 5.2 Number 
of delinquent behaviours accoriing to gender - percenUges 

^MBER OF 
DELINQUENT 
BEHAVIOURS 
None 

Vi 

5 or more 
TOTAL 

^^otes: Valid cases = 967, Missing cases = 484. Ns in paren 
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Pupils were asked if they had ever been caught or arrested by the police^. 23% of the sample 
said that they had and again there was a significant gender difference, with a higher 
proportion of boys than girls reporting having been caught (32% compared to 17%, x̂  (1) = 
30.9,p<.001). 

Pupils were also asked what they thought of five different offences (see Table 5.3). 
Harassment of a girl was the offence most strongly disapproved of and shoplifting was seen 
as the most acceptable offence by both genders. Significant gender differences were found, 
however, with a higher proportion of girls than boys disapproving of shoplifting, harassment 
of a girl, selling drugs or selling stolen goods. 

Table 5.3 Opinion of offences by gender - percentages 

TYPE OF 
OFFENCE 

Shoplifting 

Harassing a girl 

Selling drugs 

Damaging a phone 
box, bicycle etc. 
Selling stolen 
Goods 

APPROVAL/ 
DISAPPROVAL 
its ok/don't care 
disapprove 
its ok/don't care 
disapprove 
its ok/don't care 
disapprove 
its ok/don't care 
disapprove 
its ok/don't care 
disapprove 

GENDER 
Girls 
43 

***57 
6 

*94 
18 

***82 
41 
59 
33 

***67 

Boys 
58 
42 
10 
90 
31 
69 
47 
53 
46 
54 

Total 
58 
42 
7 
93 
23 
77 
43 
57 
39 
61 

•p<.05 •*p<.01 ***p<.001 

3J» AssociaHon between Problem Behaviours 

correlation was ako fnnnH K«H T * cannabis use and tobacco use. Moderate 

' L t c e r T s t m l t , ^ ; * T " " ' " " ' " ' - ' ' ^ ' - - " » « various fo™s of 

* Number of valid cases = 956, number of missing cases = 27 

Table 6.2 and 6.3 shows the percentage of pupils who had engaged in delinquent behaviour 
according to alcohol and cannabis use. The differences in number of delinquent behaviour 
according to fi-equency of alcohol consumption were found to be significant, x̂  (6) = 207.8, p 
<.001. 28% of those who those who abstained fi-om alcohol had committed none of the listed 
delinquent behaviours compared to 13% of infrequent drinkers and 3.5% of frequent drinkers. 
65% of pupils who used alcohol on a weekly or daily basis had committed 5 or more of the 
listed behaviours. The same pattern emerged for cannabis use, with a quarter of non-users 
having committed none of the listed behaviours compared to 4% of those who had used 
cannabis. 64% of last month users had committed 5 or more of the listed behaviours. Again 
these difference were found to be significant, f (6) = 214.2, p <.001. 

Table 6.2 Number of delinquent behaviours by level of alcohol use - percentages 

NUMBER OF 
DELINQUENT 
BEHAVIOURS 
None 
1-2 
3-4 

FREQUENCY OF ALCOHOL USE 

Never/less 
than once a month 
28 (136) 
37 (182) 
21 (104) 

5+ 
TOTAL 

14 
100 

(69) 
(491) 

Monthly me 

13 (29) 
28 (61) 

28 (60) 

31 
100 

(68) 
(218) 

Weekly or daily use 

(7) 

11 (23) 

21 (41) 
65 (129) 
100 (200) 

Notes: Valid cases = 909, Missing cases = 74. Ns in parentheses. 

Table 6.3 Number of delinquent behaviours by level of cannabis use - percentages 

NUMBER OF 
DELINQUENT 
BEHAVIOURS 

Notes: Valid cases = 971, Missing cases = 

3.9 School Related Variables 

12. Ns in parentheses. 

u 1 Wed issues Pupils were asked about how many 
TTie questionnaire examined several school-reiai ^̂  ^^^^^ ^^^^^ ^̂  j .^i,y holiday. 
days of school they had missed in the past mom ^^^ ^^^^^ ^^ ^^^ ̂ -^^ ^y days 
Looking at days missed due to illness over one quan 
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due to illness (27%>), almost a third had missed one to two days and one fifth had missed three 
to five days and over five days (see Table 7.1). 

Compared to the proportion of pupils who missed school due to illness, a smaller proportion 
of pupils had missed schools due to truancy. Three quarters of the sample had not missed any 
days due to truancy. 15% had missed one to two days, 4% had missed 3 to 5 days and 6% had 
missed more than five days (see Table 7.2). A smaller proportion of pupils again had missed 
school due to family holiday. The vast majority of pupils (81%) had not missed any days of 
school, 11% had missed one or two days, 3% had missed 3 to 5 days and 5% had missed 
more than 5 days. 

Looking at gender differences significant differences were found in relation to days missed 
due to illness and days missed due to truancy. A higher proportion of girls had missed school 
due to illness (x^ (3) = 9.9, p<.05). For example 24% of girls had missed more than five days 
compared to 16% of boys (see Table 7.1). On the other hand a higher proportion of boys than 
girls had missed days of school due to truancy (x^ (3) = 9.4, p<.05). 8% of boys had missed 
five or more days of school due to truancy compared to 4% of girls (see Table 7.2). 

Table 7.1 Days of school missed due to illness by gender - percentages 

NUMBER OF 
DAYS MISSED 
None 
1 -2 days 
3-5 days 
More than 5 days 
TOTAL 

GENDER 
Girls 

27 (137) 
29 (149) 
20 (100) 
24 (123) 
100 (509) 

Boys 
28 (100) 
35 (125) 
21 (73) 
16 (56) 
100 (354) 

Total 
27 (237) 
32 (274) 
20 (173) 
21 (179) 
100 (863) 

N o ^ : Valid cases = 863, Missing cases = 109. Ns in parentheses. 

Table 7.2 Days of school missed due to truancy by gender - percentages 

NUMBER OF DAYS 
MISSED 
None 
1 -2 days 
3-5 days 
More than 5 days 
TOTAL 

GENDER 
Girls 

76 (293) 
17 (63) 

(13) 
(15) 

100 (384) 

Boys 
74_ 
12 

(208) 
(34) 
(16) 
(23) 

100 (281) 

Total 
75 (501) 
15 (97) 

(29) 
(38) 

100 (665) 

N o ^ . Valid cases = 665, Missing cases = 318. Ns in parentheses. 

S ^ ^ m ' ^ t i ^ ^ J . ' i l ; ' ' T':" f r ' ^"^ ™ ^ •̂3>- O ^ - half of the sample (58o/o) sa,d 
that they sometimes enjoyed school. One fifth said that they often enjoyed it and 5% said that 

they always enjoyed it. Just under one fifth (17%) said that they never enjoyed it. Significant 
gender differences were found in responses to this question, with a higher proportion of girls 
than boys saying that they enjoyed school (f (3) = 20.3, p<.001). While a similar proportion 
said that they enjoyed school sometimes and always, a higher proportion of girls said that 
they often enjoyed it (23% compared to 16%) and a higher proportion of boys said that they 
never enjoyed it (23% compared to 13%). 

Table 7.3 "Do you enjoy school?" by gender - percentages. 

FREQUENCY OF 
ENJOYING SCHOOL 
Never 
Sometimes 
Often 

Always 

GENDER 

13 
Girls 

(75) 

58 (326) 
24 (132) 

TOTAL 

(30) 
100 (563) 

Boys 
23 
58 

(92) 
(234) 

15 (63) 
(16) 

100 (405) 

Total 
17 (167) 
58 (560) 
20 (195) 

(46) 
100 (968) 

Notes: Valid cases = 968. Missing cases = 15. Ns in parentheses 

When asked how good they were at schoolwork con^a^ '^:tT^:r::rofZ^^^^ 
the sample (55o/o) said that they were ^^^^gt^'^Uabove average and 25% above average. 
(32%) said that they were above average - 6/o well aoo 6 ^ ^ ^̂ ^̂  ^^^^ 
13% of the sample said that they werebelow average - 5 /o well 

average. 

Significant gender differences were found with a ̂ ^ ^ p24%rSrk were more likely than 
that they were above average ability (43% ̂ ^ ^ ^ J ^ t j ^^46%) or below average (14% 
boys to say that they were of average ability (62 /o comp ^ ^ ^ 0 1 
compared to 12%). These differences were significant, x ( ^ 

Table 7.4 Academic ability by gender - percentages 

GENDER 
PERCEIVED ACADEMIC 
ABILITY 
Well below average 
Below average 
Average 
Aboveaverage 
j5[3li.̂ bove average 
TOTAL 

& l ^ Valid cases = 961, Missing cases 
= 22. Ns in parentheses. 
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Pupils were also asked what they thought they would be doing at the age of 17 (see Table 
7.5). The majority of respondents (85%) said that they would be in school - 71% in general 
education and 14% in vocational education. One tenth of the sample said that they would be 
working while 4% said that they would be in some type of training. Less than 1% said that 
they would be unemployed. 

Significant gender differences were found (x̂  (4) = 25.8, p<.001). A higher proportion of girls 
than boys said that they would be in general education at the age of 17, while a higher 
proportion of boys than girls said that they would be working, in vocational education, or 
training. 

Table 7.5 "What do you think you will be doing when you are 17?' 
by gender - percentages 

EXPECTED ACTIVITIES 
ATAGE 17 
Unemployed 
Working 
Training 
School (vocational) 
School (general) 
TOTAL 

1 
7 
3 
11 
78 
100 

Girls 
(3) 
(34) 
(13) 
(52) 
(353) 
(455) 

*o 
14 
7 
17 
62 
100 

GENDER 
Boys 

(1) 
(44) 
(22) 
(53) 
(194) 
(314) 

1 
10 
4 
14 
71 
100 

Total 

(4) 
(78) 
(35) 
(105) 
(547) 
(769) 

Notes: Valid cases = 769, Missing cases = 214 of which 101 (12% of total sample) answered that they did not 
know what they would be doing at the age of 17. The percentages given are the percentages of responses 
excluding those who did not answer and those who answered 'don't know'. Ns in parentheses. 
•Less than 1%. — ^ 

Two questions were asked about bullying - whether pupils had been bullied during the past 
school year, and whether they themselves had bullied other pupils (see Table 7.6 and Table 
7.7). The majonty of pupils (68%) said that they had not been bullied in the past year, while a 
quarter said that they had been bullied once or twice. 5% said that they had been bullied 
regularly, 2% said that they had been bullied once a week and 2% said they had been bullied 
several times a week. When asked about whether they had bullied fellow pupils, again the 
0 4 - / ^ ° [ r / l^ ? ? . ? * f * ' ' "^^y ^^^ "°^ '̂ ^"^ *i« i" the past year. Just under a quarter 
i u n i t ^ r , , tl ' ' .^""' '^ ° * ^ P"P"^ «"^^ °^ twice. 3% said that they bullied other 
pupils regularly while under 1% reported bullying once a week and several times a week. 

Si^ificant gender differences were found for both questions on bullying. A higher proportion 
^ ' b u S ^ L t n ' ^ ' T ' . ' ^ r ' . ' " " ' " " ' ^ ^'^'^ = 22-8, P<.001). 60% of boys had never 
^ D u S T l Z t I '" "''''''• '^' '"^^ P ^ " - - ^^ fo-d with regard to bullying 
^Z i , f f ^ ' ' ° ' ^ ^ ° " " ' ' " y ^ * ^ ^^'^ ^-y-8 that they had bullied other 

£;:;itcl:s ^^'^''''''^ °̂ «̂- -̂^ ̂ -̂ ̂ ^̂  ̂ ^̂  - - ̂ -"'̂  
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Table 7.6 Frequency of being bullied or teased in last school year by gender - percentages 

FREQUENCY OF BEING 
BULLIED 
Never 
1-2 times 
Regularly 
Once a week 
Several times a week 
TOTAL 

74 
20 
4 
1 
1 
100 

Girls 
(416) 
(111) 
(20) 
(7) 
(8) 
(562) 

60 
29 
6 
2 
3 
100 

GENDER 
Boys 

(242) 
(116) 
(23) 
(10) 
(13) 
(404) 

68 
23 
5 
2 
2 
101 

Total 
(658) 
(227) 
(43) 
(17) 
(21) 
(966) 

Notes: Vahd cases = 966, Missing cases = 17. Ns in parentheses. 

Table 7.7 Frequency of having bullied or teased others in last school 
year by gender - percentages 

FREQUENCY OF 
BULLYING OTHERS 
Never 
1-2 times 
Regularly 
Once a week 
Several times a week 
TOTAL 

Notes: Valid cases 
* Less than 1%. 

= 964, Missing cases = 19. Ns in parentheses. 

iild like to be informed or better 
Pupils were asked to mark which of a list ofsubjectsfteywo^ ^^^ nutrition, road traffic 

infoimed on in school (see Table 7.8). The ^̂ Ĵ ^j^g ^^^ risks, medication, 
accidents, tobacco, alcohol, illegal drugs, sexual rem ^ ^ ^ ^^^.^^ ^^ ^^.^^ ^^^ ^^-^^^ 
weight problems, stress, environmental health an -^^ ^̂ ^̂ ^ ^^ ̂ ^ sample). Over half 
proportion of pupils would like to be informed on w ^^^^^ ^̂ ^̂ .̂̂ ^ ̂ ^̂ o/̂ j and illegal 
of the sample said that they would like to be mtormeu ^^^ ^^ .^^^^^ ^^^^ ^ ^ ^hile 
drugs (60%). Half of the sample said that they wou ^^ ^^^^^ ^ ^ . ^ ^^ p^p.js ^aid 
just under half of the sample listed weight and stress ^ ^ ^ ^ ^ ^ ^ ^ .̂̂  ^j,^ ^ e of 
they would like to be informed about alcohol ana j ^ ^ ^ ^^^^^ .̂̂ ^ ^̂  ^ . ^^^^^ on the 
tobacco (23%). Under a quarter of the . '^P '^ environment and other). 
other listed topics (nutrition, traffic, medication, envir 

. •^ .nces were found in the proportion of pupils 
Looking at gender differences, significant ^^^^'^^ ^^ght (x̂  (D = 126.4, p<.001), 
who wanted to be informed on AIDS (X (D ' ^/['l^'^^. and tobacco a ' d ) = 4.1, p<.05). 
stress (x̂  (1) = 13.9, p<.001), cancer i£ ^lllll'^X^ Hke to be informed on all these topics 
A higher proportion of girls than boys said they 
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with the exception of tobacco which more boys than girls wanted to be informed on. The 
most striking gender differences was found in relation to weight, with 55% of girls wanting to 
be informed on it compared to 18% of boys. 

Table 7.8 Subjects on which pupils would like to be informed or better 
informed in school by gender- percentages 

SUBJECT 

Tobacco 
Alcohol 
Illegal drugs 
Sexual relations 
AIDS 
Cancer 
Weight 
Stress 

20 
31 
58 
64 
76 
55 
55 
47 

Girls 
(114) 
(172) 
(327) 
(360) 
(429) 
(308) 
(308) 
(265) 

26 
36 
62 
65 
67 
44 
18 
35 

GENDER 
Boys 

(100) 
(139) 
(239) 
(252) 
(265) 
(169) 
(71) 
(386) 

*23 
33 
60 
65 
**73 
***50 
***4Q 
• **42 

Total 
(214) 
(311) 
(566) 
(612) 
(694) 
(477) 
(379) 
(948) 

Notes: Valid cases = 948 , Missing cases = 35. Ns in parentheses. 
* p<0.05 ** p<0.01 ***p<0.001 

The discussion of smoking, drinking, illicit drugs and AIDS in school was also addressed. 
Pupils were asked if these subjects had been talked about in school, and if so, whether they 
were discussed too much, enough or not enough (see Table 7.9). 

In relation to tobacco just under half of the sample said that they had talked about it enough in 
school (41%) while a third of pupils said that they had talked about it but not enough. Just 
under one fifth (17%) said that it had never been discussed. In relation to drinking, just over 
one third of pupils said that they had talked about it enough and not enough (36% and 35% 
respectively). One fifth said that it had never been discussed in class. Almost half of the 
sample said that they had not discussed illicit drugs enough, while 28% said they this topic 
had been discussed enough and 17% said that it had never been discussed. The most striking 
T . l ^ ^ u V V ' ' * ' ^^^^"««i«" «f AIDS. Almost two thirds of the sample (64%) said 
ttiat they had never discussed AIDS in class, while just under one third said that it had been 
discussed but not enough (27%). 
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Table 7.9 Frequency with which smoking, drinking, illicit drugs and AIDS had been 
discussed in class by gender - percentages 

SUBJECT 

SMOKING 
yes, too much 
yes, enough 
yes, but not enough 

never 
TOTAL 

GENDER 
Girls 

11 (59) 
49 (260) 

7 
(174) 
(36) 

DRINKING 
yes, too much 
yes, enough 
yes, but not enough 

never 
TOTAL 

100 (529) 

Boys 

(20) 
29 (105) 
33 (119) 
32 
100 

(112) 
(356) 

11 (56) 
42 (219) 

(191) 36 
11 
100 (526) 

(60) 

ILLICIT DRUGS 

Total 

(79) 
41 (365) 
33 (298) 
17 (148) 
100 (890) 

(18) 
27 (98) 
34 (124) 
34 
100 

(122) 
(362) 

yes, too much 
yes, enough 

(74) 

36 (317) 
35 (315) 
21 (182) 
100 (888) 

yes, but not enough 

never 
TOTAL 

AIDS 
yes, too much 
yes, enough 
yes, but not enough 

never 
TOTAL 

Notes: Smoking: Valid cases = 885, Missing cases 
= 98. Alcohol: Valid cases 

drugs: Valid cases = 911, Missing cases 
= 72. AIDS: Valid cases = 868, Missing cases 

888, Missing cases = 95. Illicit 
115. Ns in parentheses. 

' • •fi.ant Hifferences (p<.001) were found in relation to 
Looking at gender d i f f - ^ ^ ' ^ f ,^ . ' i " p<.001) illegal drugs (x̂  (3) = 52.4, 

tobacco (x^ (3) = 104.6, r " ' ' ' ' ^ ^n^H 4 e patt«^ of differences is strikingly similar 
p<.001) and to AIDS (x^ (3) = 15.6, p<.001). The Pf^J' . ^ higher proportion 
for responses on smoking, drinking ^ d f-^^^rngs/^^^^^^^^ S ^ p r o p o r t i o n said that the 
of boys than giris had never discussed the subj^t '" ^' ' • f gi^s than boys said 
subjects had been discussed but not enough and a ^i^^r Proport^"^ ° ^ of difference in 
that the subjects had been discussed either enough ^ ^ J ^ ^ n of girls than boys saying it had 
relation to AIDS is slightly different, with a higher P -^'^^^^^^^^^^ i/had never been 
not been discussed enough and a higher proportion of boys than girls y. 
discussed. 
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3.10 Differences between Schools 

Differences in substance use between the 16 participating schools were examined The 
schools were then divided into high, middle and low socio-economic groups based on 
catchment area and type of school. Differences between the three socio-economic groups 
were exammed. Finally differences between single gender and mixed gender schools were 
examined. 

Looking first at differences between individual schools, significant differences were found in 
relation to both legal and illegal drug use. Looking at smoking the proportion of pupils who 
said they smoked now and again ranged fi-om 10% to 45% and the proportion of daily 
smokers ranged from 4% to 36%. Frequent use of alcohol (weekly or more frequent use 
ranged from 1% of pupils to 31% of pupils, and daily use was found to be particularly high 
m one school. A significant difference was also found in the prevalence of binge drinking 

TnfrTu TI"^ ^""^ ^̂ "''" '' ^^'^°- '^' P^°P«rti«" «f P"P"« reporting last ye^ 
use of cannabis rangoi from 5% to 24% while last month or recent use rJged from 6% to 
recent u i r ' ' ^^^ ' " ' ' "^^ ^"^"^^'^ ""^^^^ ^""^ "° ^^^ t« 20% while last month or 
^ d sllvTn r f l " ' " ' ' ^ '^"^°- ^'''^''^ '' *^ "^^ °f ^"i^it drugs other than cannabis 
^ m no u^^n 0 ^ . " ' ' T^"^ ^'"^ "° "^^ '' ''''" "hile last month or recent use ranged 
m e l ^ o f l ! ^ . ^ ' " ^ ^ ^ ^ ^ ' ' ^ " " " ^ " " ^ ^^ °̂ f«""d b ^ ^ - " -dividual school on 
r ^ ^ e r w 3 2 ^ ? 7 ! ^ ^ ' ' ' ^ " ' ' ' ° " °^P"P^^^ "*^^ ^^^ been offered an illicit substance 

^^^^ii:iiiz:s^: "̂̂ "̂ °" ̂ '''-'' *̂^ *̂^ --̂ ^ ̂ - -^- - ̂ '^^ \ 
^ b ^ l t f ufel W^Jh^' " ' f : ' ' ' " *^^ " '^^ '^ '^^ differ dramatically in the particular 
b t i ^ r l ^ f but Se ' " ' \ " "^ ' ''^'"'^' P"P"^ *̂ d̂ the highest rates of smoking and of 
^l^^^lu^^^^^ T "''''''''' "^" ^" *^ ^^hool that had the highest rates of 
It i s l o LS; ;^^^^^^^^^ « ^ - ^ «f drugs other than camiabisL solvents. 

substance use a m o n l S r u o i l s V l J h T - T ^ ' ' ^ ^°""^ ̂ " ^^^^^ ^̂  *^ P^«^"^ "^ 
the study. While nuoi^Tn onf J ? ' ' ° ' ' ' " * ' ' "^^ disadvantaged area participated in 
the oth.' ^olZ:^Z\:t:Z7,^^^^^^^^ «f drinking and'cannabis use 
camiabis and solvents LookinoT Tuv '^"^' '^""^"S ^ d use of drugs other than 
the lowest rate of drug o f f e ^ L thTf ;'^' '''' interesting that the school that reported 

o b t a i n a , o m t , a l s o r e p L e d o n r f f h : ! i X S r a r ^ ^ ^ ^ ^ ^ ^ ^ 

Looking at differences between schnnl« c A-
difference were found in relation tnZl ^^'^"'dmg to socio-economic status, significant 
significant differences were found in S ^ n toXbd^r' '''^'^'"'""'" "^^ ^"^^ ° ^ ' ' ' ' ^ ' 

schools reporting hi^Trafefonnfrf"" f '"^°king, with pupils in the high socio-economic 
(or schools in disadvantaged ar^^^ ^^"^"[."^^^^d pupils in the low socio-economic schools 
socio-economic group re^rted Z 1 3 ' ! ^ ' ' ? rates of frequent use. Pupils in the middle 
were found to be significant Y r̂4̂  = T f °^'"^°king (see Table 8.1). These differences 

' ^ '' •^'•»5 P'^.OOl. 

;-iJ-.«!!h 
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Table 8.1 Frequency of smoking by socio-economic school group - percentages 

FREQUENCY OF 
SMOKING 
Never/1 or 2 times 
Used to/now and 
again 
Daily 
TOTAL 

SCHOOL TYPE - SOCIO-ECONOMIC GROUP 
SEC I (lowest) 

55 (220) 
25 (98) 

20 (80) 
100 (398) 

SEC 2 (middle) 
59 (231) 
27 (108) 

14 (56) 
100 (395) 

SEC 3 (highest) 
49 (88) 
40 (72) 

11 (19) 
100 (179) 

Notes: Valid cases = 972, Missing cases = 11 (special school excluded from analysis). 

Ns in parentheses. 

Looking at cannabis use a slightly different pattern emerged (see Table 8.2). Pupils in schools 
assigned to lower socio-economic group had the highest rates of both last year and last month 
use of cannabis. Schools in the middle and high socio-economic groups had similar rates of 
cannabis use. These differences were found to be significant, ^(4) = 9.4, p<.05. 

