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Introduction 

Our obligation under Section 8 of the Child Care Act 1991 to review the 
adequacy of our child care services provides us with an opportunity, not only to 
reflect on our achievements, but also to consider where the main shortcomings 
lie. Section 3 of the same Act also requires health boards to co-ordinate 
information from all relevant sources relating to children in its area. This 
report is therefore the means by which our Board seeks to fulfil each of these 
obligations. It is important that the report provides an honest and frank 
assessment of the adequacy of our services. For this reason, this year's report 
contains summaries within each chapter of the service shortfalls, and specific 
needs are identified. 

The issue of child poverty is recently receiving increased attention. Many of 
the issues which impact upon children and their families are outside the remit 
of our Board. For the first time, this Review has attempted to identify and map 
on a small area basis, the districts within our region where there are high 
proportions of child populations. This exercise was also extended to identify 
the districts where there are high child populations combined with high levels 
of poverty and deprivation. Families raising children in these districts, which 
often also have parallel high levels of drug misuse, show great commitment and 
resilience and it is only right that they are given every support in the task of 
raising the next generation. It is hoped that the work which has been 
undertaken regarding small areas will help to direct resources towards areas of 
greatest need, particularly given the impending re-structuring of our Board. In 
the meantime, the Review details the many services which do exist to support 
children and families in the region. The range of services and issues discussed 
include health promotion programmes, early intervention programmes, such as 
Community Mothers, family support projects and child protection services, 
child health services, services for drug misusers and speech and language 
therapy. 

The continued implementation of the Child Care Act 1991 remains our biggest 
challenge. In 1998 an additional &5.129m was allocated to our Board towards 
the further implementation of the Act. The total allocation for the year was 
C42.458rn. This allowed for the expansion of existing services and the 
development of new ones. Among the developments last year were: 

Increased expenditure in the area of family support and child protection 
Recruitment of 80 additional foster families 
Establishment of 6 pre-school inspection teams 
Establishment of a registration and inspection service for residential care 
Appointment of 6 social workers to provide social reports for the Courts, in 
accordance with Section 20 of the Child Care Act 1991 
Appointment of 15 social workers and 5 child care workers to undertake 
child protection duties 



Appointment of 10 child care managers 
Appointment of a Director of Child Care and Family Support Services to 
develop and manage High Support and Special Care Units 

It is evident from the above that human resources are one of our greatest assets. 
The recruitment and retention of suitably qualified and experienced staff is an 
ongoing challenge for the Children and Families Programme. Because of this, 
a special initiative to examine and find ways to improve recruitment and 
retention of staff is being undertaken by the Programme. 

In addition to the Child Care Act 1991 other legislation has impacted on our 
child care services. Chiefly among these are the Adoption Act 1991, which 
obliges us to undertake assessments for the purposes of inter-country adoption, 
the Adoption Act 1988 which necessitates our making application to the High 
Court in cases where adoptions made outside the scope of the Adoption Act 
1991 need to be ratified and, most recently, the Freedom of Information Act 
1997. This latter Act has had a serious impact on child care services as it has 
generated much more requests than was anticipated. The complexity and 
sensitivity of many of these cases means that the preparation of records is very 
labour intensive and time consuming. Furthermore, the work involved must 
come from within existing resources, as no additional funding was forthcoming 
within Child Care along with the implementation of the Act. 

The Courts continued to impact on our work during 1998. A steady number of 
Judicial Reviews were heard concerning individual children. In addition a 
number of Guardians ad Litem were appointed, even in cases before the 
District Courts. The protection that these bring to children must be welcomed, 
as must the general airing of the broader issues, which they represent. 
However, these developments do have resource implications and each case 
must be paid for with money which would otherwise have gone on the 
provision of services. The ordering of social reports by the Courts under 
Section 20 of the Child Care Act has been in such large numbers that it has 
been necessary to develop and retain a central team of social workers to 
undertake this work. 

In 1997 the report of the Review Group on the Child Care and Family Support 
Services graphically illustrated the over-emphasis on safeguarding services, 
such as child protection, at the expense of promotional work such as early 
intervention. Since then, Service Plans have as far as possible set aside 
separate monies for preventative work. It is well recognised that early 
intervention is the best form of intervention and a sensible use of resources. 
Despite this, demands such as those listed above continue to direct resources 
towards more acute areas of work. It will take time and considerably more 
funding, to achieve the kind of balance we want between child protection duties 
and earlier intervention in the form of comprehensive family support services. 
We must also acknowledge at the same time the very valuable child protection 



work which is undertaken by our Board's staff. This is a complex and 
demanding role which seeks to protect our region's most vulnerable children 
who are experiencing abuse or neglect. Great credit is due to our staff who are 
involved in the delivery of this aspect of our services. 

While preventative services are being developed to a level which we would 
like, it is most important meanwhile that the resources which we do have are 
expended in the most effective ways possible. Under the direction of the 
General Managers, the recently appointed Child Care Managers have a role to 
play in quality assuring existing services, as well as considering innovative 
ways of delivering new services. In this regard, the Partnerships have provided 
us with an excellent model of service delivery which is both integrated and 
locally based. There are 110 Eastern Health Board staff altogether involved in 
local development including those on working groups and networks. It is 
encouraging to see so many staff, from a variety of backgrounds, taking such 
an active part in the Partnerships. Similarly, the process of operational and 
service planning across Care Groups which was undertaken in all Areas of the 
region has helped to accelerate inter-disciplinary planning, working and co- 
operation. All involved in this process are to be congratulated. 

The need to establish a minimum data set and accompanying suite of data 
definitions for particular services is noted often in this Review. The scale of 
this task is not underestimated but it is crucial that it gets underway in order 
that the Health Strategy's call for measurable health and social gain can be 
accomplished. Furthermore, such a data set will assist in the task of directing 
resources to the areas of greatest need. We recognise that such a data set must 
be accompanied by a rolling plan to introduce comprehensive I.T. systems for 
Child Care and Family Support Services. This, and the necessary staff to 
implement and sustain such a programme will require increased investment but 
one which would be worthwhile since it would also assist in freeing up scarce 
professional time in the best interests of children in the region. 

Each of our services is as good as the staff which provides them. Within our 
child care services we have a very dedicated group of staff who have shown 
excellent commitment, dedication and resilience, often in very adverse 
conditions and circumstances. I would like to take this opportunity to sincerely 
thank all those involved. 

I would like to acknowledge the tremendous work put in by Ms. Mary 
O'Connell, Director of Special Projects, who liased with all programmes and 
service areas and ensured a comprehensive review of the adequacy of our Child 
Care Services. 

Finally, I would like to thank all those involved in the preparation of this report 
both within our Board and voluntary agencies. The latter contribution is 
representative of the work of voluntary sector with whom we continue to forge 



strong links and who play such an important role in the provision of services to 
children and families in our region. 

Pat McLoughlin 
Chief Executive Officer 



Chapter 1 

Demographic and Socio-Economic Trends 

There are 365,132 children living in the Eastern Health Board region (1996 
Census) and the greatest proportion (16%) of these lives in Community Care 
Area 8, while the smallest (6.3%) lives in Area 3. Areas 4 ,5 ,6  and 9 also have 
high proportions of the region's child population: 

Dstribution of regional child population by 
Community Care Area- 1996 Census 

Within Community Care Areas, the Table below shows that Area 2 has the 
lowest proportion of its population represented by children (19.7%), while Area 
9 has the highest (32.8%): 
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When examined on a small-area basis, a number of District Electoral Divisions 
(D.E.Ds.) in the region have a very high proportion of their populations 
represented by children. In some cases, the proportion is strikingly high: 60% 
child population in one D.E.D., compared to a regional proportion of 28%. 
Altogether in the region, there are thirty seven D.E.Ds. whose child populations 
are classified as "High  i.e. where the proportion of the population represented 
by children is 39% or over: 

1 Tibradden 49% I Tallaght Fettercaim (49%) 1 
Edmonstown 40% ~allaght Jobstown (48%) 

Tallaght Killinarden (46% 
Tallaght Kiltipper (46%) 

1 ~imahoe South (39%) 
Source: SAHRU Small Area Health Research Unit 

Clondalkin Cappaghmore (44%) 
Clondalkin Dunawley (43%) 
Clondalkin Rowlagh (43%) 
Clondalkin Moorefield (42%) 
Palmerstown West (42%) 
Cherry Orchard A (40%) 

Area 7 
Ballymun D (43%) 

Areas 5 and 8 each have the highest number (7) of such DEDs while Areas 4 
and 6 each have six such DEDs. These DEDs place high demands upon 
universal services for children such as primary immunisation and booster 
programmes, paediatric developmental and school screenings and 
examinations, health promotion etc. The DEDs with high proportions of child 

Blanchardstown Tyrrelstown (56%) 
Blanchardstown Coolmine (42%) 
Blanchardstown Corduff (41%) 
The Ward (41 %) 
Blanchardstown Blakestown (39%) 

Area 8 
Airport (55%) 
Priorswood C (50%) 
Priorswood B (47%) 
Balbriggan Rural (41%) 
Swords Forrest (40%) 
Swords Lissenhall (39%) 
Grange B (39%) 
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populations can be seen on the map which appears as an Appendix to this 
Chapter. 

Births 

The number of births in the region continued to increase during 1998 as they 
have done since 1996: 

Number of births in the Eastern Health Board region 
1994-1998 

I 

Source: Central Statistics Ofice 

Within the region, Dublin had the greatest number of births and also the 
greatest increase in birth numbers when compared to the previous years, while 
in the past year, Wicklow had a small decline: 

Non-marital births 

In line with recent trends, fewer births are taking place within marriage. In 
1992, there were 21.4% such births in the region; this rose to 34.3% in 1998: 
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Non-marital births as a percentage of all births in the  
Eastern Health Board regiohn 1992-1998 

40 

1992 1993 1995 1996 1997 1998 

Source: RlCHS (EHB computerised child health records) 
Calculated on the basis of births for which marital status was recorded. 

The reduction in births within marriage has taken place in each Community 
Care Area. Most notably for the first time, slightly more than half the births 
(50.5%) in one Community Care Area (Area 7) took place outside marriage: 

Calculated on the basis ofbirths for which marital status was recorded 

In themselves, non-marital births are not considered as an indicator of need but 
appear to be an increasing social trend. 

Births to teenage mothers 

The number and proportion of births to teenage mothers in the region decreased 
in 1998 when compared to 1997. In 1998, there were 1,001 births to teenagers, 
420 fewer than in 1997. The 1998 figure represents 4.3% of all births in the 
region. This is the first decline in the proportion of such births which have 
been rising since 1995. In that year, 4.2% of births were to teenagers and this 
rose to 5.1% in 1996. 
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The highest number of births to teenagers was in Area 4 which recorded 152 
such births, representing 6.3% of all births in that Area, a rate which is higher 
than the regional proportion of 4.3%. Areas 5 and 7 also had higher than 
average proportions of births to teenagers, while the proportion in Area 6 was 
just slightly higher than the regional figure. These figures are consistent with 
research carried out in Dublin which showed that the vast majority (88.3%) of 
teenagers attending one antenatal clinic were from Social Classes 3-5. 
(Fitzpdtrick, Fitzpatrick and Turner 1997) Areas 4, 6, 6 and 7 have the highest 
proportions of their populations in those social classes. Conversely, h re as-l,2, 
3 and 9 had lower proportions of births to teenagers than elsewhere in the 
region and it is these Areas which have high proportions of their populations in 
Social Classes 1 and 2. The following Table shows the distribution of births to 
teenage mothers across the region in 1997 and 1998: 

The Eastern Health Board's Teenage Health Initiative, the objective of which is 
to reduce the numbers of births to teenage mothers in the region, has been 
evaluated. This showed significant changes in teenagers' knowledge, attitude 
and behaviour on completion of the programme. A report on this initiative and 
recommendations arising from the evaluation are detailed elsewhere in this 
document. 

8 
9 
10 
Total 

Infant mortality 

Infant mortality rates are seen as an indicator of social and medical standards in 
a country or region. In Ireland, these rates have been steadily falling since 
1970 when the rate was 19.2 deaths of infants under one year per 1,000 live 
births. In 1998 the rate in the Eastern Health Board region was 6.3 per 1,000 
live births: 

Source: RICHS (EHB compuferised child healfh records) 
Calculated on the basis of births for which maternal age was recorded. 

164 
148 
98 

1,422 

5.0 
5.7 
5.8 
6.6 

147 
92 
70 

1,001 

4.3 
3.2 
4.0 
4.3 
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Source: Central Statistics Office ,, 
Smce these data are based on small numbers they should be interpreted with caution. 

Low rates of deaths in infants are seen to indicate that the majority of health 
and environmental needs of this population are being met i.e. economic 
conditions, nutrition, sanitation and medical care. Currently, the commonest 
causes of death in this age group are congenital abnormality, infection and 
Sudden Infant Death (SIDS). With the exception of SIDS which is discussed 
below, the principal causes of death of infants is shown in the following Table: 

Congenital anomalies 39.1 I 45 I 35 
Conditions originating in the 1 130 1 39.3 56 43 I 
perinatal period I I I 
Infectious diseases including I 11 I 3.3 5 4 

"" 
Since these data are bused on small numbers they should be interpreted with caution 
*This classification excludes Sudden Infant Death Syndrome (SIDS) details of which are 
shown below. 

meningitis and pneumonia I 
Other causes 1 60 ( 18.1 
Total 1 330 1 100.0 

Sudden Infant Death Syndrome 

There were 18 cases of Sudden Infant Death (SIDS) in the Eastern Health 
Board region in 1998. This represents a decline when compared to the 1997 
figure of 32 when an apparently random fluctuation took place in the number of 
such deaths. Advice from the Department of Health and Children regarding the 
prevention of SIDS notes an increased risk to infants who are placed prone to 
sleep, infants of mothers who smoke and infants who are heavily wrapped. 
Guidelines to prevent SIDS also encourage breastfeeding. The following Table 
shows the numbers and rates of Sudden Infant Death in Ireland and in the 
Eastern Health Board region in the past five years: 

Source: Central Statistics Office 

24 
130 

18 
100.0 
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Source: Central Statistics Ofice 
*Provisional 
Since these data are bused on small numbers, they should be interpreted with caution. 

