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Fax:

To: Report No:Chairman & Each Member
Mid-Western Health Board Item No   on Agenda

For Meeting of the Board to be held on Friday 9th. November, 2001

Report of the National working Group on Child & Adolescent Psychiatric Services
(First Report – February, 2001)

Dear Member,

The Minister for Health & Children established a Working Group in June, 2000 to examine the
current state of Child & Adolescent Psychiatric Services in the country and to undertake a needs
analysis of the population 0-18 year olds and to make recommendations on how appropriate
services should be developed. Dr. Y. Begley, Consultant Child Psychiatrist, Mid-Western Health
Board is a member of the Working Group.

The following is a summary of the main findings and recommendations contained in the First
Report of the Working Group.  Commentaries on the present and planned position of the Mid
Western Health Board are also provided, where appropriate, in italics.

1. Development of Services for the Management and Treatment of ADHD/HKD

Attention Deficit Hyperactivity Disorder/Hyper Kinetic Disorder (ADHD/HKD) is a clinical
diagnosis.  There is no blood or x-ray type test available to confirm it and, therefore,
assessment means considering whether there are alternative causes of inattentive, impulsive
and/or restless behaviour. A full appraisal of the child and family is required in order to detect
associated co-morbid disorders.

The Working Group is of the view that the treatment of ADHD/HKD is an integral component of
the provision of a comprehensive Child & Adolescent Psychiatric Service and, is not convinced
that the development of a specialist service for ADHD/HKD, in isolation from the rest of Child &
Adolescent Psychiatry, would best meet the needs of this age group of patients.
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throughout the country would represent the most effective means of providing the required
services for this group.  It is estimated that the activity associated with ADHD/HKD accounts for
approximately 30% of the total workload of each of the existing multi disciplinary child &
adolescent teams.

The Working Group agrees that the prevalence of ADHD/HKD in Ireland can be estimated at
somewhere between 1% and 5% of school age children (i.e. aged 5 – 15 years), which is in line
with the research findings in other European countries.  Based on available prevalence studies,
the prevalence for severe ADHD/HKD can be estimated approximately 1% of the school going
population.

2. Treatment of ADHD/HKD

The different components of treatment, set out below, may vary in application and intensity,
according to the individual needs of each patient

§ Education of child, family and teachers about ADHD/HKD
§ Pharmacotherapy  - the majority of children, approximately 90% respond to stimulant

medication. In most cases, a stimulant is the first choice medication.
§ Instruction or teaching of parents in the strategies to handle their children’s behaviour.
§ Family therapy if family dysfunction is a significant issue.
§ Individual work with the child.
§ Treatment of co-morbid conditions.
§ Specific remedial education.
§ Issue of behavioural difficulties in the classroom. Teachers often require specific

instruction in the handling of these children’s difficult behaviours.
§ Social skills training for children and adolescents with peer relationship difficulties.
§ Auxiliary treatment including speech and language therapy and occupational therapy.

3. The Specialist Multidisciplinary Team

The internationally acknowledged best practice for the provision of Child & Adolescent
Psychiatric Services is through the Multi-Disciplinary Team.  The Working Group recommends
that the Multi-Disciplinary Team working in a community based service should ideally comprise
a team of thirteen to include the following disciplines – Consultant in Child Psychiatry, Senior
Registrar, Registrar, Specialised Social Work, Clinical Psychology, Speech & Language
Therapy, Occupational Therapy, Child Care Play Therapy, Community Psychiatric Nursing and
Secretarial/Administration.  The Working Group acknowledges that many of the child psychiatric
teams currently in place throughout the country do not have the full complement of team
members, and it recommends that priority should be given in the first instance, to the
recruitment of the required expertise for the completion of existing teams.

The Working Group also recommends a significant expansion in the number of child and
adolescent psychiatric teams nationally.

The Mid-West position

The Board is currently funded for three Consultant Child Psychiatrists, of which three are
appointed, but one is on special leave. Unfortunately, it is proving difficult to recruit a locum and,
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third consultant is due to return to duty within a few months.

The Working Group recommended five Consultants for the Mid-Western Health Board. The
Department of Health & Children has been requested to fund the fourth Consultant and team in
2002 and a fifth Consultant and team in 2003.

The existing three Consultant led teams are under resourced, having regard to the
recommendations of the Working Group. The current funded complement is 23, whereas, the
full complement ought to be 39 (3 teams of 13 each).  The Department of Health & Children has
been requested to provide the additional funding required, in 2002, in order to bring resources in
line with recommendations.

4. Developing Community based Multi-disciplinary Teams

The Working Group reported that there are currently 30 Consultant Child & Adolescent
Psychiatric posts nationally funded and approved by the Department of Health & Children.  Not
all of these posts are supported by a full multi-disciplinary team, as recommended by the
Working Group and, therefore, as the first priority, these existing teams should be enhanced to
become fully resourced multi-disciplinary teams.

Based on prevalence figures, and in accordance with the recommendations of the Royal
College of Psychiatrists, a ratio of three teams per 200,000 population should apply.
Consequently, a further 25 Consultant Child & Adolescent Psychiatrist Teams are required
nationally. Accordingly, the requirement for the Mid-West region is for five consultant led teams.