Significant differences also emerged in relation to inhalant use, x' (4) = 10.6, p<.05. Schools 
in the low socio-economic group had the highest reported rates of last year use of inhalants, 
but the highest rates of last month inhalant use were reported in schools assigned to the higher 
socio-economic group. Reported use was lowest in the middle socio-economic group. 

Table 8.2 Frequency of cannabis use by socio-economic school group - percentages 

FREQUENCY OF 
CANNABIS USE 
Never 
Last year 
Last month 
TOTAL 

SCHOOL TYPE - SOCIO-ECONOMIC GROUP 

SEC I (lowest) 
68 (271) 

16 
16 

(62) 

(65) 

100 (398) 

SEC 2 (middle) 
76 (300) 

11 (42) 

13 (53) 

100 (395) 

77 

SEC 3 (highest) 
(137) 

13 (24) 

10 (18) 

100 (179) 

Notes: Valid cases = 972, Missing cases = 11 (special school excluded from analysis). 

Ns in parentheses. 

Table 8.3 Frequency of inhalant use by socio-economic school group - percentages 

FREQUENCY OF 
INHALANT USE 
Never 
Last year 
Last month 
TOTAL 

SCHOOL TYPE - SOCIO-ECONOMIC GROUP 

SEC I (lowest) 
(342) 86 

100 

(38) 

(18) 

(398) 

SEC 2 (middle) 
89 (350) 

(18) 

100 

(27) 

(395) 

83 

SEC 3 (highest) 
(149) 

(16) 

(14) 

100 (179) 

Notes: Valid cases = 972, Missing cases = 11 (special school excluded from analysis). 

Ns in parentheses. 
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Looking at availability, the highest rate of drug offers was reported by pupils in the schools in 
the lowest socio-economic group (65% of pupils had been offered at least one illicit 
substance). Pupils in the highest socio-economic group reported the lowest rates of drug 
offers (54%) while pupils in the middle socio-economic group reported moderate rates of 
drug offers (58%). These differences were found to be significant, -£ (2) = 8.4, p<.05. 

Taking gender into accoxmt, some significant differences were found between single gender 
and mixed gender schools. Differences were found for boys smoking behaviour, with a higher 
proportion of smokers in mixed schools (daily smoking - 25% of boys in mixed schools 12% 
of boys in single sex schools). The other differences were for female pupils only. Girls in 
mixed sex schools reported higher rates of cannabis than girls in single sex schools (33% of 
girls in mixed schools, 21% of girls in single gender schools). Girls in mixed schools also 
reported a higher rate of binge drinking (47% of girls in mixed schools, 23% of girls in single 
sex schools). 

3.11 DifTerences between Cities 

Five cities participated in the DDRAM study - Bremen (Germany), Groningen (the 
Netherlands), Newcastle (England), Rome (Italy) and Dublin. A random sample of schools 
was obtained in each city, giving a total sample of almost 4,000 pupils. For international 
comparison, analyses were confined to the 14- and 15-year old pupils. 

Smoking: 

Smoking ('now and again' or daily) was most common in Bremen, Rome and Dublin (Figure 
9.1) and least common in Newcastle and Groningen where approaching half the young people 
sampled had never smoked. Overall, a higher proportion of females than males reported 
having smoked (Table 9.1). Males, however, reported that they began smoking at a slightly 
younger mean age (11.5 years for males and 11.8 for females); and 18% of male smokers 
smoked before their tenth year, compared to 12% of female smokers. Thus, while more 
females than males smoked, males began at a younger age. This pattern was apparent in all 
five cities; the lowest age of initiation was in Dublin and the highest in Rome. 

Figure 9.1. Pupils use of tobacco by city - percentages 

infrequent 

frequency of use of tobacco 

daily 

Table 
9.1 Percentage of pupils smoking cigarettes by gender and city 
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Alcohol: 

Overall, approximately a quarter of the y^""^ P̂ P̂ĵ V̂̂ ^̂ ^̂ ^̂  consumption and 
(Table 9.2). Groningen youth '^''^^^TTotTr^l oi r^^\^ alcohol consumption, and 
Dublin and Newcastle youth reported the highest rai ^^^ ^^^,^^^, consumption were 
the lowest rates of abstinence (see Figure ^•^^•J'^\^^^^ g 2) The mean age of alcohol 
approximately equal for males and females (see M 1 to 12 years and marginally 
initiation was within a narrow range across the five citiesM i. 
lower for males than females: respectively 11.4 and 11.8 years. 
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Table 9.2 Consumption of alcohol (%) by gender and city 

Never 
Now and 
again 
Regularly 

Bremen 
f m 
24 29 
73 69 

3 2 

Newcastle 
f m 
19 20 
67 64 

14 16 

Dublin 
f rn 
27 22 
57 62 

16 16 

Rome 
f rn 
30 31 
67 67 

2 2 

Groningen 
f m 
43 35 
51 53 

5 12 

r 
27 
64 

9 

Total 
m 

25 
64 

11 

Figure 9.2. Frequency of alcohol use by city - percentages 

no, never yes, M)nn.iii,.i, 

Groningen - NL 

Newcastle - GB 

Dublin - IR 

Bremen - DE 

Rome - IT 
yes, regularly 

frequency of alcohol use 

Cannabis use: 

Approximately three-quarters of the vniitio i • 
tried cannabis 11% had „«^H .. u . ^ ^" *^ ^^^^y reported that they had never 
previous 4 ̂ e.li:^:i:^t'Z7Z t V ^ P " ' '''' '^^ ^''' '^'''' "̂ 'H' 
was reported by Dublin and Newcastle vou'th K^ r^'' '" '" ^^ abstinence from cannabis 
lowest use of, and the highest rate of ^^Lll^^^Z.^^^^^^^^ " ' ' " ' ' ^^ 

Males first smoked cannabis at a youneer ape fh.„ f , 
and were more likely to have usS^ rt^f^f , ^ ^ ^ ' ' ^̂ "̂  ^ ^ ^3.2 years respectively; 
camiabis users had first used by the a e ^ o m ' ' ^ ^^'^ ° ^ * ^ ""^^^ "^^ ^ ^ ^ ° ^ ^ ^ ^ ' 
was in a nairow range between 12 6 vears mI^^^' ' ^^ ^^^ of initiation into cannabis use 
(12.8 years), Newcastle (12.9years), a^d B r ^ / ^ •̂̂ . ^^^^ ^^«'"^>' ^^* Groningen 

(,1 J.4 years) intermediate. 
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Figure 9.3. Frequency of use of cannabis by city - percentages 

never last month 

frequency of cannabis use 

last year 

Groningen - NI 

Newcastle - GB 

Dublin - IR 

Bremen - DE 

Rome - IT 

Non-cannabis illicit drug use: 

Newcastle and Dublin youth reported the highest rates of non-camiabis ^ j^^^^S u s e ^ ; ; ; j 
youth reported marginally raised rates of tranquilliser use; Newcastle youth, ^ P h ^ " 
L solvent use, md Dublin youth solvent use. With the latter exceptions, rates of non-
cannabis illicit drug use were low in the five cities (Table 9.3). 

Table 9 .3. Percentage of pupils in each city reporting non-cannabis drug use 

% who have ttsed Bremen 
Tranquillisers 
Ecstasy 
Speed 
LSD 
'Magic' mushrooms 
Glue 
Cocaine 
Anabolic steroids 

-: less than 1%, x: not asked 

Availability and Drug Uptake: 

. ,- ^ \ ^ ti,^ five cities in the perceived availability of 
Some striking differences emerged ^ ^ ^ ^ ^ * ^ ^ ^^^ ^^ bee„ offered at least one illegal 
illegal substances. The highest percentage of pupils wno nau 

205 



substance was found in Dublin, while the lowest rate of drug offers was reported by youth in 
Groningen and Rome (see Table 9.4). 

Drug uptake refers to the number of pupils taking drugs as a percentage of the total number 
offered drugs. This measure offers a way of examining the effect of availability on illicit drug 
use. As can be seen from Table 9.4 the highest rates of drug uptake were reported by youth in 
Rome, Bremen and Newcastle, where 57% and 56% of pupils. Youth in Dublin reported the 
lowest rate of drug uptake, with half of pupils who had been in offer situations reporting use 
of an illicit substance. 

Table 9.4 Percentage of pupils who have been offered an illicit substance 
and rate of drug uptake by city 

Drug offers 
Drug uptake 

Bremen 
43 
56 

Newcastle 
44 
56 

Dublin 
60 
50 

Rome 
37 
57 

Groningen 
35 
54 

Delinquent Behaviour: 

Approximately 80% of pupils in Bremen and Rome, compared to only 19% and 25% in 
Gromngen and Newcastle acknowledged non-payment of fares on public transport (Table 
9.4) Fare dodging aside, Dublin youth reported the highest rates of graffiti writing, 
vandahsm public nuisance, fighting in public and persistent criminality. Rome youths were 
re atively law-abiding, while reported rates in Groningen, Bremen and Newcastle were 
mtermediate. This pattern is also found in the numbers of crimes committed by youth in each 
city (Figure 9.4). Youth in Groningen and Newcastle reported the highest rate of having 
committal none of the delinquent behaviours, youth in Rome had the highest rate of having 

Z , ^ ! ^ ^ % ^ ^ ° " ' Vt" behaviours, while youth in Dublin had the highest rate of having 
committed 5 or more of the behaviours. 

Table 9.5 Percentage of pupils reporting punishable offences in each city - percentages 

Fighting in public 
I Carrying weapon 

Rome 
78 
24 
17 
24 
13 
11 

Groningen 
19 
28 
20 
18 
12 
25 
23 
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Figure 9.4. Number of delinquent behaviours by cities - percentages 

701 

Groningen - NL 

NewcasUe - GB 

• Dublin - IR 

^ O Bremen - DE 

• Rome - IT 

l to2 3 to 4 5 or more 

number of delinquent behaviours 
(includes fare dodging, shoplifting, vandalism, graffiti, causing 
a public nuisance, fighting in public and carrying a weapon) 

Health education: 

The majority of young people reported dissatisfaction with school-based info^^tion on 
AIDS in a l l l e cLs,'an'd concenSng drugs in Bremen, Rome and Dublin, - d alcoho^-^ 
tobacco in Bremen and Rome (see Table 9.5). Groningen - t ^ ^ ! ; ^ ; ^ : / , " ^ * ^̂ ^̂ ^̂ ^̂  
striking exception of their experience of AIDS information) reported the least dissatisfaction. 

Table 9.6 Percentage of pupils reporting dissatisfaction with school-based information 
concerning substances by gender by city 

%none/ 
Insufficient 

Drugs 

3.12 Summary of Results 

CIGARETTES 

. LifeUme p^valence was 77%. wi* .4% of pupils saying .ha. mey smoked now and again 

and 16% saying that they smoked daily. 
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• The average age at which pupils started smoking was 11 years and on average pupils 
smoked 4 cigarettes a day. 

• There was a high proportion of heavy smokers. Amongst pupils who smoked, 30% 
smoked 6-10 cigarettes a day and 12% smoked more than 10 cigarettes a day. 

• A higher proportion of girls smoked than boys, but on average boys began at a slightly 
younger age and smoked more cigarettes than girls. 

• The most commonly given reason for smoking was that they wanted to try followed by 
'my friends smoke'. 

• The most commonly given reasons for not smoking were harm to health, followed by 
involvement in sport and parental disapproval. 

ALCOHOL 

A quarter of pupils said that they never drink while 59% said that they sometimes drink 
and 16% said that they drink regularly. 

The most popular types of drink were 'alcoholic soft-drinks' and 'larger, stout or cider'. 
A quarter of pupils reported using alcohol less than once a month, a quarter reported 
monthly use, one fifth reported weekly use and 3% reported daily use. 
The average age at which pupils started drinking was 11.6 years and on average pupils 
reported drinking 3.63 units per occasion. 

Binge drinking (drinking 5 or more drinks in a row) was reported by just over one fifth of 
the total sample 

There were no significant gender differences for alcohol use. 
The most commonly given reasons for drinking were wanting to try, because they like to 
drink on special occasions and because they like the taste. 
The most commonly given reasons for not drinking were harm to health, parental 
disapproval and because they are too young. 
The places where pupils drink the most fi-equently are on a street, park or beach and in 
someone else's home. 

l^LT^^^!^- ""^ P"P"' ^^"^ ̂ "^ ^"'̂ ^^^^^ that they usually get alcohol from a friend 
(60%) while just under a half said that they bought it. ' t 
Having a lot of fiin, feeling happy, acting more friendly and outgoing, and feeling relaxed 
were seen as the most likely consequences of drinking alcohol by the majority of pupils. 
Not being able to stop drinking and getting into trouble with police were seen as the most 
unlikely consequences by the majority of the sample. 

ILLICIT SUBSTANCES 

5 S'^musnrooms, LSD, ecstasy, tranquillisers and amphetamines. 
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• The mean age for first use of cannabis was 12.5 years while the mean age for first use of 

inhalants was 12.4 years. 
• Significantly more boys than giris had used any iUicit substance, cannabis, amphetamines, 

magic mushrooms and LSD and boys had a lower mean age at first use of cannabis. 
• The most commonly given reasons for using illicit drugs were wanting to try, and 'because 

Hike the effects'. 
• The most commonly given reasons for not taking drugs were harm to health and the risk of 

dependency. 

• The most common ways in which pupils obtained illicit substances were from a fiiend, by 
it being passed around a group of fiiends, from a stranger or by buying it. 

• 60% of the sample said that they had been offered at least one illicit substance, cannabis 
being the drug most commonly offered followed by ecstasy. 

• The places where pupils were most commonly offered illicit substances was on the street, 

at a rave or disco and at a friends home. 
• The most commonly cited effects of cannabis, alcohol and tobacco were relaxation and 

pleasure. Dependency was cited most commonly as the effect of heroin and cocaine, while 
hallucination and pleasure were the most commonly cited effects of ecstasy. 

• For alcohol, cannabis and tobacco the positive effects were cited by a higher proportion of 
pupils than the negative effects. Alcohol was seen in the most favourable light followed 
closely by cannabis and tobacco. 

DELINQUENT BEHA VIOUR 

. T.e ™os. co™n,o„ delinquent ^ ^ ^ ' ' ^ ^ ^ / j Z ^ ' J ^ Z l T ^ . ^ ^ 
whieh were reported by approximately hâ f of the ^amP^ J 
sample admittTd to shoplifting and havmg bothered or ^ea t^ed ^"J 

. A l m o s . a , . a r . e r o f . h e s a m , e h . ^ - . ^ ^ ^ ^ ^ ^ 

• Xrbrrrih.:;,i^:^".on.£^^^ 
. There was a Significant relationship between substanj US ^ ^ ^ ^ ^-^ both 

the number oFdelinquent behaviours increasing with level 

alcohol and cannabis. 

DIFFERENCES BETWEEN SCHOOLS 

. A n̂ the rates of substance use between individual 
Significant differences were found in ^^ ' erouping, and between mixed and 
s c L l s , between schools based on socio-economic group g, 
single gender schools. ,= - -

COMPARISON WITH OTHER CITIES 

. Of the five cities that participated in ̂ ^ / ^ f J j f J " ^ ^ ^ S " ^ ^ 
Dublin) youth in Dublin had some of the highest ra 
behaviour. » 
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• Pupils in Dublin reported one of the highest rates of regular smoking, with 16% of young 
people reporting daily smoking compared with 16% in Bremen, 13% in both Newcastle 
and Rome, and 11% in Groningen. 

• Pupils in Dublin reported the highest rate of regular alcohol consumption, with 16% 
reporting regular use of alcohol, compared with 15% in Newcastle, 9% in Groningen, 2% 
in both Bremen and Rome. Dublin youth reported one of the lowest rates of abstinence 
from alcohol, and reported drinking more on an average drinking session than young 
people in the other cities. 

• Dublin youth reported the highest rates of cannabis use. 28% of pupils in Dublin reported 
having used cannabis either in the last year or the last month, compared with 27% in 
Newcastle, 21% in Bremen, 15% in Groningen and 11% in Rome. Dublin youth also 
reported the lowest age of first use of cannabis, and one of the highest rates of use of illicit 
drugs other than cannabis, with use of inhalants being particularly high in comparison to 
the other cities. 

• Compared to the other cities participating in the study, availability of illegal substance was 
highest in Dublin. 60% of pupils in Dublin had been offered an illicit substance, compared 
with 44% in Newcastle, 43% in Bremen, 37% in Rome and 35% in Groningen. 

Dublin youth reported the highest rates of graffiti writing, vandalism, public nuisance, 
fighting in public and persistent criminality. Rates of fighting in public and causing a public 
nuisance were twice as high as those in the other cities. 

¥.''. 

DISCUSSION 

^ e ™ / v o u n t r ; ' ' ' " " ' ' ' "^^ "P '' ^^'' P*^^^ «f *^ levels and patterns of substance 
Z l o n e 14 aL , t u ^ f "• ^""^^^ ^^^" *^t * - - - ^ high level of substance 
r A ™ V u a r t ^ l f r " ', ^"^"" P"P̂ ^̂ - ™^ '' P^^'-'^'y ^-of legal substances, 
p a l L r f T s T T l n ' ' ™ ' ' ' '•'P"''*"^ "'^^''"^ P^^-^»^"-- of alcohol and tobacco. The 
a p Z i r ^ L l v onTfiSh ' ' ' ' Z T ' ' ""''' ̂ ' *^ ^ ^ P ' ^ - -« of -frequent use, while 

such substance. PP^^^^^'y^^'^dofthe sample reporting having used at least one 

4.1 Increasing Use of Substances in Adolescence 

Previous research has pointed tn a st,a,.« • 

last decade and the p L n t stî dy c o X f t S ! '" ' " ' ' ' " " ' ' "^ ' ^ " ' ^ ^ ^'"^^^^'"'^ ^" *f 
substances in adolescence is becLTrT™ ^^J '̂̂ *"'-^- ™ s suggests that the use of 
among young people in the North wLt '""'f'"^f^y ^o"mon. A recent study of drug use 
used an illicit substance j M e S i l T t , t ^ ' I " " " ' *^^ 3̂ °/« «f ^^ to 15 year olds had 
drug use was becoming 'normalk^' ^' ^^^^^^^ ^^ *^ authors to conclude that 
show levels of use of legal substmic ^ v " ? ^""""^ P °̂P^ -̂ ^^ "^""'̂ ^ of *^ P'^'^''* ^^^^ 
are only marginally lower than thntt T ^ ^ ^ ^"^ ^̂ ^̂ ^̂  of illegal drug use which 
levels of use are particularly striking ""^T ^^ ^^^sham and her colleagues. The high 

cigarettes the group of pupils who haveThstf lTi ' ' '̂ ^^^ ^"bstances. For botii alcohol and 
dve at)stamed from use are very much in the minority. 

In light of the findings, it is questionable whether the traditional view of adolescent substance 
use as a deviant behaviour is still relevant. Indeed the rise in rates of use has led one author to 
argue that, given an environment that condones and encourages experimentation, it is 
abstinence rather than use which can be described as deviant behaviour (Foxcroft & Lowe, 
1991). Indeed some research has indicated that in certain adolescent populations, 
experimental users of marijuana and other illicit drugs are in better psychological health than 
either heavy users or abstinent nonusers (Baumrind & Moselle 1985, Shedler and Block 
1990). Among the present sample experimentation rather than frequent use of substances was 
the most common pattern of use. It is important to make distinctions between the different 
pattems of use, so that the factors which contribute to frequent use or misuse can be 
identified. 

It is usefiil to look at how young people themselves perceive substance use. Taking the use of 
cannabis as an example, the results show that young people do not see it as a dangerous 
activity. Indeed the use of cannabis is seen in a more favourable light than the use of 
cigarettes. This points to the discrepancy between the message adopted by many prevention 
programmes tiiat 'all drugs are evil' and the adolescents own perception of drugs and drug 
use. In light of both the level of substance use and young people's perception of such use, 
there is a clear need for a harm reduction element in prevention sfrategies. 

Pupils perception of the consequences of alcohol use are particularly stiiking and show that 
young people have a very positive attitude to alcohol. This points to a possible gap m young 
peoples knowledge about the potential negative consequences, both short term and long term, 
of alcohol use. Research has found that young adults who expect alcohol to have a positive 
effect have heavier pattems of consumption and are more likely to abuse alcohol. 

Looking at the reasons given by pupils for their use of tobacco, alcohol or iUicit drugs, it is 
evident that curiosity is one of the main factors behind substance use. In the case of alcohol a 
high proportion of pupils also said that they drank because they liked to dnnk on special 
occasions and because they like the taste. This indicates an attitude to and expenence of 
alcohol that is not unlike adults. In tiie case of illicit drtigs, a high P^of;rt'on°f users smd 
they used drugs because they liked the effects. These results f̂'̂ ^ f̂, ^^^^"""^ P!°Pj^^^ 
motivated less with peer group status and more with what Parker (995) has desa^^ed as 
"rational consumption as part of young peoples approach ô fe i r leisure time 0>g_ 26)̂  
According to Coggans and Watson (1995) "School-based drug education h ^ s ^ ^ n l l b i t 
to take into account the likelihood that many young people use d^ig«;^^;^^^^^7, '^^^^ 
because they wish to experiment or enjoy the pleasurable ^^X^^''^''^''^^^^^^''''' 
they lack knowledge, the social skills to 'say no' or because they have a poor self image . 

4.2 Availability and Accessibility 

The results show that both legal and illegal substances are ^f^^f^^^^^Z^^Z 
people surveyed. Despite the law regarding the purchase f .^l^'^'^' ^^J^^^^ '^^ i j , , 
majority of pupils who'smoked said that they usually bou^t ^ ^ - j ^ - " ^̂ ^̂  
half of pupi?s who drank said that they usually bought %%^^,^^f TJ•^'^^^^^^ 
need for the implementation of laws regarding the sak of ̂ ^"^^"^.^^J^^^^^^Zn^ is 
people. A new national identification card scheme aimed at combating under age dnnking 

211 



being implemented in April. Although this is being introduced on a voluntary basis it has 
been vî elcomed by the National Off-Licence Association and should go some way to reducing 
the sale of alcohol to young people aged under 18 years. 

Other strategies such as server intervention programmes can reduce the sale of alcohol and 
cigarettes to young people. These programmes involve researchers, drug abuse specialists, 
local authorities or other concerned citizens working co-operatively with retailers to review 
and revise their policies and procedures and provide training for personnel. Another possible 
action would be to increase the minimum legal age for sale of alcohol and cigarettes. The US 
Food and Drug Administration recently issued new rules which prohibit the sale of tobacco to 
anyone under 18 years and require retailers to check photographic identification for everyone 
under 26. However given the differences in cultural attitudes toward adolescent smoking and 
dnnking (Insh people are relatively complacent, while in America there is a very strong 'anti 
smoking' attitude) and the fact that current age limits are not being implemented, it is 
unlikely that increasing the legal age would have significant effects. 

Looking at availability of illegal substances, the majority of pupils reported that they had 
been offered an illicit substance and would know where to obtain cannabis. While the street 
was one of the most common places where pupils had been offered illicit substances, the 
majonty of pupils who had used an illicit substance had obtained the substance from a friend 
or |-oup of friends. This dispels the myth of young people being tempted into drug use by 

neonM • ̂ " T'^. '" ^ '^ ^^^' ^"^^^ ^ " '^'^^^ ^^^ l̂̂ l̂e On the Streets, it is the young 
people s friends and peer group who are the most common suppliers. 