Childhood mortality 

A high proportion of deaths of children in Ireland occur as a result of accidents 
and poisoning. As a cause of death, unintentional injury begins to be a 
significant cause of death in children as young as those aged 1-4 years as the 
following Table shows: 

I Congenital anomalies I 15 I 23.4 I 5 I 18 I 

I Infectious diseases I l 1  I 4 
including meningitis and 171 I I l4 I 

Since these data are based on small numbers, they should be interpreted with caution 

pneumonia 
Injury and poisoning 
Other causes 
Total 

Injury and poisoning cause 29% of deaths of children aged 1-4 in the Eastern 
Health Board region in 1998. In 1997, there were only two such deaths; in 
1998, this figure rose to eight. As children grow older, injury and poisoning 
become an even more significant cause of death. In the 5-14 year age group, 
38.5% of deaths were as a result of injury or poisoning. This is lower than the 
national proportion (44.3%) of such deaths in this age group: 

Source: Central Statistics OfSice 

17 
21 

64 

26.5 
32.8 
100.0 

8 
11 
28 

29 
39 

100.0 
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1 including meningitis and I 1 I I I 

." 
Since these data are based on small numbers, they should be interpreted with caution 

pneumonia 
Other causes 
Total 

Research on accidents, conducted by the Eastern Health Board's Health 
Promotion Department, is detailed elsewhere in this document. This research 
shows that of post-primary students surveyed, 60% had experienced an injury 
in the previous year which required either treatment or absence from school. 
40% of boys who had been injured reported that it had taken place at a sports 
facility or field, although not at school. 57% of pupils reported always wearing 
a seat belt while in a car. While riding a bicycle, 68% reported they never or 
seldom wore a helmet. Younger children in Social Classes 1 and 2 were more 
likely to wear a bicycle helmet. A multi-disciplinary committee on injury 
prevention is being established to oversee implementation of an action plan to 
reduce the number of injuries and associated morbidity in the region. 

Suicide 

Source: Central Statistics Office 

23 
91 

There were no suicides by children under the age of 15 during 1998. However, 
the number of suicides in the group aged 15-24 years increased, as it has done 
in previous years, with the exception of 1996: 

30.7 
100.0 

I 
30.9 8 
100.0 26 



Wmber of suicides in the 15-24 year age group in the Eastern 
Health Board region 1994-1998 

Overall, there were 145 deaths by suicide in the region in 1998; of these 120 
were male and 25 were female. 

The Recommendations of the National Task Force on suicide were published in 
1998 and in line with these a Resource Officer for the Eastern Health Board 
region has been appointed. Activities to date include consultation with 
voluntary sector agencies and health care staff, mapping out regional research 
activity and collating relevant information to inform a regional strategy for 
prevention. A cross-sectoral regional working party is being established to 
oversee the implementation of the recommendations of the report. 

In 1999 two Assistant Health Promotion Officers with responsibility for 
supporting the implementation of SPHE (Social and Personal Health 
Education) programmes at primary and post-primary school level were 
recruited. Resources have been collated to support SPHE 'Emotional Health' 
module at post primary level. The presentation which has been developed is 
currently being presented to SPHE teachers; this provides education on suicide 
awareness in the context of an emotionally healthy school approach. 
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Socio-economic Trends 

Child poverty 

The poverty target adopted by the National Anti-Poverty Strategy states that: 

"Over the period, 1997-2007, the National Anti-Poverty Strategy will aim 
at considerably reducing the numbers of those who are "consistently poor" 
from 9%-15% to less than 5%-lo%, as measured by the ESRI."(~at ional  Anti- 
Poverty Strategy 1998) 

Although the Strategy did not specifically address the issue of child poverty 
and set no targets in this regard, certain findings relating to child poverty are 
available from research. Such research quantifies poverty in society in terms of 
those "at risk" of poverty; this means that studies can show which groups 
within society are more at risk of being poor than others. It should be noted 
however, that membership of such a group does not automatically denote 
poverty. 

Children who are poor are at risk of low health and social status in their adult 
lives; have less access to education, poorer educational attainment and fewer 
life chances. Research has shown that disparities in health from birth onwards 
are social class related (Black Report 1980). Social class distribution appears to be 
the best predictor of mortality rates in small areas in Dublin (Johnson and Dack 

1989). Similarly, there are marked variations in mortality between different 
socio-economic groups (Nolan and Farrell 1990). Less affluent areas suffer higher 
mortality rates than more affluent ones (Johnson and Lyons 1993). 

For children, deprivation is correlated with low birth weight which in turn is 
predictive of being at risk of mortality and morbidity. (Eastern Health Board 1998) 

Research conducted by the Eastern Health Board has shown that rates of 
emotional and behavioural problems in children are higher in disadvantaged 
areas. (Irish Families Under Stress) 

Nationally, there have been significant reductions in levels of poverty since 
1994. The risk of falling below half average income (one of the poverty 
'lines') fell for some types of households with children. In addition, the 
percentage of the population experiencing both basic deprivation and falling 
below the 60% relative income line fell to 10% between 1994 and 1997. (Callan 
et a1 1999. Walsh 1997) 

Nonetheless, it is estimated that almost one quarter (23.7%) of Irish children 
are poor which is among the highest rates of child poverty in the E.U. It should 
be noted that this figure of 23.7% represents a reduction on the 1994 figure of 
29%. Children are 15% more likely to be poor than adults and children in 



larger families face almost three times the risk of poverty than children in 
households with one or two children. 

Among children, the highest risk of being poor is faced by those in lone parent 
households. Although a relatively small group, such children are 60% more 
likely to be poor than children in two-parent households. For the first time, the 
DEDs (District Electoral Divisions) in the Eastern Health Board region which 
have populations at high risk of child poverty have been mapped for this 
Review by SAHRU (Small Area Health Research Unit, Trinity College, 
Dublin). Firstly, the DEDs in the region with high proportions of lone parent 
households have been mapped. This map is shown as an appendix to this 
Chapter and the ten DEDs with the highest proportion of such households are 
listed in the following Table: 

Most poor children are in households where parents are unemployed. (Callan et a1 

1999. Walsh 1997) The following Table shows the ten DEDs in the Eastern Health 
Board region with the highest proportions of households where the head is 
unemployed: 
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Source: SAHRU 

The DEDs in the region which have high proportions of such households have 
also been mapped and this appears as an appendix to this Chapter. 

District Electoral Divisions which have both high child populations and high 
levels of deprivation in the Eastern Health Board region have been also 
identified by SAHRU. Using 1996 Census data, deprived DEDs have been 
identified on the basis of the percentage of the population which is unemployed 
along with those in Social Classes 5 and 6. DEDs which rank as "high" on 
those two scores have been linked with DEDs which also have high proportions 
of child populations have been mapped in the map which appears as an 
appendix to this Chapter. 

Area 5 has the highest number of DEDs (six) in this classification while Areas 
6 and 4 have five and four such DEDs respectively. All DEDs in this 
classification are listed in the following Table: 
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Source: SAHRU 

Service provision which includes the full continuum of health, preventive, early 
childhood and family support services should be readily accessible to families 
living in the DEDs identified in the above Table. A special review should be 
undertaken of such service provision in these area. Account should be taken of 
Eastern Health Board policy that services should be accessible and delivered 
locally. Gaps should be identified and a plan put in place to meet need. 

Traditionally, the measure of poverty used in the Eastern Health Board region 
is the percentage of population covered by medical card. The following figure 
shows the percentage of children under the age of sixteen covered by medical 
cards each Community Care Area in December 1998: 
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Percentage of children (0-15 years) covered by Medical Cards 
in each Community Care Area in December 1998 

Area 10 

Area 9 

Area 8 

Area 7 4 0 . 5  

Area 6 

Area 5 40.8 

Area 4 

Area 3 

Area 2 

Area 1 

0 10 20 30 40 50 

Areas 4, 5, 6 and 7, all of which were noted above as having DEDs with high 
proportions of children and high levels of deprivation, also have high 
percentages of children covered by medical cards. Area 10 is also notable in 
that just over 32% of its children have medical card coverage. 

Back to School Clothing and Footwear Scheme 

The Back to School Clothing and Footwear Scheme is currently subject to 
review by the Department of Social, Community and Family Affairs. This 
scheme operates each year from June until September. Entitlement to the 
scheme is income related. At present, the process involved in applying for the 
scheme is seen as cumbersome and time-consuming. Customers who received 
payment in the previous year receive an application form by post while new 
customers contact the health board for a form. When the form is completed 
and returned to the local Community Welfare Officer (C.W.O.), it is processed 
and the C.W.O. makes a recommendation to the Suuerintendent Communitv 
Welfare Officer. Having been approved or refused by the SWCO., the form is 
forwarded to a central office for payment. Cheques are posted to the 
customer's home and refusals are notified in writing. 

There is little discretion with regard to entitlement under the scheme: only 
customers whose income is below a set scale qualify for payment. The 
payment of rent is not factored into the assessment. Customers, although 
entitled to rentlmortgage supplements through the Supplementary Welfare 
Allowances Scheme, may still be refused an allowance, if the household 
income is above the income limit. Income limits have not kept pace with 
changes in the qualifying conditions for certain payments from the Department 
of Social, Community and Family Affairs. For example, lone parents with one 
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child can now return to work and earn up to £115 per week before payment 
from the Department is reduced. However, under the Back to School Clothing 
and Footwear Scheme, a person in identical circumstances can only receive an 
allowance if the household income is less than £15.50 above the basic 
D.S.C.F.A. payment. Rates of payment may be addressed by the current 
review which was noted above. Under 12 years of age the payment is £43, 
while the payment for those 12 years and over is £58. Rates of payment should 
take account of the actual costs involved in children returning to school. This 
is especially required when children are entering First and Fifth Years in 
secondary schools. Enhanced payments at this stage may assist retention of 
deprived young people in school. Direct payment to parents from the 
Department of Social, Community and Family affairs should be considered in 
order to streamline the process. 

During 1998, 67,797 children were assisted by the scheme, representing 15% 
of children in the region. The percentage assisted in each Community Care 
Area can be seen in the following figure: 

Percentage of children assisted by Back to School Clothing & Footwear Scheme in 
each Community Care Area in 1998 

Note: The figures for children include some individuals up to 22 years of age, although approximately 98% are under 18 
years. 

Area10 r 116 

Area 9 1 113 

Area 8 1 12 

Area 7 1 J 22 

As in other years, the percentage of children assisted by the scheme is highest 
in Community Care Areas 4, 5 ,  6 and 7, although the percentage and total 
number assisted is falling. This may be due to greater economic affluence, 
although it may also be due to application of eligibility rules as discussed 
above. 
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Chapter 2 

Child Health 

Premature births 

Premature births and low birth weight in infants have been closely associated 
with poverty and deprivation. In 1998, Areas 4 and 7 had the highest 
proportion of babies born weighing less than 2,500 grams, while Area 4 had the 
highest proportion of premature births: 

Research by Johnson, Dack and Fogarty (1994) found that the best predictor of 
low birth weight was the proportion of the population covered by medical 
cards. In 1998, as was seen in Chapter 1, Area 7 had the highest proportion of 
pre-school children covered by medical cards (42.3%) and the highest 
proportion of children aged 5-9 covered by medical cards (41.7%). However, 
the association between medical card coverage and low birth weight is less 
clear in Area 4. 

8 
9 
10 

Total - 

Neural tube defects 

There was a slight increase during 1998 in the numbers of babies born with 
neural tube defects although both the number and the rate have been falling 
steadily in recent years: 

Source: RICHS (EHB computerised child health records) 
*Calculated on basis of births for which gestation and birth weight are recorded 
As numbers are small in some of ihese caregorias, they should be interpreted wifh coution as small diferencer in 
numbers con resuif in large variolion in rales,'. 
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Neural Tube Defects :rate per 10,000 live births and 
stillbirths in the Eastern Health Board region 1980- 

1998 

Source: Eurocat 
Since randomflucfuationr can result in wide variation in rater, cure must be taken in interpreting rherefigures. 

Research undertaken in 1997 showed that 16% of women were taking folic 
acid prior to conception. This represented an improvement on a similar study 
in the previous year which found only 6% were taking the supplement. 
Improved awareness was also demonstrated by the research: in 1996, only 21% 
of women surveyed knew that folic acid could help to prevent spina bifida. 
This rose to 43% in 1997. It should be noted however that the 1996 study 
found 57% of pregnancies were unplanned. (Sayers et a1 1997). 

Communicable Diseases 

Infectious diseases, although no longer causing the high level of mortality of 
the earlier decades of this century, remain a public health concern. Many 
infections are preventable, either through vaccination or by improving hygiene 
or social conditions and through education. 

