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I am pleased to note that many of the contributors to this volume have had a significant role 
in advancing our understanding of conditions including Asperger's syndrome. Autism, and 
Attention Deficit Hyperactivity Disorder. Our knowledge of these conditions has grown 
enormously since the Irish Families Under Stress series began 20 years ago. 
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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 
15 



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 
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