^ u ? s t ^ T e ' t f T r ' T ' " " " ' ' ' " *^ '"^ ''^ y^^' '- - ^ b * e supply of illicit 
h a t t e e n s !^ l . ! i Garda campaigns such as Operation Cleanstreets. While such campaigns 

fr^ a v l T n ' " ' ' ^ " ^ " " ' ^̂ "̂ ^̂ =̂ ^̂ "8 "-^y d - 8 dealers, it would seem that 
Z No 2 'Z" "'""'""''? " " " ' "'^^"^'^^ ̂ ' ''^' ^-dUy available. A project called 

o t L f a n ' L Cĥ ^̂ ^̂ ^ T ; ? ' " ' " " ^ ''"^^°P^^ ''' primary schools by the i^TO, the 

^^^sZ^^s%:ZlT^/^^^^ - tackling the issue of availability of 

clamp down on heroin d S L lUs ' i T f ^ ' ' ' "'̂ "^"'̂ ^ ^̂  ̂ ' '^''''^ ^^ "^"^^'" 
have a positive effect M^Z' f T^ ^ ^^ education which are more likely to 
said "F^r P O H ; m ^ ^ t S w ^ ^ ^ ^ ^ ^ ^ *^^ '^^ - - - - ^f supply is friends 
cant blame the supply of drues forTh.H ^^^P^^^^^^tion starts with friends and that you 

PPiy drugs for the drugs problem" (Irish Times, Nov 8, 1997). ...^ 

^ s : o ' : f X:^^^^^^^^ P-Ple had been offered illegal drugs at a rave or 
ensure that there are clear and c o n T . t ^ ' T ' ' ^ ' y ° ^ ^ ' ^ ^ ' - ^ « « i " 8 this issue would be to 

young people meet. Schools youth dubTlnHH''"' !^''"' '"^ '^^"^ "«^ i" '^^ P^^^"' ^^""^ 
to deal with finding drugs The Natinn.l v .u i'^'"'^'''"''' '^«"^d develop guidelines for how 
which provides possible guidelines for h . ? " " " ' of freland have produced a handbook 
and they recognise that some reactions Z « u^ "^'^ ^ ""^^ °f drug related situations 

^uons may fiirther alienate the young drug user from the 
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support offered by a youth club. This is also true of school policies, which can be detrimental 
to young people (e.g. in the circumstance of expulsion from school). Young people 
themselves might be involved in the formulation of school or club policies regarding 
substance use or at least be well informed as to what these policies are. 

4.3 Delinquent Behaviour 

The young people surveyed reported very high rates of delinquent behaviours and contact 
with police. This points to an urgent need for interventions that address delinquency. The 
high rates of delinquent behaviours and police contact are in line with information regarding 
the caseload of the Garda Juvenile Liaison scheme. The scheme is designed to divert children 
who get into trouble with the law from fiirther crime, by working with the child and the 
child's family. The scheme dealt with 15,000 cases in 1997 and dealt with more than 40 cases 
a day. There have been many suggestions of how to reduce juvenile delinquency. As far back 
as 1970 the Kennedy report called for interventions which would help parents cope more 
effectively, such as improved amenities and parenting courses. In 1980 the Task Force on 
Child Care Services called for projects which could cope with yoimg people barred from 
ordinary clubs and activities. Efforts to channel children who become involved in 
delinquency into more productive and socially acceptable activities promise success. One 
such project, Carline, gives children who have been involved in joyriding a chance to work 
with cars in a supervised, structured and respectfiil environment. The provision of child care 
facilities may also serve to reduce juvenile criminality. 

4.4 Age of Pupils 

The results are particularly striking given the age of the pupils surveyed. While more recent 
surveys have looked at substance use among the older school population the present study 
surveyed pre Junior Certificate pupils. It is interesting to look at differences between the 
findings of the ESPAD study conducted in 1995 (Hibell et al.. 1997) with the present 
findings. The ESPAD study was conducted with pupils in fifth year of post pnmary education 
while the present study surveyed second year pupils. Despite the age gap there were only 
marginal differences between the rates of use reported in both surveys. The older pupils 
reporting similar rates of use of cigarettes and alcohol and only slightly higher rates ot illiat 
drug use. These findings show that the widespread use of alcohol and tobacco is not confined 
to older adolescence. Some clear differences can be identified between the two age groups m 
the use of illicit drugs. While there are only small differences in prevalence of cannabis use 
and solvent use, the use of the so called dance drugs is much more prevalent aniongs the 
older adolescents. Lifetime use of LSD and ecstasy were reported by approximately 1 in 10 ot 
the students participating in the ESPAD study (Hibell et al., 1997). In comparison, less tfian 
5% of the present sample had used either of these substances. This suggests that the pattern of 
poly-drug use is more typical in older adolescence. 

4.5 Gender Differences 

The findings indicate only small differences between boys and girls ^^J^^J'^^^J^.;^^ 
substance use. This shows that gender differences in the use of substances are fragmenting. 
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Traditionally the rate of substance use among boys was almost double that among girls. The 
present study found that only a slightly higher number of boys had used alcohol and illegal 
drugs, and girls were more likely than boys to smoke. Amongst those who did use a particular 
substance, however, boys used a larger quantity of the substance and started using at a 
younger age than girls. In contrast to substance use, there were clear and striking gender 
differences in relation to delinquent behaviours. Boys reported much higher rates of nearly all 
of the delinquent behaviours, with approximately half of the male sample reporting many of 
the behaviours. 

4.6 Differences between Schools 

S o t l h i o u Z h r ^ a ' Z d ' ^ f ^ e r f * r ^ " - ^ ^ ^ - - - ^ - ^ ^ - ^ - h - l s . 
daily smoke, ĝ ves so::Z^i^oTZ'^L7^' ^ ^ ' " ^ " ^ ^ ^ ^ '^' ^^^ ''' 
factors which may be contributino to ZT^i ^ differences. There are a range of 
neighbourhoods L u n ^ m T s r o l s S , ^ " ' ' '^ ^'^''''''''^ ^^^"^''"^^y of drugs in the 
findings suggest that it ir^stblir^^^^^^^^^ " ' " " ' ^ '**" ' ^'^'""'' ^̂ ^̂ ^̂ ^̂  '''^'''- ^ ^ 
pupils are 13 or 14 years Z and tTerX n ^ n H ^ """"^T' "^^ ^"^^ taking by school when 
of drug issues. This wodd a l b r f o r T e ? ' ' ^ ^ ^ 
appropriately targeted preventative strategier ''^^^^^^^^''''' °f more sophisticated and 

Significant differences were founH h^n 
Schools in the low socio-economic g r o l c s l ^ ^ ^ ^ «" socio-economic grouping. 
frequent smoking, cannabis use and drug S l i ^ l ' ' f ^ '^ ^""^^ ^'^ higher rates of 
had low rates of smoking and inhalant use a^d '^S ' ' f ' " ' '^'^'^^^ socio-economic group 
high socio-economic group had t h r h i a L t T / '^^^' ^^^'^S of^^s. Schools in the 
moderate rates ofcannabis use and low rateTnf!. '^jf"^^^^ ^'^ and infi-equent smoking, 
between mixed and single gender school? -^ ^ ^ ? ' '• ^"""^ differences were also found 
higher in mixed schools and suggest that th. '^'l '^""^ *^t ''^tes of substance use are 
Compared to single gender schools Z U ™^̂ , "̂ "̂  '° diminished gender differences. 
closer to those of girls and rates of c a T l ; T u ^"^ ^ ^ " 8 ^^^^ i" ^^^ schools were 

needs of mdmdual schools or school t ^ e '° ' ' " ° ' ' Prevention strategies to the 

4.7 Differences between Cities 

Studies conducted in thel980's h PH 

wh«. compared with teenagers 'in7hTmll"'tl""^T' ^'^ ' " ^ ^̂ ^̂ « «f ^"^8^1 drug use 
h T r " ^ T '^' ^''^^^•on was foimd f rel t ' ^"^^^^' ^^^^^^d, France Spain and 
n ^ among Insh by international stanH^^HcTx.'"^"!^ ' ' ^^ ' ^ t and solvent use, which was 
conducted m five cities in Europe. A comJI^! : ' ^ /^ ' ' '^^^' '^'^^- The present study was 
^ w s that rates of use among Irish you^g p r n L . "' T ^ ' ^ " ^ ^ '^'^ zero's the five cities 
Tcit K ? " ' " " ' '"^^^^ "^e '« stin h T l S o '^""^^^ ^" ̂ ^'^^^°" to other countries. 
uu^HsuDstances and the use of alcohol L I T u ? ^''""^ P^^P^^ in Dublin, the use of other 

^ '^v^'s o* substance use than pupils in 

other cities is particularly interesting in light of national efforts to provide drug education and 
to interdict drugs, and given the more liberal policies in place in some of the comparison 
countries (e.g. the Netherlands). It is crucial that efforts be made to identify factors that 
contribute to national and regional variations in substance use prevalence. 

There are several possible reasons why adolescent substance use has increased in Ireland in 
comparison to other countries. It has been suggested that substance use rates may be affected 
by economic factors. The decline in alcohol consumption in some European countries during 
the 1980's, for example, has been linked to economic recession (Osterburg, 1986). It is 
possible that the present economic growth in Ireland and the associated rise in disposable 
income may be linked to the increase in rates of substance use. Over the last decade Insh 
society has experienced considerable changes in relation to the structure of the family and 
parenting style. These factors have also been identified as having an effect on prevalence of 
substance use among young people. 

A more obvious factor affecting substance use is the availability and accessibility of 
substances. Compared to the other cities participating in the study availability of illega^ 
substance was highest in Dublin. It is particularly interesting that the lowest rate of offer 
situations was found in Groningen, where use of camiabis has been decnminalised.TTie 
uptake rates give some idea of the impact of availability of illegal substance on ra^s of use^ 
l^e uptake rSe is actually low in Dublin compared to the other cities ITiis ^^^^J^'^l 
the issue of availability were addressed in an effective way, we might see a decrease m the 
rates of use of substances. 

The rates of delinquent behaviour were higher in Dublin than in *e other cW- m ^ l v e d j 
the study, parttcularly in relation to aggressive acts (fighting .n pubhc and 

threateningA)othering someone) and shoplifting. 

4.8 Postmodernism and Popular Culture 

, .1. ^ ^f ilHrit drues has become internalised or 
Parker (1995) has pointed out that the use ^^^"^l^/^^^llustrated in the way youth 
integrated into 'official' youth culture and argue that ^ '̂̂  can be l U ^ Indeed it 
magazmes, music, fashion markets and POP^I- -̂ ^^^^^^ ^ r - m t e d Into popular 
seems that drug culture is no longer a «"t)culn^^ ' " " ^̂ ^̂  ^^^.^ ^^^^ 
culture. Advertisements are increasingly --^I'^^^f^^'Z^ fashion world. There 
There was concern recently about the P ^ P ^ ^ ^ ^ ^ ^ w s which depict the dmgs lifestyle and 
has also been a spate of books and movies and t.v. shows wn F 

these have been popular. 

Parker has also pointed to the collapse ^^ îf̂ f"'̂ ^̂ ^̂ ^̂ ^̂ ^ between 
markets and relates this to post modernity, ine prcs '^^ ^^.^^ marketed using drug-
the use of legal and illegal substances. Legal suDsi^ oackaging. Not only are drugs 
related language and imagery in both f - ^ ' ^ ^ . ^ f . ^ ^ t r S m f n g more sophisticated. 
becoming increasingly available, ^ut '"arketing t^hniq^^^ of so called 'party packs', which 
Concern has been recently expressed about *« mâ '̂' f ^̂  come down from the 
contain an ecstasy tablet, a small amount of heroin to allow 
effects of the ecstasy and alcohol. 
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4.9 Prevention 

Various approaches have been adopted in the area of drugs education in Ireland. These have 
included information giving, affective education, and social and personal development. 

Several media campaigns aimed at educating young people about the dangers of drug use 
have been implemented in the last few years. The Health Promotion Unit recently launched a 
series of posters displaying close up images of leg abscess and mouth ulcers in an effort to 
show young people some of the health risks involved in heroin use. The effectiveness of such 
campaigns is questionable. According to a recent publication on drug prevention 'evidence 
from recent surveys suggest that direct communication to young people of information about 
drugs, even though aimed at alerting them to the dangers, is likely to cause experimentation' 
(Dom & Murji, 1992). The information used in such campaigns is often at odds with young 
people's direct or indirect experience of drugs, and young people are likely to reject the 
overall message because of this. 

Looking at school based preventive activities one of the more traditional approaches is to 
mvite ex-addicts to the school to talk to pupils about he dangers of substance use. The 
effectiveness of this approach has also been questioned. A report was published in 1974 by 
the Committee on Drugs Education which expressed a concern about one off scare tactics 
sessions conducted by outside speakers and concentrating on the negative effects of drugs. It 
recommended that drugs be incorporated into a wider context and conducted by people whose 
work Witt, young people is on-going, rather than being provided as a separate activity. 
Despate tfiis lots of schools are still using one off sessions with ex drug addicts who talk to 
pupils about the dangers of drug use. The relevance of this type of intervention to ttie students 
and to their own experiences of drug use is questionable. It can also serve to strengthen 
children s stereotypes about drug users, ttius creating a distance between their own experience 
n r r e ^ t S r r K̂ !u "^'' ^7^^^^«"^1 dunking or smoking camiabis) and the experience 
f o T r ' ^ - T" ' l ' ; ' ' ' ' ' ' ' ™ ' *" ^ ""'y ' ^ ^^ '' ^«^^ dimcuh for young people 
u c r m i Z e n ^ " ""Zn "^"''' "' '""' ^° '''''' ''^'^'-1^'« likely that in impl^enting 

D D R C T d v T I o " ^ " ' " ' ^ " ' " ^ '' *^ "^^^^^ °f P-^- t - As part of the overall 
ftLToients n t ! " " ^ ' " ^ ' r ^ " ' " ^ ^ ^ " ' * P^^^^« «f P̂ P̂ ^̂  - sixth class. Almost a 
t t l i s T e ^ l . r ? Z"" * f * ' ^ ^ ^ ^^'"^^^ ^h«"ld i - - t - -- dnig addicts in to talk 

MLS^:l:!^Z"^rC:^^l"' *e Department of Education is the use of a 
could be broadly viewed ^ h a l . T ' h r f "' ' '""^^ " ^ ' ^ ^ ^ ^^^aviours, which 
consumption in a ^ 7 ^ 1 ^ . . !, implications, and deals witti alcohol and drug 

p r o g n J l T a n \ : Z ^ e 7 s r h T ^ ^ ^ ^ ^ ^ ^,^. ' ^ ^ ^ ^ ^ ^ ^ '^'i 
and interactive mettiJs have b t ^ ^ d T h e T T " " ' ^ ^ ^ ' ^ " ' " ' ^ ^ ' ' ^ ^ ^ ' ' P P ' ° ' ' ^ 
inhibiting a move to h a r d ^ r g s The ^c, e'^^ ' " ' '^^^"^ °""^ ° ^ ' " ^ " " ' ' 
programmes, however, are small fTohl*^ I iTl '" ' ' ' '^' ' ""^ ^""^ *^ """"'^ ^^ '̂̂ ^^^ 
of young people go t C r s u l h nrn ' " ° " ' '^^^^- ™^ "^^^« ^hat a large number 
realistic to ^^^ tWeTl s tu^H^^^^^^ ^ ' ''^^ g° ^^ '^ ^«e drugs. Whettier it is 
trying drugs is questionable. °'' ^ ^ education, to stop all young people from 
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Prevention programmes need to take into account the reality of the user. This means 
recognising the extent of yoimg people's use of substances, their attitudes towards substance 
use and ttieir reasons for use. The information and messages given to young people should be 
legitimate and relevant to their own experiences of substance use. Given the fact that most 
young people will have engaged in at least some form of substance use, ttiere is a clear need 
for primary prevention to be complemented by secondary prevention or harm reduction 
approaches. The focus of prevention policy in Europe has shifted from drug prevention to 
addiction prevention. This reflects a growing awareness of tiie need to change tiie aim of 
preventative effort from abstinence to moderation or from the prevention of all substance use 
to the prevention of the misuse of substance. In order for any intervention to be successfiil it 
must have realistic aims. As Dom and Murji (1992) suggest 'aims may be more realistic 
where they focus on reduction in levels of consumption rattier than on prevention of 
initiation' (p.4). 

Substance use prevention programmes are currentty implemented on a voluntary basis in 
post-primary schools. Recentty efforts have been made to move prevention programmes into 
primary schools. The minister for Education, Mr. Martin, recently announced a drug 
education programme which will be given to children at Pri^ary schools in areas most 
affected by dx^g misuse. The "Walk Tall" programme is graded to deal witti chiMr̂ n from 
infants to sixth class and has a different emphasis to suit the age of ttie children. Th^ r ^ ^ 
of ttie present study show that many pupils had started to use substances before reachng P«^ 
primary school. This highlights ttie need for substance use P ' ' ^ - ^ ^ ^ ^ " / [ ^ ^ ^ . ^ ^ ^ X S 
schooYsuch programmes should not be confined to certam areas, but f ^ ^J^e imp^a^ted 
across the board The results of ttiis and other studies show that -^s t^ce u^e o c o ^ m all 
areas, ft is clear that some groups of young people may be at ^-^'^^^^f^j''^^^^^ 
problematic use due to social and enviromnental factors. However «̂ « ̂ ^t way ô ^̂ ^̂ ^̂ ^ 
this issue is to combine a universal drug education ^''^^^'''jJ^'^^^J^^^ 
population with specific interventions tailored to the needs of more vulnerable young people. 

Since the publication of the first and second reports of ttie ^fl^if^^^'/^jt^tS'^^^^^^^ 
the D e m L for Dnigs, a lot of attention has been %<^;^^^ ^ Z ^ l T Z ^ l y to L 
substance use. Less attention has been paid t^^^^^^^^ L the 
use of cigarettes. Looking at ttie results of the P^^^ "̂̂  f̂ ^̂  , ^ implications of such 
prevalence of alcohol and cigarette use - P - ^ - ; ^ 'y ^ S ^ . ^ ^ J^ * n the US show ttiat 
widespread use are enormous, ^ec^^^-^es o^^b - ' .^^ '^^^^.^^ , ^ , „ , Hlega. 
they exceed the total associated with AIDS, motor ^^ivalence and a certam 
drugs, suicides and fires. Despite the danger to heal̂ ĥ th^^ ^^^^^^ ^ ^ ^ 
amount of complacency in the attitude to adolescent dmJcmg ^^^ smok f ^ ^ ^ ^ ^ 
is an urgent need for prevention strategies ttiat address the use ol legal 

focusing exclusively on illegal substances. 

To date the majority of preventive efforts ^^^^f^Tho^c^^^^^ ^^^^^^ '" ^^ 
of substance use takes place outside ot the ^eno" ' ^̂  ̂ ^^^^ ^^ ^^ings ;„ which 
classroom may not generalise to other «^"'"SS. It •« 'mpo ^^^^^.^^^ ĵ,̂ ,̂d also take place 
substance use prevention programmes are ^J^P'^^" ^ ^ „ j t y centres. Since many children 
in the community - in youth clubs, sports club's ^na ^ ^ community workers are 
are engaged in interactions outside ttie school ^Y^t^'^ • therefore vital that the 
ideally placed to play an important role m drugs education. 
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response to the drugs issue is based in the community where generally there are a large 
number of agencies and organisations to co-ordinate and facilitate the work. 

It is also important to adopt strategies that look at factors outside of the individual (macro as 
well as micro systems). A cultural or systemic approach to substance use prevention focuses 
on the social situation of the drug user and is based on the assumption that socio-economic 
factors and behaviour norms influence drug use. It is clear from the results that adolescents 
are growing up in a culture in which, amongst both users and non-users, substances are seen 
noZfir -^ *''"• ^ ' ' '' i'^^^^ingly seen by young people as acceptable and 
t i r i ' ?r" "^"'"^'" '^^'""'^ '' particularly appropriate for interventions that 
toor^ to Tcĥ 'nl r " ^ " " ' ' - ^""^ interventions have many advantages. They can lend 

L v o T v l l t t . . P^^g^ammes. It has been argued that without such support and 

T m l S i r s u t l t , T " " " ^ ' ' ' ' ' '^^''' *^^ "^y ^^^^^1 ^ -^^ P - - " t i - effort ^ - be 
Z S ava^lahi^- f T r " " T ^ " " " ' " ^ ^ ^ '^'' ^''"^'' ' ^^^uction in the physical 
" ' o^en t l ^^ ' ! ^n« f "^'^"^^^ ^ ' ""^"'"""^ '*^^^ ^^P^ t̂̂  °f * - « - i ^ and physical 

of policy a^fsolTcht^^^^^^ " ^ " ^ " ^^ '^^^ ' ^^^^^^^^^ ^"-^^^ *^t - - P P « ^ -

p'̂ L^niStr ut ztzT:^::^zi^r"-''' ^̂^̂ -̂'- ̂^̂  -^--^ -^ 
by increasine narent^i S . V.T ^̂ ^ ^°"P^ '^^ ^ ^ ^ an educational function 
preventive s t ^ a t e i ^ p Z f ? ^"^^^vf^^nt and by educating parents about successful 
scho^ In X S O Z K T ^'""'^' ^"PP"'' f°^ P°«^i^« ^ d prevention activities in 
h e i p i n g - t L ^ e ^ ^ r r r r s ^ ^ ^ ^ ^ ^ ^ ^ " ^ « - - i - -bich is geared towards 

parents and young people t o X to e X n ^ e f ^^f P" ' ' "" ' ^^ ' ^ °^"^ - ^^^^^^^^ ^^* 
conflicts of adolesc^ce c o X a ' e a ' t u l ' T ' ^ l̂̂ ^^ -̂̂ Wps prior to the generational 
Wilcock, 1998). ^P^'^t "̂ n y°™8 peoples drug use (McClure & 

o'̂ LritthtetŜ ^^ "' ^"^^^"^^°" ̂ ^̂^̂ -̂ - *i^ --^ i« *̂  '-'̂  
commented that ' ' ^ ' " ' ' ^°^^ ̂ ^̂ ^̂  ^̂  i« often ignored. Butler (1994) has 

"The use of education as a mean^ nf ^ 
institutionalised in Ireland as el iT P^̂ evention appears to have become 
were an end in itself wiUi 11^1^1 '*'̂ *^^ ' ^ ' ' ' ^ ^ ^ °" ^1" °̂̂ ^ ^̂  th°"gb it 
studies" (pg. 137). ' ""̂  "° reference to the evidence of the outcome 

It is essential that evaluation is built intn 

results of such evaluations are used to ensurTLrrr*^*' ' '^ ^""^^'^ "^ '^^^^^' "^^ *^* * ' 

Non-interactive programmes - affected i 
in the development of prevention n r n ! ^ ^ ^ ^ ^ ^ ' ^ " " * ^ ^ea that is often overlooked 
difference between understanding n e e S s ^ ^ T T ^ ' ' " ^ ' ^^^y^'^- There is a world of 
and making assumptions about needs l ^ K '"^ ^""^ ''^'^ *° ^eet them on the one hand, 
needs will vary in relation to a ranee off! f *° ""^^ * ^ °" * e other. Drug education 
social competencies, attitudes, beliefs and ̂ ? : r ! ; ; ' l ! " ? ' ^ ' ' ^^^^'"P'^ent of personal and 

"Tug related behaviour. Community factors such as 
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local norms, availability and social acceptability of substance use can also effect the needs of 
a particular group of young people. Before putting programmes into place it is vital that the 
needs of a target group are understood and the aims and objectives are clearly defined and 
realistic. 