Traditionally, the surveillance of infectious diseases has depended on their 
statutory notification. Under the Infectious Diseases Regulations 1981, there is 
an obligation on the attending physician to notify to the health board cases of 
specified communicable diseases. It is well recognised in Ireland and in many 
other countries that there is very significant under-notification of these 
diseases. However, the figures compiled are still important in indicating trends 
from year to year and in detecting excess cases and outbreaks. The following 
Table lists some of the more frequently notified infectious diseases 1996 to 
1998 in the Eastern Health Board region: 



Child Health 

I Notifications of most frequently notified i&eetious diseases received by I 
the Eastern Health Board, 1996-1998 

Number of notifications 

I Pertussis 104 202 109 

I 

Disease 

Measles 
Mumps 
Rubella 

1996 

Meningococcal Infection 
Meningitis-Pneumococcal, HIB, 
bacterial unspecified 

1997 1 1998 

139 
244 
359 

Gastroenteritis under 2 years 

1 unspecified 
Source: E.H.B. Communicable Diseases Surveillance System 

127 
40 

Salmonellosis 

There was a large increase in notifications of foodborne infections in 1998. 
These infections can produce very severe illness in the very young and the 
elderly. Single cases of foodborne infection can be difficult to identify as the 
symptoms can mimic other illnesses. Outbreaks are more readily identified in 
that a number of people reporting common food exposure become ill with 
similar symptoms around the same time. The development of disease 
surveillance systems and the education of the food industry and the public are 
vital to the prevention and control of these diseases. 

131 
84 
68 

999 

There were 19 cases of E.coli 0157 infection notified to the Eastern Health 
Board in 1998. 

150 
32 
43 

173 
5 8 

1249 1 1481 
Food Poisoning (unspecified) 

145 

Meningococcal Disease 

150 
68 

Hepatitis A and viral hepatitis 

While meningococcal disease remains uncommon, few infections lead to the 
same degree of concern when it occurs in the community. Its affinity for 
infants, young children and teenagers and its ability to kill a healthy child 
within a few hours are some of the reasons for the fear. The notification of 
bacterial meningitis has increased nationally over the past decade. 
Meningococcal infection is the commonest cause of bacterial meningitis. The 
occurrence of this disease is cyclical in nature. Increasing immunity to 
particular strains in the community may partially explain this phenomenon. 
The vast majority of cases occur sporadically without known contact with a 
case and are acquired from the 10 to 20% of the general population who carry 
meningococci in their throats without any ill effects. While meningococcal 
diseases occurs most frequently in late winter and early spring, cases can occur 
throughout the year. 

130 
252 438 

95 

26 1 723 

120 90 
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In 1998, 150 cases of meningococcal disease were notified to the Eastern 
Health Board, (crude rate 11.6/100,000 population). Of these, 143 (96%) cases 
were confirmed, 2 (1%) were presumed cases and 5 (3%) were possible cases. 
Of those cases for which the serogroup of the organism was identified, 81% 
were Group B, 18% were Group C organisms and 1% were Group W135. 
There were 5 deaths attributed to the disease (case fatality rate of 3%) in 
comparison with 11 deaths, 6 deaths and 9 deaths in 1995, 1996 and 1997 
respectively. In recent years the incidence of the disease in the region has met 
the European definition for a high incidence region, with more than two 
laboratory confirmed cases per 100,000 population. 

A new vaccine against Group C meningococcal infection which would be 
suitable for use in a general vaccination programme in appropriate populations 
has become available. While the vaccine has not yet got a product 
authorisation in Ireland, this has been applied for. The question of a general 
vaccination programme is under active consideration and it is likely that such a 
programme will be introduced as soon as it is practicable, once the product has 
been licensed in Ireland and supplies have been obtained. 

I Crude meningococcal infection rate per 100,000 population in the I 
Eastern Health Board region by age group, 1998 

Age <I 1 1-4 1 5-9 ( 10-14 1 15-19 / 20-24 1 25-44 ( 45-64 1 >65 
Rate 1 228.2 1 86.9 1 13.5 9.3 1 6.8 1 1.7 1.8 1 1.6 ( 1.6 

Vaccine Preventable Illness 

Vaccination is considered to be one of the most cost beneficial of all 
interventions in modem medicine. However, to achieve the full benefit of the 
primary vaccination programme, high coverage of vaccines at the appropriate 
ages is essential (at least 95%), especially with highly infectious diseases such 
as measles and rubella. Suboptimal coverage of the vaccines can lead to a drift 
of disease into older age groups, which may carry a higher risk of 
complications. Notifications of infectious diseases, despite the limitations of 
the surveillance system, can provide useful data in monitoring the success or 
otherwise of vaccination programmes. The National Vaccination Schedule is 
as follows: 

National Vaccination Schedule 

Age 
At birth 
2,4,6 months 

Vaccination 
BCG 
DPT, Polio, HIB 

15 months 
Primary school entry 
Primary school leaving 

MMR 
DT, Polio booster 
MMR booster 
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The target coverage of these vaccines is 95% of children with three doses of 
three in one (DYT: Diphtheria, Pertussis, Tetanus) or two in one (DT: 
Diphtheria, Tetanus), oral polio and Haernophilus influenzae type b (Hib) by 12 
months and MMR (Measles, Mumps, Rubella) by 24 months of age. Average 
percentage uptake in each Community Care Area at 12 months and at 24 
months is given in the following Tables: 

Schedule, by Community Care Area, 

The uptake of primary vaccination is lowest in those areas which have higher 
proportions of the population in the manual social classes (Social Class 4 to 6). 
Clearly, the overall coverage of the primary vaccines in the region as a whole is 
suboptimal. This gives rise to concerns about the medium to longer term 

9 
10 
Total 

74.9 
76.5 
71.9 

3.1 
5.3 
2.7 

77.2 
81.7 
74.7 

77.8 
81.8 
74.4 
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control of these potentially serious but preventable childhood diseases and the 
Eastern Health Board's Central Immunisation Steering Committee is 
addressing the issue as a matter of urgency. This will include a systematic 
review of the effectiveness of the primary immunisation surveillance system, in 
terms of accuracy, timeliness and usefulness of the data produced. This work 
will be carried out during 1999, by a Specialist Registrar from the Eastern 
Health Board's Department of Public Health. 

Although there has been a reduction in the numbers of cases of measles notified 
to the Eastern Health Board in recent years, based on the pattern of recent 
epidemics, which occur every four years, a new outbreak of measles is due here 
in the next year or two. 

Following some years in the early 1990's when relatively few cases of mumps 
were notified, a marked increase in notifications of the disease occurred in 
1996, followed by some decrease in 1997. The majority of cases were in the 5- 
12 year age group, with similar numbers in both sexes. As it is known that up 
to 5% of children do not respond to a single dose of MMR, a second dose is 
required to prevent these vaccine failures. 

Rubella is generally a mild infectious disease. However, if the infection occurs 
during the first trimester of pregnancy, evidence shows that it will cause 
damage to the foetus in 90% of cases. Multiple defects are common, leading to 
the syndrome known as Congenital Rubella Syndrome. The defects include 
mental retardation, deafness, eye problems and cardiac abnormalities. In some 
instances, infection may lead to spontaneous abortion or intrauterine death. 

There was also a marked increase in rubella notifications in 1996, occurring 
mainly in 15-24 year old males. This cohort of males would have left primary 
school before the MMR vaccine was introduced for both sexes at primary 
school leaving age in 1993. Prior to this, rubella vaccine was only offered to 
girls at that age. The notifications of rubella returned to more typical levels in 
1997 and fell again in 1998. 

Following a generally downward trend since the late So's, notifications of 
pertussis (whooping cough) increased in 1997 to 202 cases. This figure fell to 
109 cases for 1998. However, pertussis occurs in cycles of three to four years 
and the cyclical pattern continues even in areas with good vaccine coverage, 
although at a much reduced rate. Although it is encouraging that more parents 
are opting for the 3 in 1 vaccine (which includes the pertussis component), 
greater effort is required by all to improve the overall uptake of childhood 
vaccinations. 
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Identified Need : Vaccine Preventable lllness 

A review of the effectiveness of the of Primary Vaccination 
Programme should take place 
~stablishment of a system for general practitioners to gather 
information on denominators, defaulters and payments 
Development of interim measures to allow information to be 
gathered on nominated general practitioner from mothers prior 
to discharge after birth 
Urgent systematic review of the surveillance system for 
primary immunisation with particular emphasis on timeliness, 
usefulness and accuracy of data 
Consideration of a publicity campaign in the light of the 
expected measles epidemic. 

Child Health Services 

Best Health for Children 

The report, Best Health for Children: Developing a Partnership with Families, 
was completed in 1998. It resulted from a review, carried out at the request of 
the health boards' Chief Executive Officers, of the child health screening and 
surveillance services for pre-school and school age children in Ireland. The 
report proposed a new model for child health surveillance services, whereby all 
service components would operate in a co-ordinated way to deliver services 
which are flexible and capable of responding to different or changing needs. 
Services should be evidence-based in terms of effectiveness and outcomes and 
they should be supported by a quality assurance system. The proposed new 
programme recognises that a partnership approach with parents is likely to be 
most effective in achieving health and social gain for children. 

The Chief Executive Officers have recognised the need for support for the 
change process outlined in this report and have set up a National Child Health 
Committee, as recommended in the report. Another recommendation of the 
report that has recently been implemented is the planned appointment of a 
National Child Health Co-ordinator to facilitate the further development and 
implementation of this work. 

This report represents the first phase of a longer term project to develop work 
relating to children's health in Ireland. A group to look at adolescent health is 
planned as is a group to develop outcome indicators for child health services. 



Computerised Child Health Records (RICHS) 

The Eastern Health Board's computerised child health recording system 
(RICHS) has three modules: 

Registration and birth notification 
Child development, recording clinical information from the paediatric 
developmental examination 
Immunisation, recording primary immunisation history. This module 
generates invitations to parents to bring children for immunisation. 

This system is now dated and does not have the capacity for expansion such as 
the capture of breastfeeding rates. 

I ntified Need ; Computerised Child N 

A review of RICHS should be undertaken 
Service specification identifying future IT needs capable of 
supporting service delivery and data collection should be 
formulated 

Public Health Nursing Service 

Public Health Nurses visit all new born babies and their parents. They are in a 
unique position as they are often the first point of contact for people seeking 
services. The Child Care Act requires health boards to identify children who 
are not receiving adequate care and attention and Public Health Nurses are best 
placed to identify such children in the first instance. Contact takes place in the 
baby's own home, in clinics, schools or other community settings. Support and 
advice is provided on feeding, immunisation, developmental progress, SIDS, 
infectious disease including meningitis and accident prevention. 

Visiting a new baby as soon as possible after discharge from hospital is crucial 
since problems such as post natal depression, feeding difficulties, bonding 
problems etc. are best addressed if identified early. Community Care Areas 
have indicated that due to difficulties with the birth notification system, they 
find it difficult to reach the Health Strategy target of visiting each newborn 
baby within 24 hours of discharge from the maternity hospital. However, as 
soon as notification is received by the Public Health Nurse, babies are visited 
within 24 hours of receipt of notification in 75%-100% of cases. It should be 
pointed out that if babies are deemed to be vulnerable by hospital staff, the 
liaison midwife notifies the local Area by telephone of the impending discharge 
and every effort is made to visit such babies immediately upon discharge. 
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Due to early discharge of mothers and babies from maternity hospitals, the 
initial contact is often as a result of a request for a Guthrie test being received 
from a hospital. Performance of Guthrie tests involves a considerable 
workload which, due to the earlier discharge of babies, increases on an annual 
basis. The increase which occurred between 1995 and 1998 can be seen in the 
following Figure: 

h m  ber of Guthrie Tests conducted by Public Health 
h r s e s  in the Eastern Health Board region 1995-1998 

Also as a result of early discharge, babies are often not established on breast 
feeding and Public Health Nurses often visit mothers on a daily basis until 
feeding is established. Breastfeeding support groups are organised by Public 
Health Nurses throughout the region and each year thirty nurses attend 
breastfeeding courses to ensure that a core group exists in each Area to act as a 
resource in their district. This additional support helps to encourage mothers to 
breastfeed for as long as possible. Venues for breastfeeding support groups or 
for individual mothers who wish to breastfeed are not adequate in many health 
centres. 

In one Community Care Area, nine Public Health Nurses have completed 
training in the Marte Meo principles. The initial evaluation indicates that the 
nurses found the training provides them with a framework for identifying early 
communication difficulties between parent and child and that the programme 
supplies a solution-focused rather than a problem-focused approach to working 
with families. This process will be developed further with more training 
provided to enhance the skills of the Public Health Nurses. 

In order to further support families, consideration should be given to 
developing early support systems for families to which Public Health Nurses 
could have direct access. Such very early intervention may prevent young 
mothers' difficulties becoming entrenched and may avoid later intervention for 
child protection. 

The increased need for court appearances by Public Health Nurses in relation to 
child protection issues requires that more attention be paid to the report writing 
skills of nurses. In one Area, formal individual supervision has been provided 
in this regard and has resulted in more comprehensive and balanced reports. 
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Report writing skills also need to be developed regarding risk assessment, 
identification of needs and committee/project work. 

The increased numbers of asylum seekers in the region have posed particular 
challenges to Public Health Nurses regarding language barriers, cultural 
differences and the high mobility of the asylum seeking population. 
Knowledge of available services has been found to be extremely poor among 
this group. In the absence of interpreters, leaflets should be produced in the 
most common languages of asylum seekers containing information on feeding, 
accident prevention, immunisation, SIDS and on the range of services available 
for children. 

Providing services for babies discharged with Neo Natal Abstinence Syndrome 
continues to place high demands on the service. The development of services 
for drug misusing pregnant women in the region is discussed elsewhere in this 
document. 