5. Interaction with other services

The Working Group emphasised that close liaison and interaction with other services is
essential for the effective management of ADHD/HKD.  In this regard the Working Group
recommended that formal liaison arrangements be developed and agreed at local level, in each
Health Board area as a matter of priority, both within Health Board services and with external
agencies i.e.

§ Linkages between child and adolescent psychiatry and other areas of the community
health service.

§ Liaison with adult psychiatry, developmental paediatrics and paediatric neurological
services.

§ Linkages with the educational system.

6. Development of Child and Adolescent Psychiatric Inpatient Units

The Minister for Health & Children requested that the Working Group on Child & Adolescent
Psychiatry focus, as a priority, on the provision of child psychiatric in-patient units, particularly
for the 12-16 year old age group.

The Royal College of Psychiatrists has estimated that for a total population of 250,000, the in-
patient provision for children with psychiatric illness should be four beds for children under 12
years of age and six beds for adolescents up to 16 years of age.  Based on this analysis, the
total bed requirement for the State is 144 – the current availability is 55 beds.  The bed
requirement for the Mid Western Health Board area is, accordingly, 13 beds.
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facilities for children aged 6-12, and adolescents aged 13-16, on a single campus, in order to
avoid resource duplication.  It is recommended that a total of seven child and adolescent in-
patient units for children ranging from 6-16 should be developed throughout the country (two
units in the ERHA region).  The recommended size for each unit is 20 beds providing 6 beds for
the under twelve age group and 14 beds for the 12-16 age group.  This is intended as a guide
only and Health Boards may wish to vary numbers depending on the need in their own areas.
Units should ideally include day hospital facilities.  The Working Group recommended that one
of the proposed seven units should be located at the Mid-Western Regional Hospital, as a
regional resource for the Mid Western Health Board area.

The internationally acknowledged best practice for the provision of child and adolescent
psychiatric services is through the multi-disciplinary team. The Working Group recommends that
the consultant led team for an acute unit should include medical, nursing, social work,
psychology, teaching, dietetic, housekeeping/maintenance and administrative staff.

The Mid-West position

A preliminary brief for a regional Child & Adolescent Acute Psychiatric Unit has been prepared
and is under consideration. The brief details the need for a fourteen bed residential facility, with
associated educational, therapeutic and outpatient facilities. The proposed residential school on
the same complex will be capable of accommodating 22 students between the ages of 5-16.
The specifics of the school will be drawn up in conjunction with the Department of Education
and Science. The complex will also have a diagnostic and therapeutic assessment unit for
under five year old children, who are referred with emotional and behavioural problems.

Partial funding is available from the NDP indicative funding up to 2006. However, additional
capital funding will be necessary in order to undertake the total development.

7. Profile of the Mid-Western Health Board Child Psychiatric Service

The Board’s Child Psychiatric service commenced in 1993 with the appointment of a
Consultant. The consultant led team expanded to nine staff by 1998. A second Consultant was
appointed in 1998. By 2001, the consultant complement increased to three and total staff
complement increased to 23 members.

At present one Consultant post is vacant, and consequently services are organised through two
sectors, i.e. Sector 1: East Limerick City, East County Limerick and North Tipperary; Sector 2:
West Limerick City, West Limerick County and County Clare. The Department headquarters is
in Limerick City (including clinics) and clinics are held regularly at Nenagh, Ennis,
Newcastlewest, Kilmallock and Rathkeale.

Activity levels are projected as follows for 2001:-

§ New referrals – 550
§ Attendances at clinics – 5,000
§ Waiting List – 60 (of which 33% are ADHD related)

Conditions which are assessed, diagnosed and treated by the service include:

§ Eating Disorders (e.g. anorexia nervosa, bulimia)
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§ Intentional self-harm
§ Psychosis
§ Obsessive-compulsive disorders
§ ADHD/HKD
§ Behavioural problems, (including oppositional defiant disorder and conduct disorder)
§ Pervasive developmental disorders (including Asperger’s Syndrome)
§ Liaison psychiatry (paediatric patients with psychological difficulties)
§ Psychosomatic disorders
§ Post Traumatic Stress Disorder

Treatment includes individual therapy, group or family therapy, medication or a combination of
these.

The report of the Working Group recommends that each multi-disciplinary team should have
Occupational Therapy, Speech & Language Therapy and Psychology staff. There are vacancies
in these grades, as recruitment is proving very difficult.

Training and education within the service is two-fold, i.e.

§ Training the Mental Health Team
§ Training those outside the service (e.g. parents, teachers, Gardai, etc.)

Training the mental health team involves weekly teaching sessions, as well as constant
supervision by the Clinical Team Leader, i.e. Consultant Child Psychiatrist There is also a policy
whereby individual staff members undergo five days dedicated in-service training. Training for
those outside the service is also provided.

I will keep the Board informed on major issues and service developments.

Yours Sincerely,

Tom Hourigan,
A/Assistant Chief Executive Officer

2nd. November, 2001