4.10 Drug Policies 

The focus of drugs policy in Ireland over the last decade has shifted from supply reduction to 
demand reduction. This shift sees issues such as educational prevention programmes and 
research into the etiology of substance abuse coming to the fore. A recent government 
document recommended that "in the long term the most effective response [to the drugs 
crisis] might be to put proper preventive strategies in place" (First Report of the Ministerial 
Task Force on Measures to Reduce the Demand for Drugs, October 1996). The present multi
modal response, which combines supply reduction efforts, treatment services and prevention 
strategies would seem to be the most effective way of addressing the problem of substance 
misuse. 

According to Parker (1995) a different approach is adopted in relation to drug policy 
compared to other policies, in that if a policy is not working the reaction is to put more 
money into it. This points to an urgent need for continuing evaluation of the efforts bemg 
made to curb the demand and supply of drugs. There are now many imtiatives in place which 
attempt to address the problem of drug abuse, including local and national prevention 
programmes, media campaigns and various treatment services. What is missing is consistent 
evaluations of these initiatives, and dissemination of the results of such evaluations. 

There is also a need for continuing efforts in the area of treatment. While there has been some 
success in the establishment of community treatment centres, there has been ^^f^J^^J^ 
wimiing local acceptability for drug treatment centres in some areas^ This '"ay be duê  m ^ 
to pessLism regarding the efficacy of treatment in the area of a^d- - a Howev̂ ^̂ ^̂  
studies have demonstrated the success of addiction treatment (Bryan, 1998), which supports 
further Government spending in this area. 

4.11 Treatment Services 

As well as primary and secondaT pr-entive effom. < ^ ' ^ ^ . ^ J ^ ^ J ^ t 
development'of .er-iary prevenHve strategies o r ^ ^ e a ^ . ^ ^ ^ ^ ^ ^ I Z of 
levels of substance use reported in this and otherrw^ survey 6 

poly-drug use and the increasing sophistication «^^*V ' hlt^s ^ ^ S e i with dî ^̂  
numbers'of young people expenencing f^^^^^^'^'^l'tLTJ ^ M^I^n l r l l and 
will increase. According to the 1996 National ^ ^ ^ l ° " J ; ^ ' ! ^ ^ ' y o u n g e r " (Moran ct 
"clients presenting for treatment over the seven ye^ pmod a ^ ^ f J J ^ , ^ ^ ,„ 
al., 1997). In 1996 there were 223 school go«. ^ ^ ^ ^ ^ ^ ^ ^ . d e n t m L Eastern 
the National Drug Treatment Reporting System, 66/o ot wnicn wen: 
Health Board (Moran et al., 1997). 
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At present there is a paucity of services designed specifically for young drug users. Most 
services are geared toward older opiate users. Adolescents who are experiencing problems 
with drug use may be reluctant to access such services because they associate them with the 
image of the 'junkie'. A recent report of addiction services in the South inner city pointed to 
the difficulty in getting young people to access services. One service described a noticeable 
increase in younger drug users who were testing for HIV but were not using the rest of the 
services, still not realising they have a problem. 

There is an increasing need for user friendly, age, drug and legal appropriate services. 
Services for adolescents need to cater for problematic use of both opiates and non-opiates. 
They need to take developmental factors into consideration and recognise that there are often 
problems other than those associated with drug misuse: child abuse, neglect or family 
difficulties. For example, young people presenting for treatment may be the second 
generation of drug users, having parents or older siblings who were involved in drug use in 
the early eighties. In order to increase accessibility of services outreach facilities should be 
provided. In creating and expanding an adolescent service, lessons can be learned from 
Britain, where some of the policy issues aroimd adolescent drug use have been tackled, and 
from existing projects. One such project is the Crinan Youth Project, a pilot scheme for 
teenage heroin addicts which has been in operation for just over a year in Dublin's north inner 
city. The Young Persons Programmes, which have been developed at three Eastern Health 
Board addiction centres, are further examples of efforts which have been made to provide 
services geared specifically to adolescents. 

4.12 Summary of Recommendations 

• ^ r ZTT t f " ' ' ' ; '"^"^ '° ''^'''' *^ ^^^"^bility of legal substances to young 
2 c « n e n t of^he^' implementation of the national identification card scheme and 
eniorcement of the laws regarding sale of tobacco 

• nZl^tZ^^" T r t ^^'''^^"^ *^ ^̂ ^̂ ^ of availability of illicit substances is 
L t t ^ c e S 7a e ^ l ' ^^^^^P-^^t of set policies and procedures regarding . Fuî rrnrntoir̂ ^̂ ^̂ ^̂  
exampleexpandmgthewo^oTll::^^^^^^^^ ™ ^ ^^^ ^^^^^'/^^ 

; ~ ^^=0 a r i ; ; ^ S , r b = ^̂^̂  ^̂ - ^ ^^ 
• Universal drug education fnr u *u • --"aviuui. 

complemented by SDedf ic imL^ ^ ^ " ^ "^^ Postprimary school pupils should be 

primary prevention through to h ^ ^ ^ r ^ u c S f °^ '^^* '^ ' educational goals ranging from 
• Preventive activities should take nlarP JnT 

clubs, community settings as well ^schools ' ' ' " ' ^ °f ^^ttings: in youth clubs, sports 
• Current parental substance use ediio«f 

should be encouraged to become in 7 ° ^ Programmes should be expanded, and parents 
• Needs assessment and e v a r a f i r s ^ ^ ^ 

effectiveness and efficiency. ""''* *"*° ^" prevention activities to ensure 

Information about which preventive methods are effective, and which are less effective, 
should be disseminated to teachers, youth workers and parents. 
Treatment services geared specifically for adolescent users need to be expanded. 
Regular school based surveys are needed to monitor trends in rates and patterns of 
substance use among adolescents. 
Further research is needed into the following areas: the effect of availability on levels of 
use, the relationship between substance use and other problem behaviours, and the role of 
factors such as school climate. 
Surveys should be conducted examining rates and patterns of substance use among those 
who are not reached by school surveys: absentees, early school leavers and homeless 

youth. 
More in-depth longitudinal studies would increase understanding of the risk and 
protective factors associated with substance abuse and the long-term outcomes of 
engaging in substance use during adolescence. 
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CHAPTER EIGHTEEN 

THE PSYCHOPHARMACOLOGICAL TREATMENT OF ADOLESCENT AND ADULT 

ATTENTION DEFICIT HYPERACTIVITY DISORDER 

Michael Fitzgerald. 

Adul. ADHD is becoming a ...her ' W ^ ^ ^ ^ ^ ; f f j ^ ^ ^ ^ 1 o 
Nevertheless it is a diagnosis that is often missed whieh leads to umiecessaty 

patients. 

Tie followtng are the three core clinical symptoms of At t end Deficit HyperacUvity 

Disorder in adults : 

(1) The first core clinical symptoms relate to « - " i ; f ; : ^ ^ ^ ^ ^ ^ ^ 
patients show poor concentration; are -^'^ll^^'^J^^^^^ distracted by 

L k s ; shifting activities ^^:^^f^^ZXZ^^^^^ - '«^^^^^^' ' " ^ 
external stimuli or events; are ^i^^^f^J^^ ....jl and has difficulty listening. 
problems organising time; pay poor attention to detail and Has 

• , tnm relates to impulsivity and the issues here are 
(2) The second core climcal symptom ''f ^̂ es Jo imp y impulsive urges and 

impatience; acting without thinking; talking out of tum, 
temper tantrums. 

. c hvneractivity and the issues here are having a 
(3) The third core clinical symptom is n^P^^^' J ^^^^^^^^ remaining seated during 

restless feeling; having motor h>p^acmty,h^^^^^^^ 
meetings and meals and having difficulty working quie y 

• T̂ cx/t TV2 states that 'for individuals (especially 
TTie coding note in relation to ADHD in DSNHV st̂ ^^^ ^^ ^^^^^ ^^^ ^ „ ^^^^, ^ , 
adolescents and adults) who currently have symp 
code of 'in partial remission' should be specified . 

n<;M IV may be inappropriately worded 
Kevin Murphy and Russell Barkley^ P T ' . r U u t d beVoo stringent when applied to adults 
for aduhsld%hat the diagnostic thre^ho ^^"^^^^^^^^^ \ -^ p , ^ ^ , jhey pom out 
which could result in underdiagnose of the ^nd.Uonj ^^^^^^ ^.^^ ^^ ,„h.bn.on 
that ADHD should be diagnosed in ^̂ uUs whj"e P ^ ^ ^ ^ ^ have resulted in 
sustained attention, and restlessness have persisted 
impairment'. . ., „^ , 

. n5 A n<;M-Iv' definifions are very similar except GoodmanandScott^pointoutthatlCD-lO andDSM V ^^^^^ Hyperactivity Disord^ 

that the terms used are Hyperkinesis and Atten^ ^̂ ^̂ ^ ^ ^ ,^ , a 

respectively. They require Pe^ -^^ f^ l ^ . ' ^^X do I w affective lability and impulsivity. 
playing quietly is not relevant for adults but adults 

• 3 _ 40/0 of adults. Unfortunately, 
Gorman and Greenberg^ point out ̂ at "ADHD occu« ' ^^.^.^, .̂̂ ^ ^̂ ^ ̂ ^̂ ,̂ ^^,,, af̂ er 
some clinicians simply do not believe this. In fact, so 
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12 - 13 years of age, even teenagers who had ADHD as a child, and who are still havine 
attentions problems. Persistence into adulthood has been officially recognised since 1978" 
They also point out that less than half children with ADHD will "outgrow it". 

n o n , T . r \ ^ ' " ^" ^^^^' ^ ' ^ ' '''^^^'^^^ ^^^' approximately 0.5o/„ - lo/, of the young adult 
population have symptoms associated with ADHD in the U.K. 

Predictive Validity and Reliability: 

S : ^ i t S r ""^e^VT * ; i ' T '"''''' *" ^̂ ^ ^̂ "̂ ^̂ ^ ^' psychophannacological 
w ^ S d r l t d l S o U Z r * ' '"^^^ "^^"^P""^^ ^^^^ fr^"^ 250/0 to 750/0 while 
Tfferem d̂ agnt̂ ^̂ ^̂ ^̂ ^̂ ^̂  T T '"'' '' ' ^"^'^^ ""'f«™ ^^o/o. This could be due to 
" f e r r t L d i T r f ' ^̂ ^̂ ^̂  '^$" characteristics on dosage regimes. They conclude that 
flXs t w l r S r^^^^^^^ Psychopharmacolol^eal treatment 
stimulants Finallv fon^h, J . ?. T ^ " ^ predicts a positive response with 
famihZco/elatt^i^^^^^^ studies suggest that adult ADHD has neurobidogical and 
finding nd^cat h™^^^^^ ^ f . " / ^ 'childhood ADHD. Taken together, these 
up data i n S r t i a U d u T A D H A ' '™ ' ' i "^'"^ ^" ^^"'^^" ^h^^ ^̂ ^̂  "^te that follow-
substancetut ^ I ' ^ o ^ l ^ ^ ^ l f ^ ' ^^* "P^^^^^ - -^ ^^^^nction, work failure, 

toTesSrSfeX"^^^^^^^^^ r '^'^'^ ' ^^-^ - °^^-^V has led some clinicians 
al. point ouTthTs S e entoH^^^^^^ ^ ^ "«^ ^^nsider adult ADHD. Spencer et 
disabling diso d t th^f f n o T £ l v T ^ T ' " ' ^ " ° ° ' ^^^«^^-«' ^ D ™ - ^^hr- '^ 
sttidies L reliable a^dvalMreS^ to be forgotten". They conclude from their review of 

and vahd retrospective diagnosis of childhood onset ADHD can be made. 

Chiarello and Cole^ point out that nn ««• ^ • 
patients who may occupy a band on 1 ^ 1 . ? T ^^^^ "^^^ *« demarcate "a group of 
distinct and pharmacologically t r e lwe s ^ ' o t " ^ ^ ^ ^ ^ 
increasing evidence for the suonort nf thl « ? " ^^ ^'^^ P«^"t out that there is 
supported by the often D e r . k w / V u - , 1 ^ '̂ """̂ ^ ^^ î̂ î y of aduh ADD". This is 
adulthood. In addition they poim out t h ' ' a r t • : ^ ° " ° *"'" adolescence and young 
and can benefit from psychostimuirts ' ' '"''^ *^^ '̂̂ "'̂  ^ ^ ^ "^"^ i" f̂ "̂"'" 

Demuth"^ emphasises the importance of a .« 
background information in person on the !j°"^P'"^*^^nsive history as well as "securing 
as other people who know the patient weH P ^ ^"^ ^^ questionnaire from parents" as well 
a good history themselves. Clearly scho [^^°"^,^^* ^^HD can have difficulty in giving 
important as persons with ADHD often <= T ^ ^ employment history will be very 
looking for co-morbid diagnosis is a k o T ? , u""^^ P^*"™ ^" *ese areas. The issue of 
points out that "adults with ADHD who because these so often occur. Demuth'" 
perform at average levels while still nndJ^T^ '^^^ ^^^ "^^^ simply compensate better, 
hyperactivity". ^^ achieving, or mavK^ ^„^,i„„i„^ j . . . . . .,._ ,„„i, ̂ f • maybe overlooked due to the lack of 

Demuili'%lso notes in a history of never-endino -, . 
as well as accidents, substance abuse d i f f i^ l^ ^ ' ''^'^'''^ ^^ home and in place of work 
with sleep, exfremes of temperament 'and . ^ ^ ^ f ̂ "̂ P^̂ îng the reading of a book, problems 
using alcohol, nicotine, caffeine or coclint QK °̂ ^^^^ *^ '^^"dition with self medication 

cocaine. She notes that some "ADHD adults report that 
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cocaine helps them to focus and concentt-ate more effectively and they do not appear to 
experience the same "high" the others may experience". 

Wilens' et al. they found that adults with ADHD reported difficulty with comprehension of 
written material due to poor concentration and that they have an inability to attend to and 
code information into short term memory. They have a low tolerance of fi^stration and tend 
to be stubborn and have chronic conflicts in relationships with peers. They have an 
"enduring impulsivity, lack of concentration, an inability to organise and complete tasks 
which typically lead to academic and career underachievement, interpersonal difficulties and 
intrapsychic distress". They experience failures in many areas of their life and this can lead 
to low self esteem and a sense of hopelessness. Hechman" points out that they tend to be 
better in verbal abilities and it will be noticed that their educational work records show many 
changes of jobs and a drop out from further education. 

In terms of occupational performance under performance occupationally is probably much 
more common although the occasional person with adult ADHD can do very well if they find 
the right niche in life. 

Co-morbidity and Differential Diagnosis: 
\^u-moroiuiiy unu lyijjcit^i'tt—^ ^—o 

Shekim'̂  et al. found that in the sample of 56 â uUs th^^^f 3^^^^^^^^^ 
additional diagnosis and only ^ had ADHD dia^-^^^^^^^^ drug 
criteria for generafised anxiety d^^^''^^'^^"!'Ithymiac disorder. These findings were 
abuse, 250/0 dysthymic disorder, and 25/o cyciomym 
similar to those reported in the literature . 

Some clinicians believe that adult ADHD really J ° ^ ^ " \ f ̂ ''^^^ * ^ rate ^ 
atypical depression. ^ ^ j l f ^ / J y j f ^ n t t S Deficit Hyperactivity Disorder in its more 
with depression. Indeed adult ADHD is mica 
pure form. 

If the clinician does not take a childhood ^ i W he / she ^ay <^^^.^^J^ ^^^^^ before age 7 
ADHD. If they take a childhood history ^ey wiH s"' î̂ ^^der which tends to have a later 
and then will be less likely to conftise t̂ ŵ ĥ mp ^^^. l̂ ^k at symptoms. Some 
onset. Here there are very many overlapping s)^ptom ^^^^^ ^̂ ^̂  ^^ Persons had 
people have grossly over diagnosed ^^^^^^''^l^",, n.ajor depression i.e. about 27o/o. 
ADHD. Adult ADHD's have about twice me 
Personality disorder is also co-morbid m about 2U /o. 

• nf ADHD and these include patients who 
The following disorders can lead to a n;i«diagn°sis^ hyperthyroidism, have experienced 
drink too much coffee, have anxiety states, ̂ ^^'^^^^^^Zusc most of their life. head injury. Post Traumatic Sttess Disorder or chronic 

« ^ with antisocial personality disorder, borderline personality 
Adult ADHD can also be conftised with antisoc F-
disorder and schizophrenia. 
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Neuropsychological Tests: 

There is no definitive neuropsychological test for ADHD. Continuous performance tests are 
sometimes used to assess attention. 

Test of Variables of Attention'^ began development in the 1960s. The current version 7 was 
released in 1997. It takes 21 minutes to complete. It can be used for all ages fi-om 4 to 80 
years old. It measures attention during both uninteresting and stimulating tasks It also 
measures impulsivity or disinhibition as well as reaction time. It also measures variability in 
responses as persons with ADHD tend to be more inconsistent than normal. 

The T.O.V.A. has been standardised for adults. In a recent study the T.O.V.A. correctly 
ck^sified 89% of attrition deficit cases (and 90% of normals) with 11% false negatives and 
lO/o false positives . Greenberg'̂  also uses the T.O.V.A. to indicate dosage levels as 
medication is adjusted. 

ITL "^ ̂ \- T f « T * ? "e^opsychological tests like continuous performance tests are 
r l t Z ? " H ."J ' '^"^^ ^f ""'^ ^" combination with other sources of infonnation at 
tTt^e« w n t K ' ^ ' " ^ I ^ ""'"^^ ' ' ' ^^tablishing a baseline against which the response to treatment can be momtored . 

^ I t i n H n T r ^ ^ ' ^ ^ t ' . ^ tests include the Matching Familiar Figures test"^ which involves 

i ^ t t l t o ra ' ^L lo ! ! ' " ' ' f VTt'r '"^ ^^yP^^-tivity and involves the deletion of a target lener irom a random sample of alphabetical letters. 

Genetics of ADHD: 

X ^ n L ^ A s l o S ' ^ : ' ; " ' ^ . ? ' = " ' " ' '^ " f i l i a l disorder wiA a large genedc 

Stevenson" examined S i l ^ ^ ftL"^, "^ ^ ™ '" ^ " " ^ " °°°*"™ ™^ 
They showed a eoneordance for A M D „ ? , , ? """""^eohc twms and 111 dizygoHe Wns. 
twins. Medications which inhiKi, „"" ' " ' ' '>>>•> monozygotic twins and 33% in dizygotic 
amphetamine S ^ S y m i l e b S " " ™ " r ^ ™ » ^ ' " " . - c h as Methylphenidate and 
Dopamine n e i s S s « l T " " ' ^ ™ ' ' '"jesting that abnomalities in the 
estimated .hat the ^ ^ c ^ X > ^ ^ Z ' l T ' ' "™'^ ' ' - '"""^ ™*"". ^ 
be made up of several genes ̂ h of ^ - l l « <i^ ™ ™ ° « ' " ''*"'">'• l""''» ' * * "̂  

Stevenson'i^ estimated .h« ftetStTbiirof d ^ t ;̂ f r ° " *^ " * " " " " ' ° ° ^ " ' " ^ 
attention as being 30 - 50% witK ^^ **̂  *>̂ "̂ 8 of traits of hyperactivity and 
the variance. * "^"^^"^ environmental factors accounting for 0 - 30% of 

The work by Dr. Michael Gill on suscenriKii., 
fiirthering genetics of ADHD Gill et al ^ ^ î  ^^ ^ ^ ^ has been of great importance in 
Hyperactivity Disorder and a dooamin ^ " ^ " ^ ^ association between Attention Deficit 
implicated dopamine beta hydroxii^o ^^^port polymorphism". Further studies have 
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Unlicensed Drugs: 

It is the Psychiatrist's duty to prescribe psychotropic medications for adults which would be 
beneficial to the adults and he or she should be familiar with current opinion on the 
effectiveness of these drugs and their safety. They should be aware of the information 
available in the published scientific literature and in the light of their own expenence they 
should be able to decide what drug to prescribe and what dosage to prescribe. In the Umted 
Kingdom "the Department of Health has stated that it would not expect that a health authonty 
would seek to fetter a clinician's freedom to prescribe by expressly directing its medical staff 
against prescribing unlicensed products". The book Medicines for Children published by 
the Royal College of Paediatrics and Child Health states that "even if a health authority w^e 
to direct its medical staff, the view of the Department lawyers is that a court would be 
reluctant to support the authority in those circumstances. We also ™d«̂ «tand th« ^ ^ 
would not hold the prescription of a medicine in these circumstances to be a breech «f the 
duty of care, if that treatment was supported by a ^̂ P̂̂ ^̂ ed body of medical opim^^^ 
consider that NHS Trusts should support therapeutic practices that are advocated by a 
respectable, responsible body of professional opinion" . 

Medications for adult ADHD mainly fall into the category «f f Ĵ ^^^^^^^^^^^^^^^^^ 
label medications. When using an unlicensed Product ^e îanu^ '̂̂ nmn^^^^^^^ 
Hable for any misadventure arising from its use, but the Consu^^^I P'̂ ^^^^^^^ 
Hable. While there is no obligation to obtain consent from a patient for * ^ J ^ ^ f ~ ^ ^ „ 
medications and indeed many patients become womed when -fonned *̂ ^̂ ^̂ ^̂  ^e 
an unlicensed medication and require reassurance. It is best P 
medications are off label in my opinion. 

Heal/^ quotes Mr. Panting from the Medial ^^oj^-^^^fif^^^^^^ 
speaking, provided there is supportive expert opimon, then the claim 
irrespective of the wording of the drug hcense . 

The consultants in each hospital '^''^:;X^Zl":^^^^^^ '" ^""^ ^ 
professional consensus on the treatment of ADHD usmg me 

Ritalin: 

W points out that in relation to adolescent A n - i o " Defict Hypeta«ivity Disotder U,e 

following medications may be therapeutically indicateo 
r-x\ Antiosvchotics (4) Clonidine, (5) 

(1) Stimulants, (2) Tricyclic antidepressants (3) ^ P ^ ^;idase inhibitors, (9) 
Guanfacine, (6) Fluoxetine, (7) Clomipramine, (8) Monam 
Bupropion. 

. ,- • ctni the first choice treatment and found diat 
Wender̂ ^ et al. points out that Ritahn ^ ^ ^ ^ ^ ^ i ^ a r l y superior to placebo when used in 
Methylphenidate "in doses up to 60 mgs P^ ^ay waŝ ^̂ ^ ^X ̂  ^^^^^^^„ ,„ ,hat particular 

a cross over design in a gro"P ^^ ^ ^ ^ 7 ' \ j . J ^ a ^ 
study 53% improved with Ritalin, and 8% witn a m^y 

Vi rt tprm memory and work 
Methylphenidate has the effect of ''^^^^/^Tp^'Js^fncnds ^ndmoi^^ 
accuracy. In addition they improve socialisation wu p 
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seen in an improvement in handwriting and fine motor control. They decrease impulsivity 
distractibility, irritability, aggression, oppositional behaviour and disruptiveness. 

Chiarello and Cole' point out that "these findings suggest that adult ADD may indeed be a 
residual form of the childhood disorder, and that adult suffering fi-om the adult manifestation 
of the condition appear to be responsive to psychostimulants". They conclude that "if the 
true likelihood of "real" stimulant response lies somewhere between 26% and 57% then 
some controlled studies will be statistically significant and some will not be". 