- 

l&ntiJ%d Need : Public Health Nuning Service 

Community Care Area data sets should gather information 
on the percentage of babies being visited within 24 hours of 
receipt of birth notification 
Each health centre should be supplied with electronic mail or 
a fax machine to facilitate rapid notification of discharge of 
infants from hospital 
Areas with combined high proportions of children and high 
levels of deprivation identified earlier in this Review should 
be adequately staffed, especially by Family Development 
Nurses, so that families can be intensively supported in the 
first three years of children's lives 
There is a need for increased emphasis on multi-disciplinary 
and integrated working and in a child's early years there 
should be a designated key worker for the family where 
necessary 
Breastfeeding facilities should be available in each health 
centre and expanded promotion of breastfeeding should take 
place 
There should be a place for children to play while visiting 
health centres and robust toys and books should be available 
Consideration should be given to developing first-level 
support systems for families to which for Public Health 
Nurses can have direct access 
Consideration should be given to a pilot programme of 
service provision out of hours to meet the needs of working 
parents and their children. 
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Paediatric Developmental Examinations: The designated age for these 
examinations is nine months. In some health centres however, due to high birth 
rates in local areas, the average age of those attending may be twelve months. 
Where possible, Area Medical Officers hold extra clinics to reduce waiting 
time. Uptake of developmental examinations ranges from 60%-95% and the 
highest uptake rates are in Areas with large proportions of population are in the 
higher socio-economic groups. 

Area data sets should include the age of babies attending for 
paediatric developmental examinations and numbers on 
waiting lists for those examinations 
Reasons for delays in offering appointments should be 
identified and steps taken to offer appointments at the 
designated age 
Reasons for non-attendance at paediatric developmental 
examinations should be identified and steps taken to improve 
uptake 
Clinical audit should be held of paediatric developmental 
examinations 

Hearing and vision tests continued to be conducted in schools in the region 
during 1998 and the numbers of such tests which took place in each Area are 
shown in the following Table: 

I Numbers of hearing and vision tests conducted in each Community 
Care Area of the Eastern Health Board redon in 1998 r A r e  7 Hearing Vision 

-.,\., I -..., 
J 

I 1 I 5LYU I LLLY I 

. ~. . . 

3234 10 1923 
Total 28,829 36,314 
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Dental Services 

One of the aims of the Eastern Health Board Dental Services is to improve the 
oral health of children in the region. Services are provided both for the 
prevention and treatment of oral disease. 

Preventive Services 

The 1993 and 1997 Eastern Health Board surveys of children's dental health 
showed a substantial reduction in dental caries in areas which had previously 
shown a high prevalence of decay. This reduction is to a large extent due to the 
effects of the Board's preventive services. However, the 1997 survey identified 
the fact that dental caries are almost twice as prevalent among five year old 
children from lower socio-economic groups when compared with those from 
higher socio-economic groups. 

A number of steps are being taken in an attempt to redress this imbalance. 
During 1998, plans were finalised for the employment of eight Oral Health 
Promoters - one for each Dental Area - who will be appointed during 1999. 
One of the primary roles of the Oral Health Promoters will be to target a 
holistic oral health promotion message towards disadvantaged groups. During 
1998, a joint Eastern Health Boardnrish Dental Health Foundation initiative 
was established aimed specifically at disadvantaged under five year olds. The 
initiative involves home-school liaison and is being piloted in the Dun 
Laoghaire Area. Dental Hygienists play a highly effective role in relation to 
oral health promotion and the provision of preventive treatments particularly in 
the area of treatment of patients with special needs. 

Increasing the efficiency of water fluoridation plants and commissioning of 
new plants were identified as goals in the 1994 Dental Health Action Plan. 
Since then, upgrading and refurbishment of plants in the region have taken 
place. A new fluoridation plant has recently been commissioned in Co. 
Kildare. The latest technological advances are utilised to ensure accurate and 
consistent dosage and measurement of fluoride levels. The Fluoride 
Monitoring Committees meet on a regular basis. Fluoride mouthrinsing 
programmes are continuing in schools in Kildare, Wicklow and some rural 
areas of Dublin where public water supplies are, as yet, not fluoridated. 



Treatment Services 

In line with the Health Strategy and the Dental Health Action Plan, services for 
children are targeted so as to maximise oral health in an equitable fashion. 
School screenings are undertaken in second, fourth and sixth classes and 
patients are referred for preventive and/or restorative treatments as appropriate. 
In addition, children who were in 61h class in the previous year are called to the 
clinic for examination and treated as necessary. Children who are recognised at 
these screenings as having any particular needs can be recalled more frequently 
according to their individual requirements. 

During 1998, there was no waiting list in the region for eligible child patients 
requiring routine dental treatment. The total number of attendances by children 
during the year was 186,319. Children unsuitable for treatment under local 
anaesthetic are referred for treatment under general anaesthetic. There is no 
waiting list for this service. 

Emergency treatment is available, without appointment, to all eligible children 
during clinic opening hours. Parents are always welcome to contact the clinic 
if they have any concerns regarding their child's dental health. 

Data collection 

The data collection system utilised by the Dental Services is principally a 
record of treatment output. A number of deficiencies have been identified in 
the system which should be addressed. These include the inability of the 
system to record the percentage of children in targeted classes who are covered 
by screening annually, to record the number of children receiving fissure 
sealants, to record the levels of unmet treatment need or to record the oral 
health status of school leavers. Upgrading of the system can commence when 
confirmation is received from the Department of Health and Children of its 
definitive data requirements. 

The establishment of an oral health data base was also identified as a goal by 
the Dental Health Action Plan. During 1998, the Eastern Health Board, on 
behalf of the eight Health Boards put a contract out to tender which, among 
other things, is designed to address the issue of establishing such a data base. 

Special Needs Services 

A service dedicated towards meeting the oral health needs of special needs 
groups has been developed over the last number of years. One of the principal 
aims of the service has been to maximise oral health among special needs 
children and young adults attending special needs national schools and 
sheltered workshops. Following screening of these patients, appropriate 
preventive and/or restorative treatment is provided as necessary. Dental 



Hygienists play a highly effective role in this service in relation to oral health 
promotion and preventive treatment procedures. 

Some specific special needs groups receive particular attention; for example, in 
an attempt to improve attendance rates, treatment is frequently provided for 
Traveller children along with adult family members. A specific service 
dedicated to the treatment of Travellers has been in operation in the Roselawn 
area for many years. 

Little information is currently available on the oral health status of the different 
special needs groups. This type of information is essential if the service is to 
be developed in a structured way. In an effort to address this problem, a survey 
of children attending Special National Schools is planned for 1999. 

Orthodontic Services 

Orthodontic services are provided at the Regional Orthodontic Department. To 
facilitate patients and improve equity of access, some assessments are also 
undertaken at Satellite Orthodontic Assessment Clinics at the following 
locations: 

I Bray I Kilbanack 

Coolock 
Crumlin 
Newbridge 

In addition to assessments, orthodontic treatment is undertaken at a number of 
these clinics. At the end of the year, there were no category I patients awaiting 
assessment while there were 7381 patients on the category I1 waiting list. To 
ensure equity of access to orthodontic treatment, assessments are carried out 
utilising the Department of Health's guidelines on eligibility. There is no 
waiting time for children with special needs as these are assessed immediately. 
In recognising the need for further development in Orthodontic services the 
Eastern Health Board has completed a planning brief for a second regional 
orthodontic unit in North Dublin. A submission has also been prepared in 
respect of a third regional unit in Dublin South East. Both these proposals are 
currently being considered by the Department of Health and Children in the 
context of their capital development programme. The expansion of the satellite 
orthodontic service is also a priority. 

Roselawn 
Wicklow 
Ballinteer 

Plans for the Future 

For the future it is hoped to continue developing the service in line with the 
Health Strategy and the Dental Health Action Plan. The service is making 
steady progress towards meeting the goals set in 1994 - some of the goals have 
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already been met. Recruitment of staff is, however, an on-going problem 
which may hinder progress towards meeting outstanding goals. 

Work continues on the development of oral surgery services. The Eastern 
Health Board's Report - Development of Oral and Maxillofacial Surgery 
Services in the Eastern Health Board Region - has been published and 
approved by the Board. The long-term plans involve the co-ordination of 
existing services and the establishment of a dedicated maxillofacial unit in St. 
James's Hospital. Currently there are still substantial waiting lists for 
treatment. However, plans are progressing to address this problem. A 
consultant oral and maxillofacial surgeon is due to be appointed during 1999. 

Treatment is available for cleft lip and palate patients in the Cleft Lip and 
Palate Unit based in St. James's Hospital. 

In relation to children's dental services, the principal objective is to ensure that 
all primary school children are caries free on leaving 61h class. This can be 
achieved not only through screening and treatment but also through the 
provision of oral health promotion programmes aimed at children. The 
proposed recruitment of dental staff whose duties will relate specifically to oral 
- - 

health promotion will facilitate the development of such programmes. 

Identified need : Dental and Orthodontic Services 

The development of a minimum data set, in collaboration with the 
Department of Health and Children, to address information 
requirements particularly the percentage of children covered by 
screening, numbers of fissure sealants, oral health status etc. 
The development of additional Regional Orthodontic Units in 
North Dublin and Dublin South East 
Expansion of satellite orthodontic clinics 
Recruitment of oral additional health promotion staff 



Chapter 4 

Health Promotion 

Staff throughout the Eastern Health Board region work in a variety of ways to 
promote and protect the health of children and families. The Health Promotion 
Department has developed a number of initiatives to support children, parents 
and others who work with children to ensure that all children enjoy the highest 
standard of physical and mental health. 

The Health Promotion Department has appointed two Health Promotion 
Officers to co-ordinate work with schools in the region. These Assistant 
Health Promotion Officers will assess training needs and where necessary, will 
provide training and materials for teachers, managers and principals at primary 
and post primary level. 

Training will focus on the development of awareness and lifeskills to enable 
young people to make positive choices across a range of health behaviours 
including smoking, alcohol, illicit drug use, nutrition and physical activity. The 
Board will work with school management committees and parents to support 
schools in developing healthy environments and policies for all users. 

The Health Promotion Department is developing a web site for schools in our 
region, targeting health education and information at schools students, teachers 
and health professionals working with young people 

In order to assess health promotion need in the region, a random survey of 10- 
18 year olds school pupils was carried out in November - December 1998 by 
the Health Promotion Unit. 4,750 questionnaires were completed. A summary 
of the main findings and the Eastern Health Board's response to addressing the 
need identified by the survey follows: 

Exercise and Leisure: Overall 50.8% of school pupils (59.5% of boys and 
41.3% of girls) reported exercising strenuously at least four times a week 
outside class time. Over 8% reported exercising vigorously less than once a 
week (6% of boys and 11.4% of girls). Exercising frequently decreased with 
age. Exercising four or more times a week decreased from 63.8% in the 10-1 1 
year old to 55.9% in the 12-14 year olds and to 38.9 % in the 15-18 year olds. 
This was particularly evident in girls with 20.8% of 15 -18 year old girls in 
social classes 5 and 6 reporting that they exercised strenuously less than once a 
week. 

21.6% said they watched television for four hours or more each day. Over 
seven percent of students reported spending ten or more hours a week playing 



computer games. Boys were much more likely to spend time playing 
computers games than girls. 

The Eastern Health Board's goal is to increase the physical activity level of all 
persons throughout our region, with particular emphasis on low participation 
groups such as women, older people, the overweight and obese, people with 
disabilities and young people. 

To this end the Board hosted a seminar for representatives of the target 
population (including statutory bodies, voluntary organisations, and relevant 
individuals) to identify barriers to participation in physical activity. Through 
continued consultation with these representatives and in partnership with a 
range of relevant agencies, the Board will assist in the implementation of local 
plans aimed at increasing physical activity levels amongst the wider population. 

Food and Nutrition: Almost 38.0% said they ate fruit more than once a day, 
but over a quarter ate fruit less than once a day. Girls were more likely then 
boys to report eating fruit more than once a day. Eating fruit regularly 
decreased with age in both sexes. However, consumption of soft drinks and 
high fat foods was high with 77.1% reporting that they had sweets, 59.6% said 
they had crisps, 21.9% said they had cakes and pastries and 64.2% said they 
had soft (fizzy) drinks at least once a day. 

Overall, almost 8% said they were on a diet to lose weight. Girls (1 1.8%) were 
more likely to be on a diet than boys (3.9%). In girls, being on a diet increased 
with age, with 15.6% of girls in the 15-18 age group being on a diet to lose 
weight. 

It is hoped to appoint a number of community nutritionists to work with 
community and youth groups in order to provide comprehensive nutrition 
education and the promotion of healthy eating during adolescence. This is 
addressed further below. 

Cigarette Smoking: Just over 50% of pupils said they had ever smoked 
tobacco, slightly more boys than girls. 17.5% of 11-18 year olds were current 
smokers (using a definition of a current smoker as smoking at least once a 
week). Rates were the same for both sexes. Smoking increases with age with 
2.5% of 10-11 year old boys, 14.7% of 12-14 year olds and 26.8% of 15-18 
year olds reporting current smoking. In girls, 1.3% of 10-11 year olds, 15.6% 
of 12-14 year olds and 29.8% of 15-18 year olds were current smokers. 

The Eastern Health Board places particular emphasis on reducing the 
prevalence of smoking and smoking related illness and mortality in the region. 
The overall goal with regard to smoking is to eliminate smoking by persuading 
young people not to start and by helping smokers to quit. The aim is to reduce 
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the percentage of cigarette smokers in the region by 1% per year. The strategy 
outlines activities which aim to: 

support individuals who wish to quit smoking through the provision of 
support services, including counselling and smoking cessation groups 
support the rights of non-smokers to a smoke free environment 
reduce the number of young people taking up smoking through education 
campaigns, skills development, healthy public policy and supportive 
environments. 

To realise these aims, a Health Promotion Officer (H.P.O.) has been appointed 
with specific responsibility for cancer prevention. The Cancer H.P.O. will 
support the development of new materials to accompany the Smokebusters 
programme, a smoking prevention programme for primary schools. The 
Cancer H.P.O. will also develop a Tobacco Control strategy for the region and 
will collaborate closely with the Irish Cancer Society and local Health 
Promotion Committees to co-ordinate health promotion activity on cancer 
awareness and prevention. 