^u^^^^ blind placebo trials have shown that dosages are quite similar to dosages used in 
c h i l t o " ^ Pi-escribed for adults have been shown to be just as effective in adults as in 

mSicati?n' ^^^' """̂  *" ' * ' ^''"'''^'''^ ""' ''^'^*''' contraindications to stimulant 

i i o ^ ^ ' ' ' r l t ; f ^ ̂ \T^"l- ^^^ ̂ ''''"^ "^^^^"'"^^ '•^^^ti"" to stimulants, (4) Height and 
^ a ^ w i ^ ^ M ''' ^^ ' 7 ' '"^ ^^"'^ P^^^ "̂̂ ^ ^™^"^^ ' (6) Patient being currently treated with a Monamine oxidase inhibitor. & :> 

S r i X b r n t v l l f ' ^ H i ? ^ ' ' ^ ' ' " " ' " ' ' "^ ' ^"^°"^"^^' d^̂ ^̂ ^̂ ^d appetite, gastrointestinal 
^rLnTomml' ' Zlff ? ' "" '"'' ""^ P^"^"'^^'^^' ^"^^^"^^g of behaviou . The following 
d iodes cZtiveir.1^^^^^ . ' " ' " ' ' ' " ' * ' ^ ^"'̂ ^"'̂  P^^^^osis, major depressive 
m r e a ^ d S n a t o T ^ ^ ^ ^ ^ ^'""^ P^^^^"^ '̂ ^^^^^^'^^ '̂ ^hargy and fatigue, 

and constipation, rash and hives, hyperacusis, formication and necrotizfng vasculitk 

^^^^L£T^T:V^^^ *^ - - b o l > - of anticoagulants, 

with Imipramine it can c a m e T T ^^^P^^^^ '̂̂ ^ effect of Guanethidine. In combination 

I t e x a g g ^ r i e ^ t r e p h S r i ^ ^ ^ ^ ^ ^ ^ " ' ' ' ^^'"^^' ^^^^^^^°"' ^^'^''^^ ^ ^ P̂ ^̂ ^̂ ^̂ "̂ 

^ ^ Z : ^ : t ^ t ^ - ^ : : ^ ^ ^^f^^ nmess or if t h e . IS a histoi. of a 

psychosis. There is some risk of abuse 
of these med' ^t' ^^^^ '̂̂ ^t^^ '̂̂ ^^^^" ^" ̂  P̂ '̂̂ ^̂ *̂̂ "̂  

There was concern that the Drescrintinn f *• , 
disorder would lower the seizure ti? f , f "^^^^ts in patients with coexisting seizure 
Methylphenidate in children with eoi el^tl T. • ^""^"^ '^^'^' ^"^^^ ^̂  *^ '^^^^ "^ 
body weight predicts optimal dose nf M'.U V . '''^^'^^^''S that there is no evidence that 
evidence that some children will resnond ^n ^ ^ T"^'*"- ^^ "^^^ ^^^8^^ level there is 
doses. Pliska^^ in relation to ticsUd^t . ° '^ ' "^^"^^ ^^^''s ^ i " i-espo"^ to high 
(1 mg per kilogram per day) there was " « ^^^"^ ^^''^'' *^* ^^^^^"' ^̂  ^^^her doses 
lower doses Methylphenidate was not difff . T ^ '"'''"^^'^ '" t̂ '̂ " «" Methylphenidate. At 
are not an absolute contraindication % ""̂ "̂  placebo in increasing tics. Stimulants 
important to start with lower do«^. o'"̂  ^''^^^"'•ette's disorders with ADHD but it is 
decrease. ' ' '^ ' ^ ^ '"deed in some patients the tics may actually 

While a patient is on Methylphenidate it ,c *, -̂ -
weight every three months and to do a fi.iK T'^'"""^' *° "^""itor the blood pressure and 

lo ao a tull blood count once per year 

t30 

Spencer̂ ^ et al. found that the response to Methylphenidate was independent of gender, 
psychiatric co-morbidity with anxiety or moderate depression, or family history of psychiatric 
disorders. They used 1.0 mg / kg per day of Methylphenidate hydrochloride. The maximum 
total dose used in the USA is about 70 mg per day. 

Spencer̂ ^ et al. showed that a higher dose of 1 mg per kilogram per day had a better response. 
They found this higher response rate was seen with the higher dose i.e. 70% compared with 
approximately 50%. Methylphenidate has a plasma half life of about three hours and is 
totally excreted within 12 hours. Clinical improvement reaches a peak in 1 to 2 hours but 
rquires multiple doses per day. It has its greatest effect on motor activity, restlessness and 
inattention. Initial starting dose is 5 mgs at 8 a.m. and midday. It can be increased every two 
to three days if there are no side effects. In Ireland the dose range is up to 40 mgs per day 
and in the U.K. up to 60 mgs per day. 20 mgs is the usual maximum prescribed at any one 
time. The last dose is usually given around 3.30 to 4.00 p.m. as if it is given later it can cause 
insomnia. 

As patients often forget to take their medication he suggested a wrist watch alarm to remind 
them. Wender̂ * also notes that patients responsive to stimulant drugs rarely require increased 
doses after they reached their benefit plateaux. Tolerance is the exception rather than the 
nile. He points out that most patients experience no decrease in efficacy even after years of 
use. 

Levin '̂ et al. in a study of cocaine abusers with ADHD suggests that under close supervision, 
the combined intervention of sustained-release Methylphenidate and relapse prevention 
therapy may be effecfive in treating individuals with both aduU ADHD and cocaine 
dependence. 

Levin̂ « et al. found that subpopulation of cocaine abusers may be one « i*?J^°^^ f^^ f ^ 
treat, particularly if the ADHD remains undetected. To F^vide f ^^^^^ s u e h T L s e 
cocaine abusers, clinicians may need to identify subpopulations ^^ P^ f^^^^^f ^̂ ^ 7 ^ ^ 
with ADHD, arid target both pharmacologic and -IJPh^^^-^^^^^^^^^ 
groups. As stimulants can be abused Zametkm ^'''''Xi^^'^7£l^srs or other doctors 
for early prescription renewals and for patients seeing multiple psychiatnsts 

for prescriptions. 

Tricyclics: 

1 • ^ • th. treatment of Attention Deficit Hyperactivity 
Imipramine has shown clinical efficacy m the treatmem ^^^ ^^^ has been 
Disorders. It is used when Methylphenidate ha^/ f ^ ^ ^ ^ ^ 3 ^ ^ a mood disorder. 
problems with side effects or alternatively when there is Aunu 

Imioramine have reported a 
Spencer̂ 2 ^̂  ^̂  ^^^ ĵ̂ t̂ ĥ̂  tricyclic ^t^^.^''^''"!!„e or improvement in tic disorder 
high rate of improvement of ADHD symptoms with no change P 
over extended follow-up period. 

•̂  • îffprence in the reduction of ADHD 
Wilenŝ ^ and colleagues found a highly significant ditter^^ ^ ^ ^ ^^^^ ^^^ ĝ„/̂  ^j. 
symptoms between adults receiving Desipramine an F ^ ^ considered positive 
Desipramine treated subjects and no subjects ^̂  *^ P ' ^ ^ ^ ^ of dose, level of impaimient, 
'•esponders. The response to the Desipramine was independen 
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1T ' ' ! " 'H n "- '̂̂ '""^ psychiatric comorbidity with anxiety or depressive disorders 
regarded Desipramine as being effective in the treatment of ADHD in adults. 

Clonidine: 

They 

L ' t l ' t u n d ' " ' " * : J^- t̂ment of ADHD is Clonidine, an anti-hypertensive drug which 
ftas been found in recent times to be effective in treating persons with ADHn it . 

by 26 micrograi^sTn«tsT^^ "'^^ ^^-^ ' ' "^^'^^^^^^ at night increasing 
usually impr^^s h e T h a l r̂ f 1 " '̂̂ '"^g^ '̂̂ s if tolerated in adolescents. Clonidme 

doses at breakfast T d aTbtdt i t^ ^.^^^^^^^^^^ 
Clonidine's short serum half hf̂  r i . I u . . "^ ^̂  ^̂ - suggests that because of 
bedtime. DosageTould be ^ ! ' H n f ' , '^'"^''^ ''^ administered 3-4 times daily and at 
Mg/kg/day. iHs possiWet i r ',^"'*' "P "^'^ ^^« «̂ *°"^ ^^^ks is usually 3 / 5 
dose."^ oJdio ta .rryp ;̂̂ ^^^^^^^^ effectiveness after six weeks on'the M 
the doctor should rn ro rh io^H ' ^""hythmia's are rare but potentially senous; so 
treatment and at h i g r r l s e s if a ' " ' '" ' " electrocardio^ams before 
and major depressions '"'• Contraindications include cardiac airhythmia's 

When Clonidine is being termitifltPH it .u u i. 
increased blood pressure ^'^'' '̂  ' ' '""'d be stopped slowly because of the danger of 

Hunt noted that in contrast to the f 
tolerance but does not decrease distractih!l!l!^"!!'v,^^''"''^'"^ ^PP^^""' ^̂  "̂'̂ '"̂ ase frustration 
disturbances in adolescents diagnosed with A n i n 'T ^^^" "'^'^ *" *^ treatment of sleep 

gnosed with ADHD. It is not licensed for ADHD. 

Combination of Drugs: 

A not unusual combination of drues H 
Europe are Methylphenidate and Clon^fn ^^' '^" '^ 'y i" America, and less frequently in 
improves concentration and Clonidine In "̂ ^̂ PP^̂ rs that Methylphenidate particularly 
concern for the safety of this comhin^t^ u^' hyperactivity and impulsivity. There was 
taking Clonidine and MethylphenTdar M T °^ *^ ^"d'*^" deaths in three children 
Clonidine. One child had no detectahl. 0^^^* ^^^^^ ^^""^^^ '̂ ^"Id be directly linked to 
mortem, and 'the second had extensive fiK? ° ' Methylphenidate in their blood post-
while the third died after an intentiZl .v !.' '""^"^ ^^'^^ heart thought to be congenital, 
monitor patients on this corr^^ZnfaT^T "^ ^'"^'^-tine"". ft ^ important then to 
monitoring particularly early jn J J H I Ẑ *"*: ^^^^8*^*'blood pressure as well as ECG 
abnormalities might be uncovered"" ^ f u^^"" "previously unidentified congenital 
ADHD and Oppositional Defiant Disord^ '̂ O'̂ bination has been found usefiil when there is 
commonly used combinations of ZZ7J^ "''"'^^ ^'^""'^^ *« Present. The other most 
psychostimulant with a selective Serm^ r ° " ' / " *^ ^""^^ States would include a 

serotonin reuptake inhibitor antidepressant with Clonidine 

or Buspirone or a beta blocker. If there is ADHD and panic attacks Methylphenidate plus 
Propranolol has been used. 

If there was ADHD plus anxiety, anger, ODD or agitation Buspirone 5 mg daily increasing 
by 5 mg increments to a usual maintenance of 15 - 30 mg, has been used in addition to a 
psychostimulant. 

Spencer̂ ' et al. also suggest the following ti-eatment for ADHD plus anxiety stimulant plus 
Buspirone or stimulant plus SSRI - tiicyclic antidepressant. They suggest for ADHD plus 
multiple co-morbidity's that tiie prescriber should address each co-morbidity and pnonties by 
severity. They also point out that following a sufficient period of f «"^^J^J^h'"^°?;^J 
to 12 months it is prudent to re-evaluate the need for ^^o-^^^f f ^ ^ ^ ^ t S r i r n n S 
intervention. They conclude that "stimulant medications contmue to ''^ ^^ ^^^^ "^^^^^^^^ 
choice for uncomplicated ADHD in individuals of all ages, ̂ ^^^^^ , . ^ ^ J T v ^so 
Bupropion for non-responders or patients with concurrent P^^'^^^f^'^j'f^^^^^^^^ 
state tLt "current clinical experience suggest that ^^^''^l'^ZT^±.T^^cS^c 
successful treatment of some complex ADHD patients with partial responses or psychiatnc 

co-morbidity". 

Bupropion: 

Spencer3^ et al. point out that Bupropion js a^ovel . ^ ^ - ^ ^ ^ 
indirect Dopamine and Noradrenergic agonist ettects^ of Bupropion for 6 to 8 weeks a 
study of 19 adults treated with ^n ^^^^^e "f 360 «§ J^^ 
moderate to marked response was observwl in 74/o oi J ^ ^ to be rapid and 
1 year in 10 subjects. The response «f ^DHU w P F^^ ̂ ^^ ^̂ ^ depression with a 
sustained. The dose of Bupropion for ADHD was s ^ ^ ^ ^̂ ^ ^ ^ ^ jy^^ 
suggested maximum dose of 450 mgs per day divid«i iwo ^̂  ̂ ^ ^ ^ ^ , ^ t ^ 
conclude that "Bupropion should be limited to patients who tail P" 

more conventional treatments". 
• o fi^t Hvoeractivity Disorder with an open 

Wender" et al. treated 19 adults with Attention ^^^"^'^^^^ stimulant medication or 
trial of Bupropion. These patients had r^ceiv^ p^^rteen of the patients experienced 
monoamine oxidase inhibitors for average ot J./ye • ^^^^ -^^^ chose to continue 
moderate to marked benefit from Bupropion, toi ^ ^̂  ^^p^p^^^ ^^y be an 
Bupropion rather than their former medication^ J^ese^^ ^^^^.^^ ^^^^-^ Hyperactivity 
alternative to stimulants in ti-eating some aouiis 
Disorder. . 

he between 50 and 150 mgs three 
For Bupropion Wender^^ suggests an effective ^ o ^ ^ ^ 37.5 mgs twice a day ^ u a l l y 
times a day. His poUcy is to divide the tablets^ds^ri w^^ .^ " ^ ^ " ' t ^ ' 
increasing the frequency to three tim^ ^!^\^°'^^o parents who suffer from a concuntnt 
view that Bupropion may be more effective in AX^ 
chronic major depression. . .^kun 

«>ciated with a significant reduction m ADHD 
Wilens" et al. state that Bupropion SR ^ f f ^ f ̂ he six week treatment period. 
symptoms, which exceeded the placebo at the ena 
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Venlafaxine: 

Spencer̂ ^ et al. also point out that when using Venlafaxine, unlike the SSRIs, there is a need 
to monitor for potential cardiac effect, such as diastolic hypertension. 

There is also some preliminary information on an open-label trial of Venlafaxine in adults 
with Attention Deficit Disorder. Twelve out of 16 patients decreased Attention Deficit 
Disorder ratings by almost half̂ *. Hedges^' and colleagues suggested that control trials 
should be conducted with Venlafaxine for ADHD. 

Bender*' points out that in an open-label trial ADD adult patients were treated with 
Venlafaxine showed a reduction in symptoms. Horig-Rohan**^ found that "improvement in 
both depressive and ADHD symptoms was comparable with Venlafaxine, Bupropion and the 
stimulant - antidepressant combination; while a stimulant alone appeared less effective for 
depressive symptoms". Horig-Rohan*" speculated that "there maybe something unique about 
the Venlafaxine based on its Phenylethylamine chemical structure". 

Tomoxetine: 

Spencer̂ ^ et al. also point out that Tomoxetine has been used for the treatment of adults with 
ADHD. They used an average daily dose of 76 mgs per day. Tomoxetine was shown to be 
more effective than placebo (53% versus 10.5% p< .05). 

Guanfacine: 

Spencer̂ ^ et al. also point out that Guanfacine has been used with adolescents with ADHD 
with positive effects and had a similar side effect profile to Clonidine although less sedation 
has been reported. 

The findings suggest that Guanfacine may be a usefial agent in the management of a number 
of the core features of ADHD. Further studies with a double-blinded placebo-controlled 
design appear indicated. 

Risperidone: 

" r ^ ^ r m r o T p ^ ^ ^ ^ ^ ^ ^ ^ ^ -• l -h is licensed for use in children over age 15 
for conditions like Tourette's' the ^o^^ 'V"^ ^ ^ " *o""d useftil in younger children and 
gradually to a maximum of 4 mes dail!Tn7^"?V^.^"^^ milligrams on day one to increase 
be eflTcctivc. It is necessary to do « ĥ « i IT"^ '^°'^'- ^^^ uncommonly a low dose can 
intervals and to moni^Twood t ^ ^ Z ' " ^ '''' ^^^<^' ^FT), repeated at three monthly 
with Risperidone. There is sornTcZ i "^^'^^ '^&^^\y as weight gain can be a problem 
Mcthylphenidate and Risperidone in AH i *^''P^^*^ (̂ "» no formal studies) of the use of 
where benefit has been shown wh«, ^ \ T ^ ^ "^'^ ^^^^^ ^ ° " D / impulsive conditions 
requires further study ' °"^^ P^^^'^'l'ties have been exhausted. Clearly this 

Kewley"*̂  has pointed out that Risperidone may sometimes be required when there is co-
morbid ADHD and Oppositional Defiant Disorder and Conduct Disorder. These patients had 
been on Ritalin plus Clonidine and when Clonidine failed Risperidone was added in. He 
found that 67% of 30 children showed a very significant improvement in symptoms. There is 
the risk of extrapyradimal side effects. 

There is also a need for an active multimodal approach, including somatic treatment, 
psychotherapy, including cognitive re-mediation strategies to enhance attention, organisation, 
memory, and problem solving skills in patients with ADHD. 

Cholinergic Agonist: 

W i W et al. found .ha, "ABT - 418, nicoUnic analogue, maybe a potentially ^ agen, in 

ADHD". 

Conclusion: 

1. is ,ui.e likely fta. adult ADHD .s actually going to become one of the rather "finn" 

diagnosis in adult psychiatry. 

It is not uncommon to treat the mood disorder and '̂ ^^^P^^^^^^ '̂̂ 'Th^e appears to be high 
may have the effect of reducing drug ^ddictio" and impnso ^^^ ^^^ ^^^ ^^^^ ^^ , 
rates of ADHD in prisons**. Patients treated for ^^"^ , ed as adults and often 
more. These adult ADHD patients often are ^ ^ ^"^J J ^ t ^ Opacity. Genetic factors 
are very much under fiinctioning in terms oi me 
appear relevant* '̂* .̂ ^ , , . 

• the treatment of adult ADHD has always to be kept m 
The issue of unlicensed medications in the treatmen 
mind*'-*«. 
I wish to thank Ms. Ellen Cranley for secretarial assistance. 
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CHAPTER NINETEEN 

THE RELA TIONSHIP BETWEEN EXCESS FEARS IN IRISH CHILDREN 

AND MA TERNAL ANXIETY 

Ann Scully, Michael Fitzgerald, Anthony Kinsella, 
andAiveen Higgins. 

The stiidy examined tiie fears of 50 Child and Family Clinic attenders and a control group of 
20 children, as rated by their motiiers. Motiiers were assessed for anxiety and depression 
symptoms and a positive correlation was found between maternal anxiety and excessive fears 
in children. The study found no statistical difference in levels of excessive fear between die 
clinic and control group. However differences may exist between groups for type and range 
of feared objects. Possible explanations and implications for die matemal anxiety / excessive 
fears correlation are discussed. 

Fear is defined as "feeling of alarm or dread tiiat is invoked by some specific object or 
sihiation, or by an anticipation or tiiought of tiiat object/situation" (Rutter, 1993, p. 161). 
Fears in childhood are relatively common (Jersild & Holms, 1935; MacFarland, Allen & 
Hoznik, 1954). Lapouse and Monk (1959) found seven or more fears or womes in a sample 
of children aged 6-12 years. 

Children's fears are generally age-specific and follow a developmental pattern which reflects 
changes in the growing child's perspective of reality (Bauer, 1976; King, Hamilton & 
OUendick, 1988; Marks, 1987). They appear to emerge when die child becomes increasing^ 
aware of potential danger (Jones & Jones, 1928) and are normal responses to ̂ J^^e variety 
of threatening sitiiations or objects (OUendick, 1979). In this sense, ̂ l̂̂ l̂ ôod feâ P̂̂ ^̂ ^̂ ^̂ ^̂  
survival or adaptive value (Marks, 1987), as they provide a protective response to an 
unknown and uncontrollable situation. 

While most childhood fears are mild, transitory and adaptive (^^^I^^^'^'^'^^^^ZTZ 
excessive, persistent and may result in "maladaptive avoidance behav^o^causm^ 
distiess t ; tiie child (Miller, Barrett & Hampe, 1974). In '^^'^^^l^'^^'^^^TomJ 
frequently be related to otiier unpleasant emotions such as anxiety (OUendick, Yule & Oilier, 
1991) and lowered self-concepts (OUendick, 1983). 

While substantial research has been conduct^ on die nature ^^ f ^ ^ J ^ J ^ ^ ^ 
development trend of fears (e.g. Bauer, 1976; 0"enchck, 1979 19̂ ^̂ ^̂ ^̂ ^ 
known about the factors that influence fear. A substantial body ''^^^%'^^''chMrcu of 
anxiety and excessive fears tend ^ ^ l "^ -^^ , ^ , , ! ^^ (Silverman, 
™ s parents appear to be m̂^̂^̂  ^ ^ i n t y about the 
Cemy, Nelles & Burke, 1988) " ° ^ ^ 3 ^ ' ' " i„ the development of anxiety (Weissman, 
mechanisms involved. Genetics clearly play a role in weae F genetically 
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likely to be involved. Modelling is thought to play an important role. It has been suggested 
that exposure to a parent with an anxiety disorder may predispose a child to develop an 
anxious stance by modelling caution and fearfiilness (Rosenbaum, Biederman, Gersten, 
Hirschfeld, Menninger, Herman, Kagan, Reznick & Snidman, 1988). Children of mothers 
who never display their fears have lower levels of fear than children of mothers who 
frequently expressed fears (Muris, Steememan, Merckelbach & Meesters, 1996). 

Previous research on Irish populations has examined anxiety and depression in children and 
their mothers (Murphy, Fitzgerald & Kinsella, 1989), but has not examined the relationship 
between maternal anxiety and excessive fears in their children. In addition, fear and anxiety 
in children have often been studied as one entity. While the two concepts are clearly related, 
childhood fears need to be studied per se not only because basic differences may exist 
between the two, but also so we can learn to deal with children's fears before they become 
excessive. This is particularly important since excessive fears in childhood may predispose a 
child to anxiety disorders in later life. 

The purpose of the present study was to explore the relationship between levels of fear in 
Irish children and anxiety symptoms in their mothers. Fifty children attending a Child and 
Family Clinic and a control group of non-clinic attenders from a similar sociodemographic 
background participated in the study. Mothers of all children were interviewed. Children's 
levels of fear were assessed by the Louisville Fear Survey for Children (Miller, Barrett, 
Hampc «& Noble, 1973). The Hospital Anxiety and Depression Scale (Zigmund &. Snaith, 
1983) was administered to assess anxiety and depressive symptoms in mothers, while the 
Wheatley Stress Profile (Wheatley, 1993) provided a measure of maternal stress. It was 
expected that high levels of excessive fear in children would correlate positively with 
maternal anxiety symptoms. It was also predicted that clinic attenders would have higher 
fear levels than the control group. 

Method 

Participants 

Fifty Child and Family Clinic attenders (17 BirkflnH ^7 K«„.̂  A .v. • 

selected from the local school reiHa„T^^- ^ "nanployment) were randomly 

o f a . e a n d „ e . e . „ e „ , . X r 7 o , r i ! S X : ? r r d i ^ r " ' ' ^ " ^ 

Procedurt 

S ^ ^ n 1 : . r e T z i ^ ' t ^ ^ ^ ^ . ^ ^ ' - T t ^ '^^3). the Hospital Anxiety and 
1993) were adminisSTin ^ ^ ^ n i L n ^ ^ " "^^'^'^^ '^^^^ ^-^^ ^^^^^'^y* 
administration priKedures for the fKr«. ^ mother according to the standard 
be administered d . r S n > c L S ^ H n " ' ^ ' " u - T^^^ ^^ Louisville Fear Survey may 

recuy children, ratings of each child's fears were obtained instead from 

mothers as research suggests that mothers provide accurate and consistent information 
concerning their child's fears (Bondy, Sheslow & Garcia, 1985; Silverman & Nelles, 1989). 
Mothers of the clinic group were interviewed either at the clinic or at home. Control group 
mothers were interviewed at home. Information regarding marital status, employment and 
clinical diagnosis were also obtained. 