The Cancer H.P.O. will be responsible for developing the Board's health 
promotion initiatives regarding healthy eating, safe sex, sun awareness and 
moderation in alcohol consumption in so far as these relate to cancer 
prevention. The H.P.O. will also support health promotion initiatives for 
patients with, or with a history of cancer. 

Alcohol: In the survey pupils were asked about their alcohol consumption - 
had they ever tasted an alcoholic drink; how frequently they took an alcoholic 
drink such as wine, spirits, beer, cider and alcopops, and whether they had ever 
been drunk. In response to the question 'Have you ever tasted an alcoholic 
drink?", 85% of pupils reported that they had ever tasted an alcoholic drink - 
87.7% of boys and 82.4% of girls. Current drinking is defined as drinking an 
alcoholic drink at least once a month. Overall, 44.7% of school pupils said that 
they had an alcoholic drink at least every month (5 1.1 % of boys and 37.8% of 
girls). Drinking alcohol increases with age. 

Overall, 30.3% (35% of boys and 25.2% of girls) said they had been drunk on 
two or more occasions. Reported drunkenness increases with age and is higher 
in boys. 12.1% of students (15.5% of boys and 8.5% of girls) said they had 
been drunk on more than 10 occasions. 

The Eastern Health Board's goal with regard to alcohol consumption in the 
region is that moderate drinking becomes personally and socially acceptable 
and favoured as the norm by those who drink and that abstinence as a choice is 
respected. Objectives to achieve this include: 



To promote sensible drinking among the population, incorporating 'Less is 
Better' into the public's awareness of health enhancing behaviour 
To ensure that all people from an early age are aware of and understand the 
recommended sensible limits for alcohol consumption 
To reduce substantially and prevent problems associated with misuse of 
alcohol 
To ensure that health care staff are equipped with the necessary knowledge 
and skills to address alcohol misuse as a risk factor 

In 1999, the Eastern Health Board will undertake an extensive review of the 
nature of alcohol use in the region and the extent of problem drinking. Current 
awareness of sensible drinking guidelines and practice will be assessed. This 
will provide baseline data for ongoing review which will be used to measure 
the effectiveness of education and health promotion initiatives. 

Drugs: Cannabis1 Marijuana: Pupils were asked on how many occasions, if 
any, they had used marijuana or cannabis in their lifetime. 20% said that they 
had used cannabis at some time in their lifetime (26% of boys and 14.5% of 
girls). This ranged from 1.5% in the 10-11 age group through 12.0% in the 12- 
14 age group to 39.2 % in the 15-18 age group. Lifetime use of cannabis 
increased with age for all sexes and social class groups and is higher for boys 
than girls. Overall 10.5% reported using marijuana or cannabis in the past 30 
days. The rates were again higher overall in boys (14.4%) than in girls (6.3%) 
and increased with age in both sexes from under 0.2% in the youngest age 
group to 21.0% in the 15-18 age group. 

Other drugs: The school pupils were asked about lifetime use of a number of 
drugs. Overall 12.6% of students reported having used solvents, 4.7% had used 
amphetamines and 3.3% had used LSD and tranquillisers and 3.1 % had used 
ecstasy in their lifetime. 17.7% had used hard drugs at some time in their 
lifetime. Taking drugs increases with age and is higher in boys. 

Students in post primary schools were asked how many times in the previous 
four weeks they had used any of a number of drugs. In response to the 
question, 3.4% admitted to using amphetamines and 3.0% to using ecstasy in 
the past month and 7.3% reported using solvents in the previous month. 11.6% 
admitted to using at least one of the drugs in the previous four weeks. Current 
use of hard drugs was again higher in boys and increases with age. 

The Eastern Health Board's AIDSPrugs service promotes a drug free lifestyle 
and provides prevention, treatment, rehabilitation and aftercare programmes to 
minimise the harmful effects of drug addiction and prevent the spread of HIV 
and other infection. A team of HIVPrugs Education Officers is employed to 
provide a comprehensive programme of education and training to reduce the 
use of licit and illicit drugs and to minimise the harm associated with misuse. 
The objectives include: 
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to raise awareness in the region of the problems associated with drug 
misuse 
to develop skills in vulnerable groups which support them in developing a 
drug free lifestyle 
to develop skills which assist communities and individuals in reducing the 
harm associated with drug misuse 
to promote an environment, through legislation and policy formulation, 
which supports a drug free lifestyle 

Injuries, Accidents and Safety: Overall 59.8% of pupils had received an 
injury in the previous twelve months which required treatment by a doctor or 
nurse, or required missing at least one full day of school or usual activities 
(66.4% of boys and 52.3% of girls). Injuries were more common in boys than 
girls in all age groups and social classes and decreased in frequency for girls 
with increasing age. 

Pupils in post-primary schools only were asked to think about their one most 
serious injury in the previous 12 months and where they had been when that 
injury had occurred. Overall 53.3% reported that they had had an injury 
(62.1% of boys and 43.2% of girls). Almost 40% of boys who had been 
injured reported their injury had occurred at a sports facility or field (not at 
school). 26% of girls reported that their injury had occurred at home (their own 
or someone else's). 

Use of car seat belts: Pupils were asked how often they used a seat belt when 
travelling by car. Overall 56.8% of pupils said they always wore a seat belt 
(50.9% of boys and 63.2% of girls). A further 21.5% (23.3% boys and 19.6% 
girls) reported that they 'often' wore a seat belt. 66.5% of 10-11 year olds, 
54.0% of 12-14 year olds and 54.8% of 15-18 year olds reported always 
wearing a seat belt. Those in the lower age groups were more likely to wear a 
seat belt. Girls were more likely to always wear a seat belt than boys. 

Cycle Helmets: Those pupils who rode a bicycle were asked how often they 
wore a helmet when riding a bicycle. 11.6% said they always wore a helmet 
(9.4% of boys and 14.6% of girls). A further 9% reported often wearing a 
bicycle helmet but 67.5% of students said they rarely or never wore a bicycle 
helmet when riding a bicycle. Boys were more likely to report that they rarely 
or never wore a bicycle helmet than girls (boys 72.7%, girls 60.4%). Students 
in the 10-1 1 year age group are more likely to wear a bicycle helmet than those 
in the older age groups. Boys and girls in social classes 1 and 2 in the 10-11 
age group are more likely to wear a helmet than pupils in the other social 
classes in that age group. Girls in the older age groups were more likely to 
wear a helmet than boys in the same age group. 

The Eastern Health Board aims to reduce the number of accidents and 
associated mortality and morbidity in the region through the implementation of 
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a comprehensive, intersectoral action plan on injury prevention. A 
multidisciplinary committee on injury prevention will be established at Board 
level to oversee the implementation of the plan in workplaces, schools and 
communities in the region. 

Idenh'jred need : HeaWt Protnofion 

Additional resources are required to ensure increased levels of 
physical activity among young people in particular the 
appointment of specialist practitioners to work in informal 
settings. 

Additional staff are required to implement a comprehensive 
support service for teachers in the development and 
implementation of social, personal and health education for the 
600 primary and post-primary schools in the region. 

More effective work in the provision of adolescent nutrition in 
informal youth settings is required, particularly through the 
appointment of community nutritionists who will work towards 
improved eating behaviours, reduction in overweight and obesity 
and associated illness in young people. 



Chapter 5 

Speech and Language Therapy Services 

Up to 14% of children experience difficulty in speech and language 
development. These range from mild developmental problems to severe 
impairments, which make it difficult or impossible for the child to cope with 
the communication demands of the normal school environment. In addition to 
the provision of assessment and therapy services, speech and language 
therapists play an important role in the prevention and early detection of 
communication problems. This may involve education of the general public 
and specific groups such as parents, teachers and other health professionals, 
through talks and seminars, provision of appropriate literature and input to in- 
service training. Therapists may also be involved in the clinical training of 
undergraduate therapists by providing clinical placement and clinical 
supervision. 

The Speech and Language Therapy service in the Eastern Health Board region 
is primarily administered through the Community Services Programme. A 
limited service is provided to adults in each area; however, this is at a minimal 
level and the majority of clients seen by the service are children. Children may 
present with one or a combination of the following disorders: articulation, 
language delay1 disorder, fluency difficulties, voice problems and swallowiug 
difficulties. These disorders may be specific or have arisen as a result of other 
causes such as hearing loss, global delay, structural/neurological disorders and 
emotional difficulties. In 1998, a total of 4,304 children were referred to the 
service in the region as shown in the following Table: 
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Overall, referrals have increased by 13% on 1997 figures. However, referral 
numbers are still lower than expected prevalence levels. There is significant 
under-referral of children to the service when compared to international norms. 

In addition to individual therapy, the importance of group work has been 
recognised and many types of groups are run throughout the region, ranging 
from those devised and planned by local therapists, to the provision of 
published programmes for group work. Preventative programmes such as the 
WARD Infant Language Scheme (WILSTARR) are being established in all 
Community Care Areas. Given adequate resources, it is envisaged that in time, 
all children in the region will be screened for language difficulties at their nine 
month developmental examination using the WILSTARR. 

Service in community clinics 

The majority of children referred to the services are seen in local health centres. 
Most Areas operate a system of screening the waiting list at set intervals such 
as twice or three times a year. Children are seen for assessment to diagnose 
their communication problem and to determine its severity. Problems are rated 
mild, moderate or severe on a range of standardised assessments or rating 
scales. Children are then placed on a waiting list for therapy, those with severe 
problems are placed on a priority list for intervention. The number of 
assessments conducted during 1998 and the number awaiting assessment at the 
end of December in each Area are shown in the following Table: 

*at end September 



Over the past 18 months, every effort has been made to reduce the time 
children have to wait for an assessment by holding regular assessment clinics 
for all children on the waiting list. The aim is to have a maximum waiting time 
for assessment of six months in all Community Care Areas. However, this has 
resulted in an increase in the time children have to wait for therapy. The 
following Table shows current waiting times: 

Waiting times for Speech and Language Therapy Services 
in the Eastern Heath Board r e g h -  I 

I Priority Cases 1 Average 4 months 1 

Following assessment and diagnosis, therapists plan programmes of 
intervention for children and their families. This may involve direct 
intervention, advice on management of the child's communication problem, 
implementation of a programme with parents, or a combination of these 
approaches. The nature of intervention will depend on a number of factors - 
the type of disorder, the client group, the age of the client and the work setting. 
For example in the case of a child who is non-fluent the therapist may work 
mainly with the parents, in the case of an autistic child the therapist may work 
initially with the family and care staff involved. In many cases therapists will 
work directly with children. 

Severe disorder 
General 
Moderatelmild disorder 

There are many factors which have an effect on the management of waiting 

Range 4-6 months 
Average 4 months 

Range 9-36 months 

lists and turnover of clients. Some Areas have access to specialised services, 
which can offer a more appropriate treatment model for certain clients. In 
many Areas however, this is not the case and so clients must continue to attend 
local clinics for long periods. Children are often referred to the service because 
of a failure to acquire age appropriate language skills. In order to help 
determine a diagnosis and to plan future management, Speech and Language 
Therapists require the on-going support of other professionals, such as Public 
Health Nurses, Area Medical Officers, Audiologists and Psychologists. 

The Educational Psychological service available to Community Services is 
inadequate in terms of its provision. In many Areas, a Psychological service is 
only available for four sessions a week, with waiting lists for assessment of up 
to 15 months in a number of Areas. This leads to a situation where many 
clients cannot be appropriately placed at an early stage of treatment, as 
information regarding their cognitive development in relation to their language 
level is not available. This has a significant impact on the throughput of clients 
in community clinics. In one particular Area, it is not possible to access any 
Education Psychological service. This means that large numbers of clients 
continue to attend local clinics for ongoing intervention when other services, 
particularly psychological, would be more desirable. It should be noted that a 
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planning group was established by the Minister for Education and Science in 
1997 to prepare proposals for an educational psychological service. The 
planning group reported in September 1998 and the Minister has agreed to the 
establishment of the national Educational Psychological Service Agency. 

Special schools and classes 

The service is coming under increasing pressure to provide services to special 
schools and classes. The need for such a service has been identified in many 
reports and studies. However there is a lack of resources to meet these 
demands. Services to special schools/classes should be the subject of 
discussion between the Department of Education and Science and the Eastern 
Health Board. Some Areas provide a dedicated Speech and Language Therapy 
service to schools and classes which cater for children with mild learning 
difficulties. Research shows that the majority of these children would benefit 
from therapy as part of their curriculum. This model of therapy for this 
particular client group has proved to the most effective and efficient way of 
delivering a service which meets their needs. However, in most Areas, these 
children can only be offered a limited service in their local clinic, a less 
effective model for this client group. 

A limited service is provided to a school for visually impaired children in Area 
7. This service should be reviewed with regard to its adequacy. 

Long-term specialised intervention 

Language Unit and Classes: This service provides assessment and intensive 
input to children with severe receptive and expressive language problems and 
severe speech problems. The Language Unit in Ballinteer provides a specialist 
service to 30 children up to the age of 6 years. Staff include speech and 
language therapists, teacher and child care worker. In addition, eight Language 
Classes provide a specialist service for children of primary school age. These 
classes are located in normal primary schools and are staffed by teachers and 
speech and language therapists. There is also a post-primary service for 
children with severe language problems in Ballinteer Community School. 

In Tallaght an intensive service is provided for children from the community 
who are awaiting placement in the Language Classes, or whose application for 
Language Class placement was unsuccessful due to the demand on places. 

Children who require long-term specialised intervention are being seen in local 
clinics in ever-increasing numbers. The existing language classes and the 
Language Unit for pre-school children do not meet the needs of the majority of 
children with specific language impairment. There is an urgent need for the 
development of more Language Units and Classes throughout the region. 
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These children, who are of normal intellectual ability, experience severe 
difficulty in coping with the linguistic demands of mainstream schools. 

A relatively small but increasing number of children are receiving cochlear 
implants in Beaumont Hospital. These children then require intensive therapy 
which is difficult to provide when they are referred to the Eastern Health Board 
service. 

Identified Need : Speech and Langrmge Therapy 

Steps should be taken to reduce waiting times for 
assessment and for therapy 
In order to facilitate through-put of clients, assessment by 
an educational psychologist should be more readily 
available 
Where possible, clerical support should be available to 
maximise use of therapists' time 
Accommodation needs should be reviewed 
Consultation should take place with the Department of 
Education and Science in order to plan to meet the needs of 
children with special needs 
A 5-Year Plan should be drawn up to meet the need for 
Language Units and Classes 
Ways of providing a follow-on, seamless service for 
children who have received cochlear implants should be 
developed 
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Substance Misuse 

Opiate misuse : prevalence 

Hitherto, there have been no reliable estimates of the numbers of drug misusers 
in the region. Comiskey (1998) has now undertaken such a study, using data 
from three sources: treatment lists, hospital data and police records for 1996. 
Her findings show that opiate use among males aged 15 - 24 is high in certain 
postal code areas of Dublin as follows: Dublin 1, 7, 8, 10, 12 and 22 where 
Comiskey estimates there is a minimum of 5% of males aged between 15 -24 
living in those areas using opiates. 

Substance misuse in adolescence 

Almost a thousand second year pupils in sixteen secondary schools in the 
greater Dublin area were surveyed by Brinkley et a1 (1999) in order to ascertain 
the rates and patterns of substance misuse among pupils. The average age of 
those surveyed was 14 years. 

The survey showed that slightly less than a third of the sample reported having 
used at least one illicit substance. Just under a third had used cannabis while 
14% had used inhalants. The average age for the first use of cannabis was 12.5 
years and for inhalants 12.4 years. 60% of the sample had been offered at least 
one illicit substance. A greater level of availability of illicit substances was 
reported by pupils in schools assigned to the lowest socio-economic group than 
those in schools in higher groupings. 

16% of the sample reported drinking alcohol regularly and 59% of the sample 
reported that they sometimes drink. Of those who drink, 56% do so in 
someone's home. When asked to predict possible outcomes of taking alcohol, 
"have a lot of fun" was predicted by 83%; while 71% predicted that 
dependence would be an unlikely outcome; similarly, "trouble with police" 
was seen as unlikely by 55%. The average age for taking the first alcoholic 
drink was 11.6 years. 

Girls in mixed schools reported higher rates (33%) of cannabis use than girls in 
single sex schools (21%) and higher rates of binge drinking: 47% of girls in 
mixed schools, compared to 23% of girls in single sex schools. 

The study found a significant relationship between delinquent behaviour and 
the level of involvement with both alcohol and cannabis. 
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Parallel studies were also undertaken in other European cities: Bremen, 
Newcastle, Rome and Groningen. Of the cities surveyed, young people in 
Dublin and Newcastle reported the highest rates of regular alcohol 
consumption and the highest rates of cannabis use. Availability of illegal 
substances was highest in Dublin: 60% of pupils there having been offered 
substances compared to only 37% in Rome and 35% in Groningen. The lowest 
age of initiation to tobacco smoking was in Dublin. Young people in Dublin 
reported the highest rates of most delinquent behaviour. Brinkley and her 
colleagues have made recommendations based on their research findings: 

Identified need : Adolescents 

Development of universal education programme for primary and 
post primary schools 
Strategic educational goals 
Preventative activities to take place in non-school, informal 
settings 
Education should be developed to include parents 
Prevention activities should have in-built evaluation 
Early school leavers and young homeless people should be 
surveyed to establish their levels of substance misuse 
Treatment services specially for adolescents should be expanded 
since there may be reluctance to access service for older opiate 
misusers 

Pregnant Drug Users 

The pregnant heroin user has long been recognised as a client for whom 
treatment services need to respond in an immediate and flexible manner. While 
the use of heroin does not cause any specific foetal abnormality, the repeated 
withdrawals and intoxications which a heroin user inevitably suffers on a day- 
to-day basis has a detrimental effect on the development of the neonate. She 
and her baby are a client group for whom there has been little targeted services 
and whose health and social outcomes can be poor. 

Each withdrawal places a direct insult to the neonate and children born to 
mothers who are using heroin have significant reductions in birth weight. This 
reduction is associated with an increase in neonatal morbidity. In addition, the 
neonatal abstinence syndrome which occurs in babies born to heroin addicted 
mothers can be quite prolonged and severe, necessitating in many cases the 
admission of the neonate to an Intensive Care Unit for treatment of withdrawal 
symptoms. The use of benzodiazepine drugs during pregnancy can also be 
problematic as the withdrawals from benzodiazepines may occur in the neonate 
following discharge from hospital and this needs to be monitored carefully. 



While it is possible to detoxify during pregnancy, in many cases this is not a 
feasible option given the fact that the chances of relapse would be high. 
Therefore detoxification is only considered for highly motivated patients who 
have good support systems in place and for whom follow up care can be 
arranged. A more common option during pregnancy is the stabilisation of the 
pregnant drug user on a dose of methadone. This methadone maintenance 
programme obviates the need for the individual user to continue using heroin 
and also prevents the repeated withdrawals and intoxications which are so 
detrimental to the baby. 

A major report in relation to maternal use of heroin and methadone and infant 
birth weight (Hulse et a1 1997) which analysed eighteen separate studies showed 
mean reductions in birth weight associated with heroin use of 489 grams 
compared with methadone at 279 grams. However, looking at situations where 
the mother is abusing heroin on top of her methadone, the mean reduction in 
birth weight was 557 grams. This indicates quite clearly the necessity for an 
individual pregnant drug user who is on a methadone programme to be tightly 
monitored and supported throughout this programme. Therefore, in a 
programme where the individual receives methadone, intensive medical input 
and counselling, coupled with regular supervised urinalysis appears to have the 
best outcomes. 

It should also be pointed out that smoking during pregnancy is associated with 
a reduction in birth weight of approximately 200 grams. Given the fact that 
smoking is also more common amongst illicit heroin users this may have an 
impact on the birth weight of the baby. Therefore it can be seen that the 
difference between 206 grams for a smoking mother and 279 grams for a 
mother who has been maintained on methadone may have little actual 
difference in terms of mean birth weight reduction. 

To facilitate the treatment programme, a number of initiatives have been 
developed in the Eastern Health Board region to ensure that such clients link in 
for treatment and are regularly monitored throughout their pregnancy. Any 
client presenting to services with a history of illicit drug use and who is 
pregnant is an immediate priority for treatment. She is seen as an emergency 
assessment and commenced on methadone as soon as it is possible to verify the 
history of opiate dependence. If the woman is failing to stabilise on a 
methadone programme as an outpatient, she can be admitted to Cuan Dara 
Residential Detoxification Unit for stabilisation where there are four beds 
allocated for such clients. In the future it is envisaged that women who need 
stabilisation during their pregnancy will be admitted to the new Stabilisation 
Unit currently being developed at Cherry Orchard Hospital which is planned to 
open in Autumn 1999. 

In addition, the South West Sector of the DrugsJAIDS Service has appointed a 
Drug Liaison Midwife whose remit is to identify and follow up all pregnant 
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drug users attending either the Drug Treatment Services or the Coombe 
Women's Hospital. Individuals attend the Coombe twice a week for outpatient 
sessions and all patients presenting to the obstetric service with a history of 
drug misuse are referred to the Drug Liaison Midwife who will then organise a 
community-based methadone treatment. 

The midwife will also attend all of the major addiction services in the South 
West Sector where she can link in with drug users at a local level and ensure 
that information can be passed between the Drug Service and the maternity 
hospitals. This will prevent the duplication of many tests such as H.I.V. or 
hepatitis testing. All individuals sign a "Release of Information" form so that 
information can freely pass between the two agencies. The approach is non- 
judgemental and one of encouraging drug user to come forward for treatment 
and support throughout their pregnancy. 

It is envisaged that two other Drug Liaison Midwives will be appointed in the 
other Sectors linking in with the Rotunda and Holles Street Hospitals 
respectively. There are currently approximately 40 drug users attending the 
Coombe who have been linked in with drug treatment services in the recent 
past. 

It is hoped this initiative will improve the stability of individuals who are 
pregnant and on methadone programmes and also improve the attendance at 
ante-natal clinics, another factor which is positively associated with good 
outcomes in the new-born baby. 

An audit is being carried out in relation to these clients which will show if the 
provision of extra resources and services to these women have benefited the 
new-born baby. It is important to state that the vast majority of clients 
identified either by the drug services or by the Coombe have heartily welcomed 
the initiatives which have been developed and they have been happy to link in 
with suggested services. 

Community based support at local area level, such as the 
Small Club in the south inner city, should be developed to 
expand support provided by statutory agencies 

Intervention with drug misusing parents 

The Eastern Health Board has experienced an increase in referrals involving 
families where chronic opiate abuse in conjunction with child 
welfareJprotection issues are combined. In order to develop a response to these 
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needs in Community Care Area 6, a Family Support Drugs Team has been 
established, jointly funded by the Eastern Health Board and the FinglasICabra 
Drugs Task Force. The team adopts both a protective and preventative 
approach to their work with children and their families. In protecting children 
at risk and ensuring their continued safety, the team seeks to include family 
members in identifying solutions and support. Caseloads carried by the team 
reflect the varying degrees of risk. There has been a growth in recent years of 
community-based services for drugs misusers in the FinglasICabra districts. 
The team works closely with these services, statutory, voluntary and 
community, to provide a co-ordinated response for drug misusing parents. 

Last year, this Review noted that a pilot community drug addiction project had 
been developed in Community Care Area 5 in partnership with local 
communities. This is being undertaken on a cross-Programme basis within the 
Eastern Health Board. The project evaluation is almost complete, having 
examined child and family outcomes among other issues. 

The level of drugs misuse among the local teenage population in Area 6 is 
giving cause for concern and the team is examining ways in which a service 
can be provided to this age group. 

Young injecting drug misusers 

Outreach workers report seeing an increasing number of young people who 
started smoking heroin but who have moved rapidly to injecting the drug with 
injecting's more efficient effects. The workers describe reported emotions of 
despair and self-loathing by young injectors who express disbelief at having 
moved from recreational drug use to a desperate craving and injecting problem. 

Injecting drug users are a major risk group for infection with the human 
immunodeficiency virus (HIV) and other infectious diseases. Forty two 
percent of HIV cases in the EU adult population are related to intravenous drug 
use. Cities which are characterised by community outreach programmes and 
good access to sterile injecting equipment have successfully prevented HIV 
epidemics and seroprevalence has remained stable and low. Exchanges are 
made as accessible as possible with none or low thresholds for eligibility. The 
exchange is potentially an important channel to other services. Needle 
exchange is therefore an integral part of the prevention strategy for the 
reduction in the transmission of infectious disease and attendance has been 
shown to reduce sharing behaviours. 

Research has been carried out on first time attenders at needle exchange 
programmes in the Eastern Health Board region in the period 1990-1997 (Mullen 

and Barry 1999). During that period, a total of 1,224 young people aged between 
15-19 attended. The number of young people presenting on an annual basis has 
increased during that time period from 44 in 1990 to 249 in 1997. 



b m b e r  of first time attenders aged 15-19at needle 
exchange programmes in the Eastern Health Board 

region 1990-1997 

Females represented 32% of young attenders in 1997, compared to only 14% in 
1990. 

Needle sharing is undertaken by the minority (34%) of those who have been 
injecting for less than a year. However, 44% of female attenders share needles. 
As the length of time injecting increases, the proportion of those not sharing 
needles decreases to 39%. Those who do not share needles are more likely to 
use condoms compared to those who needle share. Young injectors condom 
use is significantly higher when compared to the overall population of 
injectors. However, females are significantly less likely to have their partners 
use condoms; 51% of females reported no condom use compared to 38% of 
males. 

The researchers concluded that needle exchange programmes in this region, in 
contrast to initiatives reported in international literature, are effective at 
attracting high risk, female and young injecting drug misusers. High risk 
behaviours which are present at the first attendance decline over time and it 
appears that prevention messages are heeded although the prevalence of high 
risk behaviour remains unacceptably high. 

The authors warn that because the income of young injectors is small, they may 
be at greater risk of engaging in prostitution or crime to support their habit. In 
addition to the harm to which prostitution exposes them, this may also provide 
a bridge for infection to enter the wider community. The report's authors have 
made recommendations based on their research findings: 
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I Identified need : Young Opiate Misusers 

Perceived barriers to protection, such as parental permission 
etc, should be reviewed 
Attention should be paid to female injectors, taking account of 
their patterns of behaviour, sexual behaviour and children 
Qualitative research should be undertaken to assist in 
formulating targeted, multi-disciplinary programmes 
Initiatives to address social exclusion in areas of high levels of 
drugs misuse should be developed. 



Chapter 7 

Child and Adolescent Psychiatry 

Child and adolescent psychiatry services are provided in the region by the 
Eastern Health Board in partnership with the Mater Hospital Child and Family 
Services and the Hospitaller Order of St. John of God on a catchment area basis 
as follows: 

Eastern Health Board: Part of Community Care Areas 3 and 4 (inner city); 
Community Care Areas 5 , 6  and 9. 