Instruments 

Louisville Fear Survey for Children (Miller et uL, 1973) 

This is an 81 item inventory which covers the full range of fear behaviour for children aged 4 
to 18 years. The child's level of fear of each item is rated on a 3 point scale: 'No Fear , 
'Normal or Reasonable Fear', and 'Unrealistic or Excessive Fear'. Factor analyses have 
divided the 81 items into three main divisions, in addition to a miscellaneous factor. Ihe 
three factors are physical injury (e.g. war, deep water), natural events (e.g. storms, the dark 
and social stress (e.g. examinations, being criticised). Split half rdiability for the instrument 
on the general population is 0.96. 

Hospital Anxiety and Depression Scale (Zigmund & Snaith, 1983) 

This is a 16 item self assessment scale. In this study the items were read aloud to each 
mother and scored by the researcher to avoid illiteracy difficulties. 

Wheatley Stress Profile (Wheatley, 1993) 

TTiis schedule assesses the severity of stress across nine areas of life as follows: 

(1) Social Habits: Alcohol, tobacco, caffeine, and addictive drug use. 

(2) Social Relationships: Marital difficulties, relationships with others, lack of close 

confidante, discontent at work or unemploymem. 

(3) Life Events: Health, serious Ulness/death. ^notional events, earnings, unemployment. 

(4) SexualProb,ems:Dissa.isfacti„„.physicalproblems,dyspareuni.fea.ofpre^ancy. 

(5) Sleep Disturbance: Delayed onset, early awakening. 

(6) Ai^iety: Panic attacks, phobias, somatic complaints. 

P) Depression: Suicidal behaviour, poor concentmtion. 

(8) Menst^al Problems: Pre-menstmal syndrome, menopausal effects. 

her to each mother. Social habits were 
The stress profile was administered by the " ^ ^ ^ ^ 4 point scale. 
rated on a 3 point scale. All other items were rated P" 
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Results 

The confrol group response rate was 100%. Three of the fifty clinic attenders were excluded 
from statistical analyses due to incomplete data. Assessment results from these three 
participants was included elsewhere when relevant. 

Louisville Fear Survey Results 

62% of the clinic attenders (31/50 children, 18/33 boys & 13/17 girls) had an excessive level 
of fear of 1-42 of the items on the schedule. 45% of the control group (9/20 children, 3/10 
boys & 6/10 girls) had excessive fear of 1-22 of the items. There was no statistically 
significant difference between the levels of excessive fears of the clinic and confrol group. 

The most common excessive fears of the clinical and the control group (i.e. items that were 
rated 'excessive' by mothers with the greatest frequency) are displayed in Tables 1 and 2. As 
can be seen in Table 1, the most common excessive fear of the clinic attenders is that of being 
criticised (29%), while 55% of the control group excessively feared the death of a close 
family member (See Table 2). 

Table 1: Most Common Fears of Clinic Attenders 

% of Children 
29% 
23% 
19% 
19% 
19% 
19% 
19% 
19% 
19% 

Feared Object or Situation 
Being criticised 
Being kidnapped 
Making mistakes 

Death of family member 
Being adopted 

Getting an injection 
Losing control 

Nightmares 
Faces at windows 

foZ^c^n f rom^ /^ t f t T " ' " ' ' r ""^'" *^ ^°"^«1 g^^^P -^1-ded being adopted, 
losing control (19/o), the dark, class recitals, making someone angry (16%) the Devil lifts, 
enclosed places, family member falling ill (13o/o):and people ^un^olsn^lTv^^^^^ 

s ' c ; : ^ X r a t w L t o t ' r Z K ^ ^ T " ' ^^^^^^ — n e w o L e d ( 9 % t " L s on theTea; 
!p t t tovs oTd n^n! ^ '^^ '^f r " P i"^l"de sin, toilets, strange rooms, being locked 
^ ; ^ o « " ^ ^ ' " ^ ^ ' "^ * ' °PP'"^^ ''''' ^"^^^^ «f « * - ^acek and having 

Table 2: Most Common Fears of Control Group 

beared Object or Situation 
^ Tt 7Z~7Z •TZ 

Death of family member 
Being kidnapped 
Parents divorcing 

Loud noises 
Separation from parents 

Hospital Anxiety and Depression Scale (HAD) 

Fifteen of the 50 mothers of clinic attenders (30%) had HAD-Anxiety scores greater than 10 
(indicating morbidity). Twelve of these fifteen mothers had children with excessive levels of 
fears. 10% of the clinic group (5/50) had HAD-Depression scores indicating morbidity. 
Three of these five had children with excessive fears. 

Seven of the control mothers (35%) had high HAD-Anxiety scores. None had high HAD-
Depression scores. Six of the seven mothers with high HAD-Anxiety scores had children 
who had excessive levels of fear. Combing the two study groups, only one child of the 27 
mothers with high anxiety had no excessive fears, indicating a positive correlation between 
matemal anxiety and excessive levels of fears in children. 

Wheatley Stress Scale 

The Wheatley Stress profile revealed quite high ratings of life events. 10% of the clinic 
group mothers scored 12 points or more out of a maximum score of 15 points. 

A multiple regression model was used to investigate the influence of HAD-Anxiety HAD-
Depression, age, sex, occupation, diagnosis, marital status, group ( f ^f^/^^^P' ,^^ 
Wheatley Stress Scale scores on the excessive fear measure. Higher evels f HAD-Amuety 
scores were associated with an increase in excess levels of feai^. Lower le:;^l^ot j x c ^ ^ 
fears were associated with married, as opposed to single, mantal status. Th r̂̂  was 
evidence of a difference in levels of excess fears between the clinic and the control group. 

Discussion 

Tl.e results indicate quite high fear levels for both the clinic f^^^^'^'^^^^^Zl'^^ 
and the control group (45% had excessive fears), with no statistically significant ditteren 
between tiie level of excessive fears for the two groups. 

The most common fears of the control group involved ^ ^ ^ ^ ^ ^ X ^ s ^ e ^ - ^ ^ ^ ^ ^ ^ 
member (e.g. death of family member, being kidnapped, P^^"*^^^^^^^ 2> in evidence 
parents), m i l e the clinic group also had -P-^J;-J^^^^^^^^^^^ with the 
(e.g. being criticised, making mistakes, loosing conti-ol). Semijtmcn^^ 
children themselves might reveal the more exact -^-^/J^^^,^^^^^^^ is 
fears. For example, while the Louisville Fe-j^^^^^^^^^ 3 . ^ , , , ^ , 
common amongst tiie clime group, it does "«t tell us w ^ J ^ ^ ^ ^ ^ of separation 
do children fear kidnapping because they are afraid of the actual 

from their parents? 
f >«T,« Mcessivelv feared. The clinic group had 

The nvo groups also differed in <^J^^XmTSlJol group feared beween 1 and 
excessive fears of 1-42 items on the schedule, wraic u 
22 items. 

• 1 vels of excessive fear between the two 
Thus while there was no evidence of a difference in e simation exist. 
groups, it would appear that differences m type and range of teared j 
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Similar to previous research (Silverman et al., 1988), the results reveal a positive correlation 
between anxious mothers and excess fearfulness in their children. It has been well 
docimiented that anxiety tends to run in families (Lay &. Kazdin, 1988). Perhaps excessive or 
imrealistic fears in children provide a link between anxious parents and anxiety disorders in 
their children. It may be the case that anxious mothers model fearful behaviour to their 
children, and these children's 'normal' developmental fears become excessive, predisposing 
the child to anxiety problems in later life. This of course is only one tentative suggestion 
amongst many. TTie results of the study are correlational and therefore tell us only that a 
relationship exists, and not why maternal anxiety is linked to excess childhood fears. It may 
be due to modelling or an overprotective parenting style. Different types of fears (e.g. social 
fears, separation fears) may be gained in different ways or from different sources. On the 
other hand, fearful children may trigger anxiety symptoms in their mothers. Perhaps mothers 
are anxious and their children fearful because of a third unknown variable. It may even be 
the case that anxious mothers only perceive their children as more fearful than non-anxious 
mothers. Future studies should consider obtaining fear ratings from other sources such as 
teachers and children themselves as well as their mothers. 

Excessive childhood fears are distressful, threaten a child's sense of security, may adversely 
affect schoolwork and may be related to anxiety and lowered self-concepts (Ollendick, 1983). 
It is important to try to establish the mechanisms which cause or affect fears so that we may 
teach children how to deal with them before they become excessive, unrealistic and 
debilitating. By doing this we may also be protecting vulnerable children against possible 
anxiety disorders in later life. 
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CHAPTER TWENTY 

THE SUITABILITY OF PSYCHOANALYTICAL PSYCHOTHERAPY FOR WOMEN 
LIVING IN A SOCIALLY DISADVANTAGED AREA 

Gerry French, Michael Fitzgerald, Claire Collins. 

Abstract 

Introduction 

^ ' n o m r d L ' s t " S d ' :!^I""'° 'f'"^. " ^ °f ^ ^ ' ° » » " - fi-™ f e lower socio-
p s y c h i a p r """""'"^ °f * ^ *™=» '» psychoanalytic 

Method 

. n . e „ . e w , ™ e O e „ J S L r S o r ^ ^ ? r s S i S r r S . . ^ ^ ^ ^ ^ ^ 

Results 

Fifteen percent of the subiects 
psychotherapy. There was a s i g n i S dTf?^ u^° ^^ '"^^^'^ f°^ psychoanalytic 
psychoanalytic psychotherapy and resZd^rtfrho" "" * ° ' ^ ^^ ° ^ ^ ^ ^"^^^^^ ^°^ 
problems and general healA scoreT CoSct w f t h T T '''^^^' ^ * ^^^^^ *° ̂ '̂̂ ^̂  
important support factor. * ^ " y ^ d relations emerged as an 

One may reasonably expect that at some time or another the 
conscience of the community will awake and admonish it that 
the poor person has just as much right to help for his mind as 
he now has for the surgeon's means for saving his life . . . the 
task will then arise for us to adopt our techniques to the new 
conditions. I have no doubt that the validity of our 
psychological assumptions will impress the uneducated too, 
that we shall need to find the simplest and most natural 
expressions for our theoretical doctrines.' 

Studies conducted mainly in the United States, among them Reissman ,̂ have shown that 
psychotherapy in clients fi"om lower socio-economic groups need to be less reliant on 
introspection and more reliant on "motoric activities". 

Goldfarb'' favoured procedures which make problems more immediate and concrete and 
therefore more involving for the person from a deprived environment. He also recommended 
the use of play and family therapy. A paper written by Gurin et al."* concurs, asserting that 
with blue-collar and lower socio-economic groups it is more practical to set direct and 
immediate treatment goals rather than gear treatment towards a long range personality 
reorganisation. 

Lorion^ warns that researchers must not ignore traditional approaches and suggests that they 
should take care not to alter primary dierapeutic strategies while attempting to modify 
strategies to better fit the lower socio-economic groups. 

On the whole, research in the field of mental health and the lower social classes has largely 
been neglected. Lorion and Felner' considered the decreased level of attention and effort 
being focussed on the mental health needs of this group during the past decade to be 
distressing. 

The purpose of this pilot study was to assess the suitability of women living in a socially 
disadvantaged area in Dublin or psychoanalytic psychotherapy and to identity the tactors 
which contribute to stress among these women. 

Conclusion 

Psychoanalytic psychotherapy may be useful tn 
living in socially deprived areas The sodai ^""^ *^ ^^"^^ socio-economic group 
important factor which must be inteerateH Z ' "^ '^^ " ^ ^ ° ' ' ' ' *" ̂ ^^^ communities is an 
important that therapists be adequatelv t i ^ n T T '"f^^^^ion system. In addition, it is 
with individuals from suchdisadvantagedareS ^ " ' ^ P ^ ^'th the skills required to deal 

introduction 

:.orion and Felner' point out how Freud W i^ 
he lifetyles of the socially d isadvantagrwor*?" ' "^ *" ' responding to the reality 
>nented treatments are carried out ^ °"^^ ^^^^ a change in the way insi^ 

of 
ight-

Methods 

Fifty three women from a socially deprived background w^"/*"*""- ™ " ^ 5 ; f „ T J i t ^ 

of all women who attends, fte 1°-1 - n u n ^ ; y - ^ J » X ' a t t ^ < S ftetl^^ 
specified week. There was no reason to suggest that those wno a«c""^ different 
centre during the particular week chosen to -"duct the intemews were m - y way,diff^-t 

than the usu'al clientele. The respondents lived in - J ^ ^ f ^ ^ o ^ o n L b ^ ^ ^ ^ ^ 
estate with 88% unemployed, 95% rented accommodation and 90/o oi innaoiian jn. 
no formal education beyond the age of 15 years. 

The area from which the sample was chosen was ^ e s i g n t - ^ ^ ; ^ ^ ^ ^ ^ ^ 
to be a "new and closely integrated community ^^^y'^'^.^'^.^^^^^^y. 
of a new small town". However, twenty years on it was described m this way. 
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The casual visitor to the area is immediately struck by the level 
of physical deprivation, especially around the flat complexes. 
Lifts out of order, poor lighting on stairways, vandalised flats 
without doors or window, litter especially around the basement 
- chutes, graffiti, etc. What strikes the casual visitor is a day-
to-day reality for residents. The general physical malaise 
increases the sense, within the people of this area, that 
somewhere there is a lack of pride and interest in their 
community.^ 

Three research tools were employed to obtain information: The Investigative Interview; The 
General Health Questionnaire (GHQ), and The Social Problem Questionnaire (SPQ). The 
interviewer was trained and advised on the administration of the questiormaires. 

relations, social contacts, housing, and children (Table 1). The problems reported were 
unrelated to the age or marital status of the respondents. 

The data comparing respondents' GHQ scores with the problem areas identified on the SPQ 
revealed that more interviewees with negative health on the GHQ tended to report social 
problems (Table 1). 

Although a higher percentage of those with a negative GHQ reported having difficulty in 
most areas, this was significant for housing problems alone. 

Again, the age or marital status of the respondents did not appear to have an affect on die 
relationship between GHQ scores and reported social problems. 

The Investigative Interview 

^?choZ\^^^TT^ questiomiaire to assess suitability for psychotherapy of a 

r X V ) t o o l^ t?^^^^^ the tennmal phase; (3) to distinguish internal and external 
reality, (4) to tolerate depression and anxiety, and (5) to discard false for realistic ideals.^ 

The General Health Questionnaire (GHQf 

^sord^atTr^^^^^^^^^^ ^ ^ ^ - - ^ ^-^ - - ^ d at detecting psychiatric 
covTfe t - X h o S dTl K " ^ " ^ T ^ ''"*"^'- " '''^'^^' «i^ty-four questions which 
is easy ^ T d S ' a c c i ^ ^ ^ ^ ^ ^ " 
minutes to comXte respondents and takes approximately ten to twelve 

The Social Problem Questionnaire (SPQf 

^J^J^. "'Itl'vStuĴ ^̂ ^̂ ^̂ ^ - - ^ P-̂ »-̂ ' diffi-lti- -^ 
child/parent and maritalTeTationsh n/t'n ^ '^^^^ .T ' ^"^^^' ^« î̂ » ^ d leisure activities, 
workmates. •" l̂ationships together with relationships with fiiends, neighbours and 

Results 

me,r t,tt,es. The age of four of the intemewees was unknown. 

The data obtained fi-om the SPO shnw^vi tu 
problems. The areas in which diffi^n^^ ^ ^^^ percentage of those surveyed had social 

m Which difficulties were most commonly experienced were: finance, 

Table I: General Health and Social Problems 

Problem 

Financial 
Relations 
Social Contacts 
Housing 
Children 
Work 
Other Domestic 
Other 
Marital 
Legal 
Living Alone 

Overall 
% 

94.3 
66.0 
58.5 
49.0 
45.3 
34.0 
30.2 
19.6 
15.1 
7.7 
3.8 

Pes GHQ (<5) 
% 

89.7 
58.6 
55.2 
31.0 
37.9 
24.1 
31.0 
20.7 
7.0 
6.9 
3.5 

NegGHQ(>5) 
% 

100 
75 
63 
71* 
54 
46 
29 
13 
25.0 
8.3 
A ^ 

4.2 

* P value < 0.05 

Tlie average scores on the GHQ scale with the problem areas ' " ^ f °"^^y/^X"e^ '"^^ 
Those experiencing social difficulties uniformly scored worse on the GHQ, however, the 
areas of housing and finance alone showed a significant correlation with GHQ score. 

The data from the investigative interview found that 12 out of the «Jnt^jviewees were 
suitable for some form of psychotiierapy. Of these 12 8 were ^^j^^kfoj ta^al 
psychotherapy. Age and marital status were not sigmficant factors m the detennination ot 
suitability for psychotherapy. 

Tables 2 and 3 eo^pared fte GHQ ^ - ' : ^ ^ ' ' ' . ^ S X : ^ ^ Q s l Z ^ ^ t 
"nsuimble forpsychotopy. •^^J'^'^f^^X^f^TZZ^pyM a conside^bly 
groups. Those who were considered suitable for ' »™"^P5 ' " ° " |f' 
Wgher mean rank scot* than those unsuitable or not in need of psychotherapy. 

"^^Mxir^... 
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Almost two thirds of those considered suitable for formal psychotherapy were considered to 
have negative health compared to one half of those not in need of formal therapy and 41% of 
those not suitable for therapy. Thus, there appears to be a relationship between measured 
health status using the GHQ with psychotherapy classification although this does not reach 
the level of significance. 

Table 2: Suitability for Psychotherapy and GHQ Score (N = 53) 

Suitable for Psychotherapy 
Not suitable for formal Psychotherapy 
Not in need of Psychotherapy 

n 

8 
4 

41 

Median Rank 

40.06 
24.00 
24.74 

P = 0.033 

Table 3: Suitability for Psychotherapy by GHQ Status (N = 53) 

Positive Health (<5) 
Negative Health (>5) 

Discussion 

Yes 
% 

37 
63 

Not Formal 
% 

50 
50 

No Therapy 
% 

58 
42 

P = 0.539 

a ^ n X n T t ^ t ^ t r ^ ; r ; r ^ ^ ^ ^ ^ r level of dependency and a sense of 
women to stay in contact S thefr rn^Jj ^>f aordmary efforts that were made by these 
the type of community therexp^nc^tnThe T ' ^ .* ' ' *^' "^^^ ^' ' "^^^^^^"^ °"^" ^'' 
lived in before ^n.lro.'Jl^Z^:^^:^:'^^^^^ ^.^'^V""" '^' "^ " " "^7 
supportive enviromnent necessarvfnr ! ^ v, , " " ' * ^ ' ' ' ' " ' * ^ t this is similar to the 
extension of Fitzgerald r f d r ^ f h r ' " ' ' ^ ' ' psychotherapy. This is really an 
psychotherapy.'" "Hie high D e ^ ? L " ^ ^ ' ' ' ^ °^ ^ "co-therapist" for successful 
understandable when empirical reDoXn tr"^"""'"^ P ' " * ' ' ^ ' ^^* housing and finance is 

P ncai reports on the poverty m Ireland are taken into consideration. 
It is not a surprise that community church anH .u -^ 
against alienation by putting in Dla«. m» ^ ^ groupings have led a "fight back" 
organisations providing support o r m m r ? ^ T ^ ^ ^^^^^^- ^^ Present existence of fifty 

g support groups, social welfare and leisure resources gives testimony 

to this. However, that support alone, will not be sufficient to unravel neurotic problems. The 
psychotherapeutic approach is probably also needed for those problems." 

In the Irish context certain factors need to be investigated if drop out fi-om therapy is to be 
avoided. Clearly lower social class patients suffer fi-om psychological stress similar to other 
socio-economic groups. The major difference is the increased stress which disadvantaged 
groups live under and the reduced resources they have as compared with those in more 
advantaged groups. It is unfortunate that psychotherapy is much less available to 
disadvantaged groups. It seems likely that not only are they under more stress but less formal 
psychotherapeutic resources are directed toward assisting them. Some people express what 
can only be described as a myth - that because people are disadvantaged they cannot benefit 
from formal psychotherapy. This would seem to be prejudicial. 

Another factor which needs to be considered is the training and experience of the 
psychotherapist working with lower socio-economic patients. The language used in the 
interaction with these people must be appropriate to them. It is also likely that since the 
majority of psychotherapists are middle-class this factor must be acknowledged and taken 
into account. There is evidence that lower socio-economic group clients are less likely than 
those in the upper and middle class groups to be accepted for treatment, to be assigned to 
intensive psychotherapy, and that they are more likely to drop out of the therapy at an early 
stage. However, there does not seem to be much evidence of differences in outcome for 
those who remain in ti-eatinent. Parloff et al.'^ go on to state that the literature has focussed 
on middle class values and biases of many mental health professionals. They point out that 
many middle class therapists prefer to work with patients like themselves who share their 
values and speak their language, with whom they're comfortable and feel they can 
communicate, and whom they regard as "good candidates" for psychotherapy. 

In this stiidy the interviewer became increasingly aware of language and value differences^ 
For instance, interviewees tended to use a narrative rather than a question and answer style ot 
response. 

The interviewer also noticed that the interviewees' tendency to physically move around 
during interviews did not indicate resistance - sitting down in a chair was not necessarily me 
most comfortable position for the interviewees. Research suggests that there is a ne«l_to trmn 
therapists to use more flexible, active styles with lower socio-economic P̂ î̂ "̂ -̂ J ^ " 
interviewer also had to "learn" phraseology and idioms commonly used among residents 
Dublin based estates. 

Kandel- stiidied tiie issue of therapist and patient social class in a psychiatnc setting^and 
found that when the psychiatiic resident could choose whether or noto include a panent m 
psychotherapy, those of lower socio-economic origins saw aPP^ox-niatdy eq"a^^^^^^ 
of each class of patients. Therapists of higher social class origins tended to include more 
patients of their own class. 

The findings of this pilot study suggest that more r^^^^^^^^ ^ ^ Z Z Z 
relationship between a psychothmpist's expenence ^ ^ ^ L ^ l ^ psychotherapist is 
economic clients. Research already suggests that ^^^Ti" 'X^,pproaches. ' ' It has also 
able to be more flexible and to use a broad ^ P ^ ^ ^ f ^ ^ ^ J ^ ^ ^ ^ V S active styles with 
been suggested that there is a need to train therapists to use more 

lower class patients. 

250 251 



A recent outcome study by Fitzgerald, Moukaddem, and Barry (1994) showed the eclectic 
psychotherapeutic approaches used in a Child and Family Centre did reduce stress as 
measured by GHQ in mothers of disturbed children in a disadvantaged area. 

Results from this investigation suggest a need for further study of psychotherapy in women of 
lower socio-economic status. It appears that churches and charities have addressed the 
harmful effects of economic and social deprivation in this disfressed area. This is supported 
by the existence of fifty voluntary organisations providing support groups, social welfare and 
leisure resources. However, the support offered by these organisations needs to be combined 
with the study of therapeutic work to see if it is possible to empower women in this instance 
to move from a position of dependency to inter-dependency and independence and so lessen 
the passivity, hopelessness and fatalism brought about by the daily hassles and other social 
and economic deprivations which these women experience daily. The purpose of such a 
therapy investigation would be to help women develop autonomy, assertiveness and an 
internal locus of control. 
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CHAPTER TWENTY ONE 

CONNECTIONS- FAMILY THERAPY IN THE WEST 

Clare Gormley. 

In first reflecting on this presentation I wanted to convey something of the unique culture of 
the West of Ireland, so I decided to illustrate my talk with images of the landscape and the 
people. Curiously, I discovered that twenty-five years ago when the then recently appointed 
clinical director of the Western Health Board's Child and Adolescent Psychiatry Service -
Dr. Anthony Carroll, was establishing connections with general practitioners in the region, he 
had utilised Bord Failte slides of the same landscape. This was at a time however when the 
words 'children' and 'psychiatry' were rarely uttered in the same sentence. 