Mater Child and Family Services: Community Care Areas 7 and 8 

Hospitaller Order of St John of God: Community Care Areas 1, 2, 3 and 4 
(excluding part inner city) and 10 

Consultant child and adolescent psychiatrists from the Eastern Health Board 
provide liaison services to the National Children's Hospital, Harcourt 
StreetRallaght, Children's Hospital, Temple Street and Our Lady's Hospital 
for Sick Children, Crumlin. 

Services are provided throughout the region in Child and Family Centres, 
Special Schools and in-patient centres. The professionals who work in the 
service include psychiatrists, psychiatric nurses, psychologists, psychiatric 
social workers, speech and language therapists and child care workers. A 
Parenting Skills Programme is provided in the region by the Eastern Health 
Board's Psychology Department. 

An extensive range of services is provided to clients experiencing psychiatric 
illness, autism, psychological difficulties and inappropriate behaviour. 

Studies undertaken by the Eastern Health Board have shown that 16 - 20% of 
children have emotional and behavioural problems, with higher rates being 
found in disadvantaged areas (Irish Families under Stress). International 
studies suggest that about one in four or five of these children are referred to 
Child and Family Centres. Reasons for non-referral include the fact that such 
children are anxious or depressed and are not noticed as much as are children 
with conduct problems. 

In other situations, potential referrers may not be familiar with Child and 
Family Centres, or be skilled at identifying children in need of referral. The 
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issue of referral blocks needs further study and research on this topic is at the 
planning stage in the Eastern Health Board region. 

It is not possible or desirable to refer all these children to the local Child and 
Family Centre. It is important that services are delivered in a total population 
fashion and at the primary care or school level in the first instance. There is 
also little doubt that the best way of reaching the total population is through the 
school. There is evidence that school-based group interventions are effective 
with children who have behavioural problems. Eastern Health Board staff are 
involved in one local primary school and the aim of this intervention is to 
deliver a socialisation/problem solving programme to an identified group of 
students. 

Within the child population, two particular age groups have been identified as 
requiring attention. Child and Family Centres have been receiving increasing 
numbers of referrals of children of pre-school age. Not all Centres have access 
to the resources which are required to address either the more complex issues 
of differential diagnosis which arise. 

A number of Community Care Areas, including Area 1, Area 2 and Area 4 
have identified an urgent need for fast access to flexible, non-stigmatising 
counselling services for adolescents. 

1denf i .d  Need : Adoleseeat Cornsetling 

Review of current generic counselling service for 
adolescents with a view to extension to other areas. 

Effectiveness and efficiency in service delivery: The multidisciplinary team, 
each member of which has a unique contribution to offer, has traditionally 
provided considerable benefits to families and professionals and is particularly 
useful and necessary for training purposes. It is no longer possible or desirable 
however, for interventions to be purely based on traditional models of 
intervention. Because of considerable waiting lists in some clinics (up to six 
months), it may not always be possible to justify it on health or economic 
grounds. There are arguments that it may be more cost effective for many 
referrals to be seen by one permanent member of the staff and then if 
necesqary, additional members of the team. This is already taking place in a 
number of clinics. 

It is critical also that each discipline's interventions are audited at intervals. A 
study is being funded by the Health Research Board and the Eastern Health 
Board to examine the effectiveness of interventions in a Child and Family 
Centre and to initiate new interventions with the aim of improving outcome. 
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Another possible approach to families and their children under severe stress, is 
an intensive Home Therapy Programme already undertaken by staff of some 
Child and Family Centres. It has been possible to treat some families 
successfully without the need for complex residential treatment. This is likely 
to become a far more important treatment intervention in the future. 

ldentified need : Child and Adolescent Psychiatric Services 

Regional development of minimum data set and shared data 
definitions among all child and adolescent psychiatric service 
providers 
Standardised referral practices and systems among all service 
providers to provide equity of access across the region 
Equity of access of waiting times for assessment and for treatment 
Further development of clinical audit 
Establishment of special diagnostic pre-school service to meet 
increased rates of referral from this population. In the interim, 
attention to be paid to supporting existing pre-school services 
Universal screening for speech and language problenis and 
development of non-language based interventions 
Development of outreach mental health school-based programmes, 
particularly for adolescents 
Exploration of imaginative ways of sharing clinical knowledge and 
expertise with those working face to face with children, such as 
social workers and child care workers 
Development of innovative ways of meeting the mental health needs 
of Traveller children who may be reluctant to attend clinics but who 
nevertheless present with complex needs 

Attention Deficit Hyperactivity Disorder 

By far the greatest change in Child Psychiatry in the past ten years is the 
increasing recognition and treatment of Attention Deficit Hyperactivity 
Disorder. This can present with a combination of attention problems and 
hyperactive/impulsive problems, or with a predominance of one of these groups 
of symptoms. This condition was infrequently diagnosed in the past. Now, 
international studies suggest an approximate prevalence of 3%. In the Eastern 
Health Board region, a study found a rate of slightly under 2% for Hyperkinetic 
disorder. Psychostimulants are very helpful in 70% of cases and these are 
prescribed in addition to psychosocial interventions, with major relief for 
children themselves, their parents and teachers. It is critical that treatment is 
offered to these children, as they are at particular risk of developing conduct 
disorder and substance abuse as they grow older. Dublin is at the forefront of 
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research into the genetics of ADHD, with a collaboration between members of 
the GeneticIPsychiatric Department of Trinity College and clinicians in the 
Eastern Health Board. They have isolated a number of susceptibility genes for 
ADHD. 

/ Idsatified Need : A8ention Defwit Epypenr&d@D&cr#d~~ 

Community based services for children with ADHD, which have 
strong links to schools in local areas, should be developed 
Discussion should take place between the Department of Education 
and Science and the Eastern Health Board in relation to the 
development of school based intervention programmes for children 
with ADHD. 
The Eastern Health Board should also initiate discussion with the three 
paediatric hospitals in the region in order to develop a comprehensive 
response to ADHD. 
Following these discussions, a plan should be put in place which best 
meets the needs of children with ADHD. 

Ballyfermot Out of School Programme: (B.O.S.S.): is an inter-agency 
community based project with an agreed aim of providing, through a group 
experience, a prevention programme for 10-14 year olds in the greater 
Ballyfermot area. It was jointly established by Ballyfermot Youth Federation 
and the Eastern Health Board's Child and Family Centre in Ballyfermot. The 
aim of the project is to provide young people, through activities and the group 
process, with the opportunity to develop self-esteem, promote positive attitudes 
to self, home, school and community and thus increase pro-social behaviour. 
The work of the group is based on the concept of social learning theory in 
which each person is given the opportunity to earn rewards for appropriate, 
pro-social behaviour. These rewards are based on feedback from other group 
members. The group as a whole can also earn rewards. Anger management, 
bullying, separation, grief, bereavement and self concept are all addressed in 
the group as the need arises. The BOSS team believes that a two year 
programme is required in order to establish worthwhile positive experiences 
and to promote personal development and self-esteem. 

Significant improvements were noted in both self-esteem and pro-social 
behaviour in the groups which completed the BOSS programme. Anecdotal 
evidence from other sources suggests that this improvement has been 
generalised to other settings. All of the young people transferred successfully 
to second level education and a number have completed Junior Certificate; 
some have been made class captain. There were less significant gains among a 
group which did not have a full two-year cycle in the programme. 
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I ZdsJttified Need : Bal&femot Out bf SchooI Project 

Data on Small Areas which appeared earlier in this document 
and which shows high numbers of children coupled with high 
levels of deprivation in Ballyfermot. To meet the needs of 
children in the area, service provision should be reviewed to 
map the existence of: school based groups; homework clubs; 
transfer support between primary and second level schools; 
after school clubs; individual work with children; family and 
sibling support services. The integration of existing services 
should be reviewed. 
There should be access to a psychological service as required. 
Experience gained by BOSS has shown that a primary 
prevention programme should be available for children before 
the age of nine. 

Beechpark Clinical Services for children on the autistic spectrum 

In 1994 a commissioned report Services for Persons with Autism was presented 
to the Minister for Health. Emphasis was placed on the need for early 
diagnosis, paediatric assessment, provision of mainstream and specialised 
education including an individual programme plan based on a multidisciplinary 
assessment, support from a variety of consultants, regular speech and 
occupational therapy services, support for the family including in-home support 
and respite care, the establishment of staff training protocols, home-based 
programmes, small classes with ample space by age three with a maximum 
ratio of six children per class with a teacher and a special needs assistant and 
extra resources to maintain community integration during adolescence. 

The report suggested that the Department review the advisability of 
establishing a National Diagnostic Centre; consider identifying a specific 
member of staff to co-ordinate services for autism; and establish a database on 
persons with autism. A need for epidemiological research on outcomes in 
autism was highlighted along with a need to establish a regional diagnostic 
clinics to provide a third level diagnostic team and to act as a teaching resource 
centre. 

Beechpark Services are responsible for the provision of clinical services to 
children on the autistic spectrum, their families and schools, throughout the 
Eastern Health Board region. Beechpark Services currently consists of three 
clinical service delivery teams supporting a total of 160 autistic children, their 
parents, siblings and teaching and care staff. There are: 

87 children in twenty designated special needs (Autism) classes 
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73 additional children assigned to outreach teams 
8 children in full-time residential care in two hostels with additional respite 
facilities for seventeen children 

Two day schools are operated in conjunction with the Department of Education 
and Science: Ballyowen Meadows which has a maximum of twenty four 
special needs children aged 4-12 and Setanta with thirteen children up to the of 
18. In September, 1999 there will be an additional four outreach classes for 
primary aged children and the first two early services classes for autistic 
children under the age of four. Projected total population for September 1999 
is 184, not including new referrals which are arriving at an average rate of two 
per week since the Outreach service commenced. 

In addition to teaching and residential staff, there are three nursing and child 
care personnel and a clinical team consisting of a half-time consultant 
psychiatrist, a psychologist, a speech and language therapist, a social worker 
and an occupational therapist. The Eastern Health Board has received approval 
for the appointment of a full-time consultant child psychiatrist and it is 
intended that the psychiatrist will be involved in early services diagnostic work 
and for school-age children. 

During the year, the speech therapist conducted intensive staff training on the 
Hanen approach to language development and the occupational therapist 
provided staff workshops on sensory integration. The social worker held the 
annual summer sibling group, which is both recreational and educational. The 
number of children on the campus program is stable, which facilitates 
programme development. 

In Autumn 1998, the Southside Outreach Team consisting of a psychologist/co- 
ordinator, community nurse and social worker was established. An 
occupational therapist was added to the team and the appointment of a speech 
and language therapist was planned. Planning was also advanced during 1998 
for the appointment of a similar team to service the Northside area. 

The Outreach team has a very wide brief which includes provision of 
diagnostic and support servicesltherapy to children (and their families) on the 
autistic spectrum in classrooms off the Beechpark campus, children on the 
spectrum in mainstream and mental handicap classes, in playschools, etc. and 
those seeking diagnosis. 

Work continued on the development of the special classes in seven mainstream 
schools, and all of the referrals to these classes are processed by the Director. 
Orientation for the teachers and classroom assistants and in-service training 
days also took place. Training topics included teacher-based assessment, 
individual educational planning, and applied behaviour analysis (Lovaas 
programming). Meetings were held with schools' Boards of Management and 



Child and Adolescent Psychiatric Services 

school staff groups and on a bimonthly basis with all of the Outreach 
prinicpals to facilitate the establishment and settling-in of these classes in 
national schools. The psychologist and Southside social worker also provided 
workshops about clients' needs for the mainstream children in some schools. 
The outreach psychologist also met with the parent groups. 

In partnership with the U.C.D. Centre for Developmental Disabilities, a 
workshop was held on co-operative engagement of administrators and parents 
in the provision of education in a mainstream setting for autistic children. 
Another workshop was provided for parents on teaching approaches. Planning 
was advanced for a course on Functional Analysis after which participants will 
be assisted in devising a behavioural plan for their child. Team members also 
made presentations at conferences for parents and professionals during the 
year. A bi-monthly parent support group for parents of young autistic children 
is attended by approximately 15 parents each time, and facilitated by the 
outreach psychologist and the Lucena Clinic, Bray, consultant child 
psychiatrist. 

I & m e d  Need : Services for Children on the Autistic Spectrum 

A five year action plan is required to clarify longer-term needs 
for the service and to assist in co-ordination of service provision 
over the life of a child and hisher family. 
A data base of children on the autistic spectrum in the region 
should be established to assist in planning. 
Level of provision of residential and respite care is unable to 
meet current demand for the campus children alone and offers no 
relief to any of the families in the Outreach programmes. Only 
15.6% of the clients can avail of respite. 
To ensure effective and efficient use of resources, consideration 
should be given to the development of Outreach Teams for 
Kildare and Wicklow. This should be considered by Area Health 
Boards and the Authority following restructuring of the Eastern 
Health Board. 



It is the policy of this Review to invite voluntary agencies to contribute a 
report regarding their service provision. This year, St Joseph's Adolescent 
and Family Services, Fairview, Dublin has kindly responded to the request as 
follows: 

St Joseph's Adolescent and Family Services 

St Joseph's Adolescent Services is a multidisciplinary service for adolescents 
and their families which provides a variety of treatment options on an 
outpatient basis. These include a Day Treatment Programme with an 
educational component, as well as a range of assessments and interventions. 
Since its inception in 1984, St Joseph's had nurtured a multidisciplinary 
approach to address the multiplicity of manifestations of distress and negative 
social influences in the lives of young people. This concept of 
multidisciplinary work stems from the multi-axial description of disorders and 
the team in St Joseph's has consisted of representatives from very many 
disciplines. 

St Joseph's is administered by and accountable to St Vincent's Hospital 
Management Team and it's Board of Governors. It also enjoys close liaison 
with the Mater Child Guidance Clinic. 