The Westem Health Board Child and Adolescent Psychiatry Service (WHBCAPS) has 
progressed since it's inception and is now served by more than ninety staff employed in three 
muhidisciplinary teams and St. Aime's Children's Centre with in-patient and school facilities. 
Currently three further muhidisciplinary teams are planned for Co. Roscommon, Co. Mayo 
and South Connemara. 

The focus of intervention at St. Anne's Children's Centre was initially that of 'milieu 
therapy' whereby emphasis was placed on the environment to provide security for the child. 
Equally important within this fi-amework were all staff members with whom the child had 
contact, including cooks, porters, administration staff, nurses, child-care workers and 
teachers. For anyone who has workwi at St. Anne's the importance of ritual is also evident, 
fi-om daily routines to seasonal celebrations/ sports-days and splendid Christmas festivities. 

The central functions of St. Anne's have been complemented with fiill muhidisciplinary 
support: occupational therapy, speech and language therapy, play therapy, psychology and 
psychiatry. 

Dr. Carroll's initiative has also ensured that the WHBCAPS has provided a key educational 
role connected with National University of Ireland, Galway School of Medicine and national 
training programmes in psychiatry, psychology and other disciplines. The Association for 
Child Psychology and Psychiatry has similarly benefited fi-om Dr. Carroll's energy in his 
organisation and hosting of their annual conferences in Galway. 

These developments are all set against the changing culture and demographics within the 
region. In 1975 Galway was a distinctly rural market town. The Westem Health Board 
population could, at that time, be divided into five community groupings, with certain 
differences in cultures and traditions: 

1. 
2. 
3. 
4. 
5. 

Connemara / Gaeltacht / Coastal. 
Inland rural. 
Traveller. 
Native city. 
"Blow-ins" i.e. those from other parts of Ireland / Europe. 
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Today, Galway has changed to a truly cosmopolitan city (for some years it held the title of 
the fastest growing city in Europe). There has been increasing immigration fi-om Europe and 
America, together with new communities of refugees and asylum seekers. These changes 
shift from the relative homogeneity of tiie past and, while enriching, bring challenges of 
adaptation for communities and the services which support them. 

Added to these demographic changes, the past quarter of a century has witnessed the 
emergence of hitherto taboo issues that have impacted on the focus of service provision. 
Following acknowledgement of the realities of domestic violence, child sexual abuse has 
moved from a position of being viewed as a rare occurrence to the current awareness that it is 
all too prevalent. 

In 1997 Ireland legalised divorce, which reflected the changing trends towards marriage and 
separation. Over the past years our service has perceived an increase in families referred in 
relation to separation issues. These families recognise the potential impact for children of 
separation and seek support with this transition. My prediction would be that the next phase 
could see a need to focus on the challenges for 'blended' families. 

Development of the Western Health Board Family Therapy Service 

Dr. Carroll commenced his new post with a clear position; "We are all family therapists". His 
deep interest in the field of family therapy led to a culture within the service of exploration of 
this relatively new way of working with clients. Fanchea Flood, Noelle O'Hanlon, Mick 
Mulally, Mike Grieve, Bridget O'Leary and Karin Grieve were all instiiimental in developing 
the family therapy focus at St. Anne's and the outpatient service at Lyradoon Family Centre. 

For those of us who came later tiiere was a sense of having missed out on tiiis formative era. 
Within family tiierapy internationally tiiere is a concept of 'Milan' and 'Post-Milan'. For us 
the distinction is between 'Inishbofifin' and 'Post-Inishboffin'. Apparentiy Dr. Carroll and 
staff were so willing to immerse tiiemselves in exploring family and group dynamics that 
they took off for an intensive week to Inishbofifin with two facilitators from Sweden. Mary 
Banotti (M.E.P.) who was also a social worker at tiiat time recounted at a recent conference 
how tiie experience of adventiire on Inishbofifin has remained significant for her. Those of us 
in the 'Post-Inishboffin' camp still wonder, "What happened at Inishbofifin?" but are resigned 
to let the answers remain in service mythology. 

In 1995 tiie Westem Healtti Board Family Therapy Service (WHBFTS) was fomially 
launched witii tiie appointment of a Senior Social Worker (Lorraine O'Gorman) and Senior 
Psychologist (Clare Gormley) in Family Therapy. Togetiier witii Alan De ahunty (Senior 
Psychologist, part-time) we provide a service for the tiiree counties of WHB under the 
auspices of CAPS. 

Given tiie dilemmas of equity and accessibility across tiiree counti« with such a small team 
we have focused our direct client work primarily from Galway at Lyradoon Ff^''y C«:^^ 
Outreach to the counties is expected to improve witii three new P ^ ^ ^ ^ ' ^ ' ^ i ^ , " ^ . ? , ' ^ 
Guidance Teams. In tiie interim we provide a consultation service to W.H.B. Chtid G u ^ 
and Community Care staff tiiroughout the region. Consultations have recentiy been enhanced 
hy video-conferencing facilities. 
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We also connect with professionals who have an interest in sharing and developing systemic 
ideas through monthly 'Family Therapy Forums' held in each county. Currently we have a 
mailing list of approximately 150 professionals from both statutory and voluntary sectors. 
The format for the forums has proved successful since 1996 with a wide variety of 
presentations and workshops provided by the facilitators and group members. Topics have 
included, for example: 'What works in Therapy- Scott Millar's research'; 'Narrative Therapy 
and 'Solution-Focused Brief Therapy, video workshop'. 

In addition to the monthly Forums we organise a monthly Family Therapy Development 
Group that is open to those professionals specifically practising family therapy. The group is 
a forum for reflection on practice and stretching of family therapy ideas. 

Part of our remit also includes training. We provide a range of options ranging from one-off 
lectures to medical students and other staff to a one-year programme of academic and clinical 
practice focusing on systemic methods for Senior Regisfrars and C.A.P.S. staff. 

To date over 400 families (1,000 individuals) have been referred to WHBFTS. Primary 
reasons for referral are: child behaviour difficulties; 'out of control' teenagers; 
marital/separation issues and violence (including domestic violence). While our primary 
service entails family/individual appointments. Dr. Carroll's policy of 'opportunistic service 
development' has enabled us to develop according to our interests / experience e.g. 'Parents 
Plus' groups; programmes for adolescents who have sexually abused and anger management 
programmes. 

Influence of Dr. Carroll 

c ^ ^ i ! ! ^"^.^"'TTT^. ^ ' '^ °^ ^ ^ " y *^^Py ^as been a dynamic roUercoaster of 
^ 2 1 0 ^ . ? " ? ' ^ ' " ^ '" '̂̂ ^^^^"S °" D -̂ Carroll's guidance and observing his 
X o w S r ^ Z T J ' T ' "^^ '" '^"^ "^* *̂ ™' ^ '^ ^-^ ^oth his breadth and depth 
L n r e T l t v e 111 .• ^ T ^ / P ' ^ ' °^^^ paradoxical/strategic advice to us was: " If 
S ^ J ^ H e T n i n r T ^'^P ""^ * ' y '"^ '^^ i* «"t now themselves, you've done a 
S S d l o t th^ t e Z r o ' ' f ' Z V ^ P"""^^^^^ ^ d °ft^" indicated t h i he wished he 
c X i ore d a S ^ t r K ^^ ^ ' " ° " ' ' '"^^^^^^' P^°"^l ^^^^i^ation with literature and 
S g . "^"""^ developments of Narrative and Social Constructionist 

m ^sitio^fn'r^aTolT^^^ "^* ^ - ^ " ^ ° " ^ ^ "^'^ * e sense of a 'secure base'. 
c l e X r d a ; , r e S ^ ^ ^ ^ ^ -"^Bial relationships. His sense of 
risks His claritv in rel̂ Hnn • K ? ^""^ bureaucracy and allowed us freedom to take 
' m a t t ;^ l7e^S '^'^^^^^^ - r ^ y s i s of referrals, as he would ask 
manage the boundaX b e Z ^ ri f r̂  ^ " ^ ^^ ^ '°^^-" ^- Carroll utilised neutrality to 
he would n^a^rouTo^Tn^ T ^ ^'''''''' ^ ^ ''^^^ y^ '̂ ^̂  «mes of personal crisis/loss, 
creat^ a S l t f o r T Z " ' ' ' " " ' ' " ^ ^'' ^"PP«^- "'^ '^^P^^'^ for dialogic discussion 
T n U y . I ^ . S S l n ' J v ^ ^ r ' e S T T ' l . ^ * ' 'multiverse') and opemiess fo new ideas. 
to fLily t h X y buT ^ r " ? H ' ^'^''''^ ^ ^ *^^ ^ ^ ^^denced not just in relation 
approaches. ' '̂ P^^ '̂̂ y ^ "^ove seamlessly between therapeutic 

Changing Connections 

Some years ago Dr. Carroll indicated that he would retire when St. Anne's centre moved to 
the planned piupose-built centre at Merlin Park or when there were one hundred members of 
staff. In life, we don't confrol our 'exits and our enfrances'- there is possibly never a 'right' 
time. Dr. Carroll's retirement now brings our service into an 'organizational life-cycle' 
transition. What stage is this- individuation, launching or 'empty nest'? 

Within the service, staff have been reflecting on how they have perceived Dr. Carroll. The 
metaphor of "Father" has been suggested to him, to which he replies that he has always tried 
to avoid this. Another description has been that of 'Captain', -this has led to the comment 
that, in the current climate of cutbacks, he has taken the right moment to hop into a lifeboat! 

The metaphor of 'Gardener' appeals to me, as I know Dr. Carroll is an enthusiastic gardener. 
In planting the landscape of our service I believe he has not tried to create a formal garden, 
but rather one that blends with nature and follows it's own unpredictable course. 

Perhaps now is an opportune time to retire, in the season of autumn - a time to relax, to 
hibernate before spring. As a service we have received many postcards from Dr. Carroll from 
abroad that reveal his humour and, indeed, his poetry. Perhaps spring will herald the 
emergence of a new and creative connection - Dr. A.G. Carroll, author and poet? 

Clare Gormley, Senior Clinical Psychologist in Family Therapy. 

Postcard from Tony: New Orleans, May 2001. 

Saturday Evening 
sitting by the Mississippi, 
Listening to the Jazz 
wafting down from the French Quarter, 
As the paddleboats crawl 
to the Gulf of Mexico. 

Cajun food 
in a Creole restaurant. 

Somehow it's hard to keep the focus 
on O.C.D. and C.B.T., 
as I wonder if my disfractibility 
is due to A.D.H.D. 

{Anthony G. Carroll) 
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CHAPTER TWENTY TWO 

GENIUS, CREATIVITY AND SAVANTISM 

Michael Fitzgerald. 

Persons with High Functioning Autism or Asperger's syndrome can show considerable 
creativity. Indeed they have the capacity for extreme creativity in a small number of cases. 
Evidence of minor creativity would be more common. The features of autism / Asperger's 
syndrome that would enhance creativity would include intense focus on narrow interests. It 
is rarely possible to make major advances in science without this narrow intense focus. The 
lack of interest in emotional issues means that there is far more time available for intellectual 
mathematical, philosophical, and other scientiJSc pursuits. Their time is not taken up with 
interpersonal relationships and with ordinary everyday life. They are often workaholics and 
their whole life is devoted to their creative pursuit. Persons with autism often have abnormal 
brain ftmctioning and indeed brain structure and these deficits in some way enhance 
creativity. This kind of creativity has genetic underpinning of a type that has not yet been 
fiiUy elucidated. Heritability factors account for about 93% of the variants in the aetiology of 
autism / Asperger's syndrome. The following are some examples of this creativity. 

Archimedes 

Archimedes (C 287 - 212 BC) also had High Functioning Autism / Asperger's syndrome. He 
was an extremely eccentric individual spending as much of his life isolated in solitary. He 
had a good mechanical mind. He invented what is called the Archimedes screw for pumping 
water which is still used to this day. He was highly regarded as an engineer and inventor. He 
only liked to talk to mathematicians. He was the discoverer of what is called the Archimedes 
principal i.e. that the floating body will displace its own weight in fluid. He was an obsessive 
mathematician. He neglected his personal hygiene. Like Newton he left his meals untouched 
when he was deep in mathematics. 

Norbert Wiener 

Norbert Wiener (1894 - 1964) was another mathematician with High F^^^iom^g Aum^̂ ^̂  
Asperger's syndrome. He was an autodictat, a linguist, and a '"-ther *sent mmdô ^̂ ^̂ ^̂  
He was a socially immature child. He lacked empathy and was tactless w f̂l. P ->P l^^" ; ; ^ 
rather a lone wolf and was uncertain about how to ^̂ ^̂ ûct conversa lonŝ  H^was a ve^^ 
poor teacher. He was very routine bound. He was a rather ^ l^^J^^^^^/^^^^^ Z 
uncommon with HFA / ASP and indeed like many others he suffered from anxiety and 
depression. He was described as being very eccentnc. 

Henry Cavendish 

'iTj'ZT^t \™ ~ ' ' i ? ^ ' ' ' " ' ^ ^^^^^°"i"g ^"««"^ / Asperger's syndrome. He 
r X ^ Z r H "̂  ' " ' ' " " ' ^ i ' " ' " ' ^ ' ' "^ ^'^ ^"«"^«^« difficulties in interpersonal 
H t Z v ^ ' "o T ' ' " ' ; : " ^ r ™ ° " ' ^̂ "̂ "̂̂ ^ ^ ^ rcgal^Ucs in his conduct 7 h i s life. 
l a S ^ a ^ e ^ e T w ^ ^ ' ^ i " ' ^ ^ - Nevertheless he could be very precise in his use of 
' S w d e f i c i i d e "^l "^ m mterpersonal relationships and B ^ notes Cavendish's 
c ^ m ^ l r ^ t^cTl^^ "^^ ^''''^:- ^"^^^ "^^ *^̂ bitual profoun7withdrawal lead one 
Z1ZZ7Z and fh ' ^"^, ' ' * ' '"^^^^^ ^ ^ "^°«t indifferent of mortals'". He had 
F l ~ l l m ' / A ^ ^ g ^ t ^ ^ ^ ^ ^ * - '^^ Newton and Einstein he had High 

Charles Babbage 

He wS TflJ7L~r:.!lltZt^'t '"̂ '̂ "̂ "̂  ̂ "̂^̂"̂' ^̂ P-̂ -'̂  '^'--% 
his life trying to build caJcZ^gTach 1 Z"l T ' " ' ' ' ^ ' * ' ' " ' ^P^"^ ' ^''' ' ^ ^ ' 
and the second an ' a n a l y t i T ^ l n e ' A ^ ""' ° " ' ^^ ^^"^ ^ 'difference engine' 
impetus to the n o t b n ^ l S n . m'a'b "^. ' " . '"^ '^ ^^"'^^^'^ ^"^"^ '^^"^ " ' ^ 
relationship between L m L ^ ! machme" and stimulated the debate about the 

in ten ,e r^n ' aUeSsh t s . H r o ^ k ^ ' S v " " ' T " ' " ^ ^^^ "̂ ^̂ ^̂  '''''^' "̂ 
pei^nality not uncommon in p ^ n f ^ t l ^ ^ ' l '" '"^ " ' ^"^ ' ' ° " ' " ^ ''^"'^" 
He suffered from anxiety L ^ ^ s l ^ " f Functiomng Autism / Asperger's syndrome. 
described as an eccenSc i T S n J e ' " H "" """'''^' mathematician. He was 
commonsense. ^ ^ ® - "^ ^ ^ naive and showed a lack of 
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Nikola Tesla 

Nikola Tesla was a famous electrical inventor who ^ad "̂ ĝ ^̂ ^̂ ^̂ ^̂ ^̂ ^ 
Asperger's syndrome. He had a photographic memoo. J e was ajmgu ^̂ ^̂ ^̂ ^̂ ^̂  ^^ ^^ 
reader. He had an obsessive compulsive P^™^^^ "̂ ^̂ ^̂ ^̂  He was extremely 
major difficulties in social relationships was ^^^^'^^^^^^^Z^^^^ in dealing with 
controlling and spoke with a high pitched voice. l'J^J^''2:h\ loner and remained 
people who would finance his inventions, ne j^ J ^̂ ^ ^̂ apacity to manage money. 
unmarried and was extremely ^^tereste^J^ P ^ ^ ^ ^^^^^.^ ^ ^ ^ ^ ̂ ,„y „ther things. 
His main interest was in inventions. He was tne invc 

David Hilbert 
.. o^o 104^^ had High Functioning Autism / Asperger's 

The mathematician David Hilbert (1862 - 1943) jaa ^^^^^^^ ,nterpersonal behaviour and 
syndrome. He was a great mathematician. He snu mathematical subjects. He 
was socially immatiire. His only interest ^ ^ " ^ .^Jf^' ant to him. He tended to show 
showed extreme self control. Routines were extrmieiy pu ^^^ ^^ ̂ ^^^^ ^^ ^^^^^ ^^^^ 
repetitive language. Nevertheless he was very P êci ^ ^ ^ ^ ^^m anxiety and 

of empathy. He believed no scientist should marry. 

depression. 

G. H. Hardy 
^ u H«rdv had High Functioning Autism / Asperger s 

The great EngUsh mathematician G. H. Hardy had Hig ^ ^ ^ ^^^^^^ ^^ ^ , ^ , , y 
syndrome. He was a very eccenmc man wn 
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important to him. His great interest in life was mathematics. He loved cats. He was 
extremely honest in his behaviour. Later he suffered from depression and attempted suicide. 
Attempting suicide is not uncommon in persons with High Functioning Autism / Asperger's 
syndrome. 

Dimitri Mendeleyev 

Dimitri Mendeleyev who developed the periodic table in chemistry had High Functioning 
Autism / Asperger's syndrome. He had major difficulties in interpersonal relationships. He 
was most eccentric looking. He cut his hair once a year. He had tremendous focus on 
chemistry and on chemical elements and it was this intense focus that brought him success. 
Like so many successful people with HFA / ASP he performed poorly in school. 

William James Sidis 

William James Sidis the great mathematician had High Functioning Autism / Asperger's 
syndrome. He was bom in 1898 and said his first word at 6 months of age. He was into 
complex mathematics at the age of 11. He was a child prodigy. When he worked in a 
different time zone in America he kept his watch on Eastern Time. He was relentlessly 
teased and humiliated by peers. He was completely unathletic. He wrote books even as a 
child. He was socially naive and had huge difficulties in emotional relationships. He was 
extremely intelligent and extremely hard working. He was able to create imaginary worlds. 
He had no sense of any social nuances or social graces. Like many people with High 
Functioning Autism / Asperger's syndrome when he was eating he would eat vegetables first, 
then potatoes, and then meat etc. He had an enormous mathematical capacity. He was 
socially and physically awkward. He was supposed to have one of the highest IQ's in 
America. He was ostracised in the press for being a genius. He died in 1944 from a cerebral 
haemorrhage. He had an extraordinary painful tortured life. This was because he couldn't 
make his way in the social world. 

was exfremely controlling and showed lack of empathy. He was happiest on the telephone. 
He had a most eccentric playing style but produced brilliant sound. He was rather 
hypochondriacal about his body. He had to have complete control. He was fascinated with 
musical technology. He was obsessed with music. He had a rather musical / mechanical 
mind. He was extremely eccentric. 

V-' 
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Wis. 

Kurt Godel 

nT-^^J^jTw " " * ^ ' ' ° ^ ^ High Functioning Autism / Asperger's syndrome. 
^ i ^ r ^ i r , " ' " " ""?"="« ' ' P^P«- He was extremely eccentric l i a loner with 

«,ati,~«o.;^o li • .. ^"^''Sea m very little conversations that hadn't to do with 
mathematics. He was socially immature verv n-xi-,,^ j u j , i iî  u" 
He was a hoarder. "mmaiure, very naive, and had poor relationships with people. 

Glen Gould 

Glen Gould the famous pianist had Hich FuncHnninn, A * 
most unhappy at school which is S p i c T t r r l "" 1^'^"^^"^'^'^"^'^^^ " ' ^ " ^ 
Asperger's syndrome. He had a b i l u S h t d Z l " ' , ' ; ; T " ^ ^ ' " ^ ^ ' " " " ^ ^ " ' ' ' " . 
age of three. He had huge problems n sTal^laHn ^ ' ^ ' ^ ? ^ ^ " ^ ^ ' " ' ^^"^ " ' ' ° " ' f 

6 V ' * ' " ^*^a^ relationships and was very much a loner. He 
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CHAPTER TWENTY THREE 

CHILD PSYCHIA TRY 2003 

Michael Fitzgerald. 

Child psychiatry has now "come of age". It has come from a position of non-existence as a 
speciality in its own right in the early 1900's to a state of full recognition in the western 
world in the year 2002. Before the development of the speciality of Child Psychiatry children 
with psychiatric problems were dealt with in a rather limited way by adult psychiatrists 
(neuropsychiatrists) and paediatricians. 

Early Developments and Psychoanalysis 

Clearly the development of child psychiatry in the United Kingdom was started by the need 
to intervene with delinquents. The early model focussed on the social worker counselling the 
mothCT and the medical doctor intervening with the child using play therapy which was 
formalised by Hermine Hug Helmuth, Amia Freud and Melanie Klein into child 
psychotherapy. The early background was largely influenced by psychoanalysis which was 

n̂H t r T " f ^ """"̂  * ' ^^^^''- ^ ^ " y *^^Py then became the dominant paradigm 
T^ f l i r r^l! expenenced a decline in interest. Nevertheless child psychotherapy 

• ^^Sniiicant role to play than currently appreciated. There have been some 
encouraging developments in the area with the development of an MSc in child 
psychotherapy at Trinity College Dublin. 

Effectiveness of Child Psychotherapy and Psychiatry 

^ v ' h i a L t i l f d o " t " ' ' *f' ' T P^y^* °̂therapy should play a larger role in child 
C o i ^ ' ^ d n t z ' ^ 1 n 'oT r , * T ^' '"^^^"^^ t« ^̂ ^ effectiveness (iitzgerald, 1998; 
shoTi^at^'cWiri^^^^^^^^^^^^ ^ l ' " ^ ^ ' ^ ^^^y «f ^^"d psychoanalysis of 763 cases 
c h n i t ^ L 12 v e ^ ^ t ^ ^ ^ ""' P'^^'"^^^^ f̂f̂ '̂ t̂ ^̂  ^here seriously disturbed 
w h i r n v l T a l ^ r ^ ^ C r ^ ^ ^ ^ ^ ^ ^ P ™ dose 

68 - 780/0 improvement rate ^ m p a r e d S a 2 5 o / s 2 1 P'^^^^^^^^P^ '« ^^^^^^^^ ^'^^ 
evidence that intensive treatment E ^ k f a^d p l T ^ ' ^ ^ f r r ^ " ^ ^ ^ ^ '^'^- ^ ^ ' '' 
outcome. Children with dismptive r^ rde iT^^^r^^^ ^'" '^ " " ^ ° " ? ^ " ^ * ' f " 
outcome as those with emotional disordS vJh^l l f f ^ ^^ '"^'"^ ^ '^ ^ ^°°^ "" 
and Weiss, 1993) have shown a t e ^ t ' e f ^ i i T t ^ ^ ^ 
treatment. Shirk and Russell (1992) havl s h o ^ rn f • ^ ' f ^T'^^^' t h ^ non-behavioural 
community to be under the impr^s o n l a n s ^ h r '^"^^^ * ' ' ' ' ^ ° " ^ " ^ "̂̂  *^ ^ ' ^ ^ 
be less effective than the n e w r ^ a t ^ e n r I f ^ ^ ^ ^ 
psychotherapy. It is important to reauTe the Hm^^ ' ' " % " ' ' ' ™ " ' ' ^° ' '^^"^ ^ ^ ' ^"" 
problems with confounding v a . a b l e s t T u ^ : ^ e ^ : ^ r e n l T ; ^ ^ ^ ^ ^ ^ ^"^^"^^"^ 

In a "real-life" child psychiatric outpatient study where eclectic treatments were administered 
significant improvements in both children and parents were shown at three months follow-up 
(Moukaddem, Fitzgerald et al., 1998). A most disturbing feature was found at one year 
follow-up (Leeson, Fitzgerald et al., 1999) in that all the positive benefits were lost. There is 
an urgent need for replication. If it was replicated more than once it would suggest that the 
current eclectic mixture of interventions requires modification. A possible change would be 
to long term interventions with a move to a more chronic model of care. At the very least it 
suggests the need to consider planned booster interventions in children and adolescents 
referred to child psychiatric outpatients. Indeed if long term benefit outcomes are to be 
maintained these booster interventions might include child psychotherapy, family therapy, 
psychopharmacological interventions and other appropriate interventions. 

Neurochild psychiatry 

There is little doubt that in the early part of the 21^' century the biggest change in child 
psychiatry will be a move to increased biological especially genetic understanding in child 
psychiatry (Daly et al., 1999). Unfortunately in the near future child psychiatry outpatient 
clinics are going to resemble current adult psychiatric clinics where children will visit to have 
their medication reviewed having been diagnosed with ADHD, depression etc.. The 
medications they will be on will include Ritalin, Dexamphetamine, Clonidine, Tofranil, etc.. 
Indeed current research in child psychiatry very much mirrors aduU psychiatric research. 
Child psychiatric problems will come to become conceptualised largely in biological terms 
even though it is likely that only 30% of the variance in relation to the aetiology of child 
psychopathological problems will be explained by biological factors. In the ideal world it is 
possible that the causes of child psychiatric problems will be one third biological, one third 
individual and family, and one third wider social factors. This would lead to multimodal 
interventions and less "doctrinaire" child psychiatry of any form. Surpnsingly, just now, 
biological treatments are under utilised e.g. Ritalin plus Clonidine for ADHD and Conduct 
Disorder. It is possible that if some of these interventions were applied the nsk tor later 
delinquency in adolescents with ADHD might be reduced. Of course some of these 
medications are off label e.g. Clonidine. A balanced approach is always very difficult to 
achieve in any form of psychiatry and child psychiatry is no exception. 

^e Child Psychiatrist as Diagnostician: A New Identity 

A major role for the child psychiatrist in the 21^' century will be as « ^ia^^^^iaan of tfie 
various behavioural phenotypes for example Autism Spectrum Disorde^ e^^ ^ n j e pâ ^ 
'nany of these children w i e diagnosed as having emotional disorde^wth ca^^^^^ 
<^nsequences for the children themselves and their famjhes The ^^^^ '^^^^^ s 
^timated at about 92o/o. Autism was blamed on so - "^ ' ' ^S^^^^^ t^ 
probably the greatest catastrophe in child psychiatry in die ^^ J " ^ ^ . J ^ J ^ i 
Psychiatry misinterpreted John Bowlby's research on attachment ^ ^ ^ o^°^'f ° f ^^ ^ J 
":«de» i . , blaming mothers for many child P̂ X^̂ hiatnc Probl^.^^0^^^^^^^ ^^^^.^ 

^^ed in relation to autism but is still ^ ^ f ^^^"^ J," . , f S a W t y . The early 21'' 
Hyperactivity Disorder where there is also ^^t"^'''l'''^''^^,^sr^, Asperger's 
.^tury child psychiafrist will be judged by their abdity ô J J^^^^^^^ i^y D^^er , 
disorder, Rett's syndrome, fragile X syndrome, Attention Deficit Hyper 
*̂ Wldhood disintegrative disorder, etc.. 
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Clearly child psychiatrists have recovered their role and their identity which was almost 
completely lost during the "Family Therapy" era. The medical child psychiatrist is very 
much in demand at present. The public have recognised their value particulariy in relation to 
the behavioural phenotypes. With the increase in depression, (Fitzgerald, 1994) attempted 
suicide (O'Sullivan et al., 1998) since the 2"** World War the need for child psychiatrists was 
never greater. One study of 2,000 ten year olds found that 16% had either emotional, conduct 
or a mixture of both problems (Fitzgerald, 1991). These huge numbers provide a great 
challenge to child psychiatrists. 

The Need for Balance 

In the 2 r ' century the greatest challenge facing the child psychiatrist will be how to balance 
biological, individual and social factors. This balance was not achieved in the 20 century 
but the knowledge based in the 21^' century will be greater and it should be possible to 
balance various etiological factors more satisfactorily than in the 20"^ century with the 
development of more focussed treatments. Child psychiatrists are likely to come under 
increased pressure to more rapid diagnostic assessments with the development of clear 
treatment objectives of a structured nature with an emphasis on briefer interventions of a 
pharmacological or psychotherapeutic nature (Jongsma, Peterson and Mclnnis, 1996). 
Evidence based child psychiatry will be of critical importance (Corvin and Fitzgerald, 2000). 
Structured protocols for diagnosis and intervention as are now being developed with 
Attention Deficit Hyperactivity Disorder are likely to become the norm, unfortunately the 
need of many children and families wont fit into these rigid protocols. These negative effects 
of the structured protocols will have to be addressed in due course. The opinion of the 
experienced clinician will have to remain of paramount importance. 

(7) Jeffers A., Fitzgerald M. (1991). Irish Families Under Stress. E.H.B.: Dublin. 

(8) Jongsma A. E., Peterson L. M., Mclnnis W. (1996). The child and adolescent 
psychotherapy treatment planner. Wiley: Chichester. 

(9) Leeson S., Fitzgerald M., Carr A. (1999). Recovery and relapse in multi problem 
families following community based multidisciplinary treatment. Irish Journal of 
Psychology, 20, 1 ,69-88. 

(10) Moukaddem S., Fitzgerald M., Barry M. (1998). Evaluafion of a child and family 
centre. Child Psychology and Psychiatry Review, 3, 4, 161 - 166. 

(11) O'Sullivan M., Fitzgerald M. (1998). Suicidal ideation and acts of self harm among 
Dublin school children, 21,4, 427-444. 

(12) Shirk S. R., Russell R. C. (1992). A re-evaluation of estimates of child therapy 
effectiveness. Journal of the American Academy of Child and Adolescent Psychiatry. 
31 ,703 -709 . 

(13) Weisz J. R., Weiss B. (1993). Effective psychotherapy with children and 

adolescents. London: Sage. 
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(2) Adolescents 

IRISH CHILD PSYCHIATRIC 

RESEARCH: SUMMARY 

(1) Preschool and Primary School 

(a) 

(b) 

(c) 

Preschool behaviour problems 17% (215, 15, 16), sleep problems: 25% of 
boys and 33% of girls (236). 

Primary school children behavioural problems 20%) for boys and 1 !%> of girls 
(N = 2029). There is a greater behavioural problem in children in 
disadvantaged schools (5, 37, 45, 80, 89, 171, 170, 169, 176, 187, 188, 192, 
198, 236, 255, 256, 259, 271, 301, 311,312, 313, 335, 346, 348). 

Depression study in a primary school showed that 1% of the children showed 
evidence of depressive disorder (5). Follow-up study of depressed children in 
a clinic showed that 50% were still depressed 5 years later (250, 251, 172, 
192,80). 

Anxiety in a urban disadvantaged school 3.5% of the children showed 
evidence of anxiety (15, 16). 

In a study of social difficulties in a normal school 13%) had difficulties with 
peers, 17% had difficulties with adults and 11% had general social difficulties 
(348). 

Fire setting: 19% of children attending a Child Psychiatric Outpatients 
showed evidence of fire setting (180). 

Children's fears: 40% of children attending a Child Psychiatric Outpatients 
showed evidence of excessive fears (346). 

In a 2000 children study 4% of the males and 1% of females were bullied 
(173,234). 

There was no increase in blood led in children attending a Child Psychiatric 
Outpatients (191). 

Motivation: Children in an urban primary school showed high intrinsic 
motivation. Behaviourally disturbed children showed higher levels of 
independent judgement as against dependence on teacher's judgement (334). 

(k) Miserable feelings: In a study of 2026 ten year olds 2% of the males and 3% 
ot the temales were miserable (234). 

(d) 

(e) 

(f) 

(g) 

(h) 

(>) 

Cj) 

(a) Female adolescents: 15% showed evidence of psychological stress in an inner 
city school with 11% often crying; 11% often having stomach aches; 6% often 
using drugs or alcohol; 6% often wishing they were the opposite sex; and 7% 
often having suicidal thoughts (350). 

(b) Male adolescents: Males had lower scoring on the General Health 
Questionnaire and had less suicidal ideation than boys (Another study found 
7%) of female adolescents to being depressed) (168, 167, 173, 165). 

(c) Abnormal eating habits: Female. Among 16 year old females in a normal 
school 11 % admitted to dieting; 7% to exercising strenuously to bum off 
calories; l\% of avoiding foods with high carbohydrate content; 15% 
described eating binges with feelings of loss of control; 4% used laxatives; and 
17%) felt that food controlled their lives, while 18% admitted to feeling 
anxious in relation to eating (168). 

(d) Body shape and abnormal eating attitudes in male adolescents: 1% of boys 
showed evidence of abnormal eating attitudes; 3% showed abnormal concern 
about being fat on the Body Shape Questionnaire (206). 

(e) Attitude to authority: 84% of Irish adolescents expressed pro-authority 
feelings. There was also a negative correlation between level of psychological 
distress and positive attitude towards parents (252). 

(f) Adolescents menarche: The average age of onset of menarche in 836 Insh 
school giris was 12.5 + 0.06 (189). 

(g) Delinquency: A follow-up sttidy of delinquent behaviour showed that 20% 
had drug problems and there was a 92% recidivist rate (237). 

(h) Drug use in young Irish adolescents: In a sttidy of five cities, Dublin, Bremin, 
Groingen, Newcastle-upon-Tyne and Rome there was higher drug availability 
in Dublin then any of the other cittes (8, 9, 10, 11, 261, 262, 263). 

(3) Physical Health, Childhood, Adolescents, Paediatric Hospitals 

(a) Considerable psychopathology was found in children and parents attending 

Paediatric Outpatients (52). 

(b) Adolescent health In a sttidy of adolescents in a normal school 1% rated their 
health as poor; 25% drink alcohol at least once weekly, and ' ; ; » - ; - ' ^ 
G.P. in the previous three months; 61% had taken - ^ d - n h P - ' - - r 
weeks; 16%o of the boys and 3% of the f ^ ' ^ ' ^ ^ ^ : ' ^ Z s s . l 
Diabetic children who had good 'control of the.r diabetes ^c 
(215, 216, 217, 218, 219, 220, 223, 224, 225, 226, 227, 228, 258). 
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(c) 

(d) 

82% of parents were satisfied with the service they received in the Paediatric 
Outpatients (159). 

In relation to gastroenteritis there was a significant excess of Hospital referrals 
for gastroenteritis by General Practitioners with prior Hospital training in an 
Infectious Disease Hospital. 25% of General Practitioners were still using 
antidiarrhoeals and antienetics in the treatment of gastroenteritis despite the 
general principal of fluids only for gastroenteritis. In a study of Home or 
Hospital Care for childhood gastroenteritis it was found that being either a 
young child, a child of a lone parent of a child of an anxious mother were 
factors which were equally likely and more likely than being moderately sick 
to result in referral to Hospital. Only half of the Irish Doctors interviewed 
believed that hospitalisation of children had negative psychological effects 
(293, 294, 296, 297, 298, 299, 300). 

Immunisation: In a study of children who had gastroenteritis and were treated 
in Hospital or at Home it was found that 53%) of home care children had 
measles immunisation which is similar to national levels at the time while only 
22%) of the Hospital care children had measles immunisation at the time (295). 

(4) Attention Deficit Hyperactivity Disorder 

(e) 

(a) Approximately 204 of children in a study in a community were found to have 

irnnoH.nt A n ' S ^ ' . f . ^ i ^ ^ ^ ' " " polymorphisms have been found to be 

207 20T 2 0 ^ 7 ^ ? n ' ' f ; . ' ' ; ' ' * ' ^2 ' ' ''^^ 135' 13V, 144, 138, 163, 202, 
6 '274 280 '33 ) ' ' ' ' ^ ' ' ' ^ ' ' ' ' ' ' ' ' ' ' 238, 239, 240, 241, 265, 266, 

(5) Autism 

(a) 

(6) 

C i t r a t L m t ' T n n n T . ° ' ' ^ " ' ^ ' ' ' ^"^'^"^ f«""d a rate of 4.3 children 

Te f o C r 7 : J r ^ ' Z l t t a T ' t ^ ^ " ^ ^ ' ' ' T ' ^ ' ' '' ^ ^ ̂ ''^ ^ 
relation to anti.m "^^'.'^ °^^'^''- TT êre was considerable family burden in 
elation to - ' - "^ ' gene t i c factors were found to be cleariy important (14, 21, 

p r t 4 P 5 n 6 , , 7 n ' ; i ' ' ' 109' 110, 111, 112,'l 13 114, 115, 118, 
4 ^ 4 f l 4 f ' l l 9 n ; < ? ; . ' ' ' 130' I ' l ' 132' 133, 134, 140, 142 143, 

145, 146, 147, 149, 151, 152, 161, 194, 193, 195, 196, 197, 260, 269, 277). 

Psychopathological Aspects of Family Life 

(a) Mothers in Malaysia had siimiflrantK, i 

symptoms when e L p a r e d ; o ' r ; f S e r ( T 5 r °'''^'^''''^ ="" ™ ' ' ' * 

(b) Mothers of children hospitaliseH u/itK 
levelsofpsychologicaldfstr s f h e T m r " T " ' ' ' ^""^ significantly higher B aistress then mothers who looked after their children at 

(e) 

(t) 

home (^99) There was no statistical association between maternal antenatal 
deprcsMon and ch.ld bchaMOur problems but there was a six times increased 
n 'k of bchaMour problems in the ch.ld if mother was currently depressed. A 
stud;, of mothers postnatally showed that 38% showed evidence of depression 
(304. 182). 

children (37). 

1 nf mothers with children attending the Child 
When a consecutive sample ot "^"^ ' ' . ' ^ ^ ^^^P^rison group of mothers of 
Psychiatnc Outpatients were compared wthco^^^^^^^^ ^̂ ^̂ ^ ^^^ 

children attending a Gê er̂ ^̂ ^̂ ^̂ ^̂ ^̂  
sigmficantly higher levels of hopelessne 
Child Psychiatric Outpatients (18). 

• .-.nt mothers were found to have social 
72% of children of psychiatnc inpatient mothers 
competence problems (330). 

.• there was a signifieant relationship between mantal 
In many of the studies ^^f.^f^^'^ in children (255, 301). 
disharmony and behavioural deviance m 

•1 . tern Test found It to be a poor predictor of chn.cal 

A study of the Family System Test 

status (242). . 

. n f a . . a . . d . s e i p , , n e . y P - » - - - - - • • - - - " " ' ^ " • " 

' ' ' " " " " " * " " • , „fdepress.ved,sorder,he.o.a,nun*eror 
,„as,udyof.helife,i™e^-enee[^<^^^^^^^ 
relatives involved was 1 for f' P ^ ^^^^ ^^^^^^^^ 

A study of parental ^ ^ - ' ^ j : : ^ ^ : ^ ^ ' : ^ ^ ' ^ ' ' ' ' -'"" 
were more rejecting, mot̂ e over pro 
than a eompanson group (328). ^̂  ^̂ ^̂ ^̂ ^̂ ^̂  ,_̂^̂_̂^ ^̂^̂^̂  

,n a study of lone P - e n ' h » ° * ^ , ^ 8 t ^ . " e X " " ™ * - » • * " ' "' Z Z 

major financial problems PF 

(290). 

(g) 

(h) 

(i) 

(J) 

(k) 

(1) 

(m) 
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(n) In a study of mothers attending a Child Psychiatric Outpatients it was found 
that 17% of the mothers were problem drinkers and 13%o were taking 
Benzodiazepines daily (333). 

(o) Considerable psychosocial stress was found in parents of children who had a 
child who suffered Sudden Infant Death (19, 20). 

(7) Speech and Language Problems 

(a) In a study of 50 consecutive outpatient attenders it was found (310) that \0% 
of the sample showed a mild phonological disorder and 5% a moderate 
phonological disorder. 42% showed a mild language disorder and 5% showed 
a moderate language disorder. 10% showed voice disorders. S% showed a 
mild stammer and 5% showed a severe stammer. There was also a high rate of 
behaviour problems among children with language delay. Of the 22 children 
with language delay 59% had behaviour problems compared to 14%) in the 
general population. Clearly Speech and Language problems should be given 
greater attention in routine child psychiatric assessments. 

(d) 

(e) 

(0 

(291). ^ ^^' '̂ ^^^ underestimated the suicide rate by 20% 

A coninuinuy study of parasuicide found that almost all had attended casualty 

I t ' c m m l f smcide '"''r''''^'''' - - ^ ••̂ ^̂  ^ - - g parents of children who 
a tunptcd suicde. There were considerable rates of suicidal ideation in 
children m a normal school (340, 339, 338, 337, 336, 43, 44, 349). 

(10) Personality Disorder 

(a) A study of the personalities of 50 Child Guidance Clinic attenders found that 5 
could be given a diagnosis of Personality Disorder (345). 

(8) Psychopharmacology 

(a) 90%) of Irish Child Psychiatrists prescribed psychotropic drugs (303). 

The prevalence of use of medication was lowest at 8%) in Denmark (341). (b) 

(c) 

(d) 

Psychostimulants and other medications which are off label like Clonidine are 
used in the treatment of Attention Deficit Hyperactivity Disorder and 
Oppositional Defiant Disorder (101, 121, 122, 137, 138, 141,303). 

Serotonin reuptake inhibitors like Sertraline - Fluoxetine are often used in 
Obsessive Compulsive Disorder (155). 

(9) Suicidal Thoughts and Suicidal Behaviour 

(a) In a normal primary school 15% of a sample of boys thought that life was not 
worth living most of the time and 18% thought that life was not worth living 
sometimes. 

(11) Audit in Child Psychiatry 

(a) Studies of the outcome of interventions in Child Psychiatry Outpatients have 
found that there was good outcome at three months follow-up but that all 
evidence of improvement had disappeared at one year follow-up. 

(b) Another study looking at the effective booster sessions found that families 
who had booster sessions had better long-term outcomes. 

(c) Child Psychiatry will need to approach child psychiatric problems from a 
chronic care and treatment model as many are either persistent or recurrent as 
is the case with many problems in medicine generally. 

(d) 77%, of mothers express satisfaction at the service provided by the Ĉ hild and 

Family Centre. 

(e) 30% of children expressed anxiety and apprehension about a \isit to a Child 
and Family Centre / Child Psychiatric Outpatients (175, 166, 306. 307). 

(b) 

(c) 

In a study of a Child Psychiatric Outpatients 60% of a sample of children who 
had thoughts of killing themselves knew someone who had attempted suicide 
(203). 

In a study of suicide victims in Dublin over a year it was found that 70% were 
male. 35'?o had previously attempted suicide, and 53% saw a Doctor in the 

' 2) Burn Out in Child Psychiatric Personnel 

(a) Persomael working Residential Child Psychiatry were ^^^^fl^^^ 
emotionally exhausted than personnel working in Outpatient Child Psych,a.r> 
(309). 
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(13) Life Events and Child Psychiatry 

(a) There were increased numbers of life events in children referred to Child 
Psychiatry. Failure of a class in school and increased number of arguments 
between parents were associated with an increase likelihood of referral (45). 

(14) Prosocial Behaviour and Behaviour Problems 

(a) High trait anxiety was accompanied by lower prosocial behaviour scores and 
higher behavioural deviance ratings (311). 

(15) Family Burden of a Child with Special Needs 

(a) Parents who had a child with special needs felt more incompetent, felt lack of 
attachment, were more restricted in their parental role, were more socially 
isolated, more depressed, and had more marital stress (158). 

(16) Self Esteem and Psychiatric Problems in Children 

(a) School self-esteem was not reduced in children attending a day special school. 
Parental self-esteem and locus of control have an impact on children's self 
esteem scores^ An mverse relationship was found between anxiety and self-

r r n n " . ] i ' l T ? ' ' ^ P ' " ' ' ^ " " ' '=^"'^''^" ^^'•^ 1̂ «̂ competent at performing tasks (311,246, 177, 15, 16). f f B 

(g) The psychoanalytic treatment of Hysterical Personality (51). 

(h) The psychoanalytic treatment of Narcissistic Personality (77). 

(i) Training therapist difficulties (204). 

(j) Registration of Psychotherapists and Psychotherapy Services (70, 74, 150). 

(k) Psychotherapy in the prison situation (36). 

(1) Contribution of Psychoanalysis to Psychiatry (72). 

(m) Attitudes to Psychiatry and Psychotherapy Training of Doctors (85, 318). 

(n) European Psychotherapy, Counselling, and the Future of Psychiatry (84, 75, 

76). 

(o) Irish Standing Conference on Psychotherapy (66). 

(p) Irish Psychiatry the Way Forward (65). 

(q) The Boundaries of Psychotherapy (71). 

(r) The Supervision of Trainee Therapists (57). 

(s) Why Psychotherapy (58). 

(t) The Effectiveness of Psychotherapy (54). 

(u) Evidence-based Medicine, Psychoanalysis and Psychotherapy (17). 

(17) Psychotherapy Papers 

^'^ n s t c h o T h t r ' ' ' " ; ' ^ psychoanalysis (82) cost effectiveness of psychotherapy, 

efccnvl Z ' t h " ' ' % " " ° ' "^ '*"^' ^^'"-^^- Psychotherapy is more 
50.1 ^ 2 ^ 3 ^ 2 5 ) ' " ^ - " ' ' ' ^^y^^^^^^^^^y ŝ effectiveTl 13, 114, 

(b) 

(c) 

(d) 

(e) 
« 

(0 

Supervision of Psychotherapists (57). 

Technique of Psychoanalytic Psychotherapy (150, 56). 

Applied Psychoanalysis (59). 

PsychoanalvMs behaviour Iherapy and phamacology (68). 

pmc"ice ; » r ' " ' " " ' • ' " " " ' " " • '- ''^^^•'"•erapeudc approach ,„ general 

(18) Miscellaneous 

• (a) The Effects of Sudden Infant Death on Families (19, 20). 

Impulsivity and Suicide (117). (b) 

(c) A 16 year follow-up of a 

(f) 

Child Psychiatnc Inpatient Population (214). 

of Insh Traveller Mothers and Children 
(d) A study of Psychosocial Health Status ^ 

(222). 

(e) IrelandAChangingSoc,ety,lnshFami.iesUndcrStress.V.u,nc,V.>.95. 

in Adolescent School Children (165). 
Leisure Activities in 

(g) The Effect of Domestic 
Violence on Children (186). 
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(h) 

(i) 

(J) 

(k) 

(1) 

(m) 

(n) 

(o) 

(P) 

(q) 

Social Support and Behaviour Problems in Children (198). 

A Psychosocial Study of a Population of Diabetic Children and Adolescents 
(258). 

International Variations in Youth Drug Use (262, 263). 

Cognitive Behavioural Intervention in a Group of Diabetic Children (287). 

Psychopathology following a Road Traffic Accident (317). 

Turner's syndrome (320, 321, 322, 323, 324). 

The Measurement of Adolescent Adaptive Processes in Clinical Interview 
(350). 

Delinquency in Irish Families (61). 

Disconnection in Irish Families (62). 

Existentialism and Psychiatry (63). 
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