An integral part of the service, and one which staff believe to be an important 
facet of St Joseph's, has been its constant reappraisal of its methods and 
thinking in line with new developments about adolescents and the educational, 
social, technological and media culture which they inhabit. This re-calibration 
of its thinking and practice has led the service to be innovative, creative and in 
some instances at the forefront of new approaches to adolescent treatment. 

The development of St Joseph's services to young people has been exemplified 
particularly in the Transition Project for older adolescents, in the early 
recognition of the role of Language Disorders in problematic adolescent 
behaviours, in its' extensive facilitation of professional placement and training, 
and in the development of a new model of therapy called Tele-Therapy. This 
has been presented in Europe and Asia and it continues to be used and to be 
researched in St. Joseph's. 

It is regarded by the service to be particularly important and pertinent to 
treatment to ascertain the intellectual ability and capacity of young people who 
are referred. Too frequently cognitive inability or language incapacity may be 
misinterpreted as academic, behavioural or social misconduct. 

The Service has been particularly effective in helping troubled young 
adolescents to remain in the educational system and to remain within the family 
(in 1998 as many as 81%) thus allowing their development to proceed as 
normally as possible. This is done so that later they can enter vocational 
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training and employment and also enjoy psychological good health and 
stability. We believe that this early interventive/preventive approach is 
economically sound and cost effective. 

The education component at St Joseph's serves many functions. It offers a 
limited educational experience for students while they are attending St. 
Joseph's. The teacher and other professionals in St Joseph's provide essential 
support for the student during the phased-in return to school and in some cases 
on an on-going basis. This support enables many schools to retain students 
who might otherwise be suspended, expelled or might drop out. It therefore 
makes particular therapeutic and economic sense to adopt this approach. 

Training and Research 

In addition to ongoing family work, the Family Therapy Department has also 
been extending its academic and training interests. It has recently offered a 
post-graduate training programme in Systemic Family Therapy supervision and 
the service has expanded to co-direct a new Masters in Systemic Family 
Therapy to be launched in the year 2000 by the University of Limerick, The 
Mid-Western Health Board and St Vincent's Psychiatric Hospital. Directorship 
and Clinical Supervision is being provided by St vincentis/st Joseph's. Clinical 
placements are provided for psychologists from U.C.D. and Trinity College and 
for psychiatric registrars from the Mater Hospital/Eastern Health Board. 
Student nurses undertaking a degree in nursing are also accepted on placement. 
Seminars are provided to teachers on the M.Ed. course in St Patrick's College, 
Drumcondra, thus enforcing links with schools in the catchment area. 

The service also has a commitment to research and research which, to date, has 
focused on client data, client satisfaction and effectiveness of specific 
therapies. 

Referrals 

Referrals to St Joseph's are generally initiated through child guidance clinics, 
from school counsellors and psychologists, psychiatrists, social workers, 
assessment centres, group homes and general practitioners. The formal 
catchment area includes both north inner city populations, as well as 
established suburbs such as Clontarf, Howth, and satellite towns such as 
Swords, Skerries and Balbriggan. 

Referrals are most frequent for those in the 13-14 age group and are 
predominantly of males (72% male, 28% female). School, home and conduct 
problems predominate in referrals and as many as 67% of all referrals were 
found to have lower than average intelligence. The reason for the high level of 
referrals from this age group is thought to relate to the demands of secondary 
school overwhelming the young person, thus bringing them to attention. 



Disorders of cognition, attention, learning, adaptation, peer-relationship, 
conduct and of compliance with the adult and educational world surface 
dramatically in secondary school and are often consequent upon or concomitant 
with the adolescent process. Any or all of the following problems, if not 
identified and addressed, may bring the young person to St Joseph's Services: 
family difficulties, poor environment, material need, psychological loss, 
cognitive and learning problems, inability to cope academically, peer problems, 
language problems. 

Intervention 

Interventions designed to help the young people include: assessment; day 
programmes; individual therapy including psychoanalytic, gestalt, systemic; 
family therapy; language/communication therapy; tele-therapy and practical 
intervention such as woodwork or drama, art or music therapies. Interventions 
which are multi-faceted and which extend out to other systems that surround 
the adolescent, such as home, school and community, appear to be the most 
effective means of preventing difficulties escalating into even more 
unmanageable and anti-social behaviour. 

Interventions which defuse negative adolescent conduct include intense 
assessment which creates a context of understanding around the adolescent. 
This often involves re-interpreting a life-time of responses and behaviour to 
parents or school in the light of assessment results. Assessment results are also 
shared with the young person, the parents and where possible the school, in 
order to develop an understanding of talents and difficulties which have 
influenced the adolescent. Self-esteem is built at every opportunity and 
considerable, often daily, contact is provided. Setting clear boundaries, which 
are realistic and graduated, monitors behaviour and progress. Family 
intervention and support is provided along with trail periods back at school and 
interim educational support. 

Language/Communication Therapy 

Of young people referred to St Joseph's Services, 70% are found to be in need 
of language assessment. St Joseph's has developed a particular interest in and 
understanding of the role of language problems in adolescent disorder. Limited 
language skills have implications for the appropriateness of responses to 
everyday events, the experience of social acceptance, the development of self- 
esteem, and ultimately, the capacity to respond to therapeutic intervention. 
Some young people will have experienced a life of frustration, denigration and 
confusion as they have persistently misunderstood the rules that parents, 
teachers, and services tried to communicate to them because they had 
unidentified language disorders. Their own communications back to parents 
and school will most likely have been unskilled, ill-timed, sullen or confusing, 
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thereby evoking negative reactions in adults until a mutually negative pattern of 
interaction has been established. 

In view of the pervasive nature of language problems, language/communication 
therapy is indicated at a level well beyond that currently possible to provide 
from one part time language therapist. This lack of resources does not allow 
for a full language programme to be provided to all the young people who 
require it. Discussions are taking place with the Eastern Health Board in this 
regard. 

Residential Services 

While St Joseph's provides a flexible Day Treatment Programme, and while 
every effort is made to maintain adolescents in their own normalising contexts 
such as home and school, there is a small number of adolescents who require 
in-patient treatment. This should be provided in a Specialist Adolescent 
Residential Facility rather than in essentially adult psychiatric hospital 
facilities. For a number of reasons, admission of a young person to an adult 
psychiatric setting may be anti-therapeutic, including the appropriation of the 
sick role, mimicry of maladaptive responses and behaviours and the problem of 
stigma. There has been a marked increase in the suicide rate among 
adolescents (particularly male adolescents) in recent years. There has also been 
an increase in those attempting suicide, and at present these children are 
accommodated in acute medical wards - mostly in the Mater and Temple 
Street, but also in Beaumont. This is counter therapeutic, expensive and 
inappropriate. Experience has shown that there is a steady and increasing need 
for short-term in-patient treatment for these vulnerable and psychiatrically ill 
young people. Health services should be integrated around the patient and be 
seamless in the perception of the user, thus the proposal for a Residential Unit 
at St Vincent's Hospital would provide an improved extended integrated 
adolescent service in accordance with the proposed objective of the Health 
Strategy. A 12 bedded residence for adolescents in the 13-17 age group at St 
Joseph's would alleviate this and would serve the areas of Ballymun, Darndale, 
Coolock, Kilbarrack, Swords, Balbriggan and North Inner City. 

Filmlvideo in Therapy with Adolescents 

The world of film/video is obviously a familiar and important one to 
adolescents. It seemed that this film world was, therefore, the means of 
creating a therapeutic space that did not ask for expertise in language from a 
language-reluctant population. This approach, developed in St Joseph's, has 
come to be known as Tele-Therapy, so named by the adolescents themselves 
when this programme began ten years ago. Research over the ten years has 
revealed it to be a useful way of working with many young people. Most of 
this research has been clinically based, one particular finding being that in 
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many instances it has provided access to adolescents whom it might otherwise 
have been difficult to engage in therapy. 

Tele-Therapy invites adolescents to examine their behaviour in the light of 
filmic characters, to speak about their pain and their emotions and identify 
themselves to the therapist by choosing specific filmic characters and to choose 
new role-models or identities that are positive and functional in the world. In 
this way the adolescent can devise, with the therapist, positive ways of 
'becoming' different. 

While Tele-Therapy is offered to a limited number of adolescents there is a 
need to extend this programme: by employing a psychologist to provide staff 
training courses, by increasing the number of adolescents engaging in this form 
of therapy and by conducting quantitative research on the efficacy of the 
model. To date research on efficacy has been primarily qualitative as to 
therapy outcomes relying on the responses to the therapy of the adolescents 
themselves and the observations of other staff members. 

Transitions Project 

The Transitions Project catered for young people who were unable to access 
existing educational/vocational programmes yet whose needs stretched beyond 
the scope of a purely therapeuticltreatment agency. They were seriously 
disadvantaged early school-leavers amongst the significant number (37%) of 
young people discharged following treatment in St Joseph's for whom school 
was not an option, for whom there was no suitable vocational placement 
available and for whom other existing training courses were not in a position to 
meet their ongoing psychological needs. Most of all, what these young people 
required was a training and vocational facility within a therapeutic 
environment: the conjoining of what tend to be separate services, the vocational 
and the therapeutic. 

In 1992 the Transitions Project was approved for EC Horizon funding under 
the Disadvantaged Youth Measure. It was set up as a two year pilot project to 
provide an intensive integrated therapeutic and vocational service to 16 young 
people between the ages of 15-20 years. It was co-funded and supported by St 
Vincent's Psychiatric Hospital and it operated as part of St Joseph's Adolescent 
and Family Service. The service consisted of three parts: 
1. Vocational Assessment and Guidance, 
2. Training Preparation Programme and 
3. Training Support. 
The programme was evaluated and the research data highlighted it's success. 

It is unfortunate that the Transition Project should have been forced to close 
due to lack of funding from the sources other than St Vincent's Psychiatric 
Hospital thus leaving a great gap in the Adolescent Service. Alternative 
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provision has not been provided and St Vincent's is anxious to explore any 
possible revival of this service. Such a service would complete the seamless 
picture of an adolescent Day Treatment Programme, Residential Facility and 
Vocational-Therapeutic Service, thereby catering to all aspects, ages and levels 
within the period of adolescence. 



Chapter 8 

Early Childhood Support and Intervention 

Community Mothers 

During 1998, a total of 1,344 first and second time parents were supported by 
the Community Mothers Programme through structured home visits. This 
represents almost a 40% increase on the numbers in 1995: 

No of families receiving structured home visits from 
Community Mothers in the Eastern Health Board 

region 1995-1998 

One third of parents in receipt of the programme are teenage mothers. A 
structured ante-natal home visiting programme was also provided to 436 
women while 285 breastfeeding mothers received home visits. Altogether, 
2,065 families received visits from the Programme during the year. 

The Community Mothers Programme is an effective method of offering parents 
support in their task of child rearing. The Programme is based on a home 
visiting strategy in which trained Community Mothers, usually from the local 
neighbourhood, or Family Development Nurses help to empower parents in 
order to enable them to achieve their potential and develop their skills. 

New developments during the year included an extension of the Programme to 
asylum seekers in Community Care Area 3 and a Romanian and Somalian 
Community Mother have been trained in the Programme's methods and 
philosophy. Expansion of Parent and Toddler Groups took place in Areas 4 
and 6 and a nursery rhyme group for mothers and infants was started in Area 5. 
Two breastfeeding support groups were established in Area 9. The Traveller 
Programme was further extended in Areas 7 and 8 and during the year, 80 
Traveller parents availed of Programme visits. There was a large increase in 
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the numbers of breastfeeding mothers who were supported through home visits: 
from 345 in 1997 to 400 in 1998. 

A training seminar was arranged and topics covered by workshops included: 
domestic violence, money advice and budgeting, rape, drug misuse, parenting, 
stress management, motivation and empowerment. Programme material was 
further developed during the year. 

Analysis of families visited during the year shows that 95% of infants 
completed their primary immunisation schedule and there was a decrease in 
hospitalisation of children due to accidents. No child whose parent participated 
in the Programme was suspected of suffering from child abuse. 

The Programme's development and expansion is contingent upon continued 
availability of suitable volunteers. 

Pre-School Services 

Keenan (1999) writes that the needs of children are almost absent from the 
current debate on day care for children. Ways must be found, he argues, to 
enable all children to realise their full potential and to introduce the possibility 
of choice to parents who currently have none. He believes that pre-school 
services have a contribution to make towards combating poverty through 
increasing opportunities for children and by enabling parents to have access to 
training and employment and by relieving stress, developing social networks 
and confidence building. Warning that poor quality provision can be 
damaging, Keenan states that it is high-quality provision which can make a real 
contribution to children's development. However, it is important to support 
voluntary and community efforts in this regard since: "quality child care 
provision is not cheap." (p5) The Eastern Health Board funds a number of 
nurseries in the region and up to 90% of running costs are met by the Board. 
Care should be taken to ensure that provision more closely matches need. In 
previous years this Review has noted that nursery provision is not equitably 
spread in the region. Identification of DEDs with high proportions of child 
populations and high levels of deprivation, which appeared earlier in this 
document should be used in this regard. 

In the Eastern Health Board region, difficulties were experienced in recruiting 
teams for the Pre-School Inspection Service. However, six teams were 
appointed in July, 1998 and each team comprises a Public Health Nurse and an 
Environmental Health Officer. Once in post, the teams developed policies and 
procedures to ensure equity of implementation of regulations across the region. 

By 31S' December 1998, a total of 879 facilities had notified the Eastern Health 
Board regarding their provision of pre-school services and 101 initial 
inspections were carried out. It is intended to increase the number of teams in 
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1999 to meet the demands of the service, although this may be difficult due to 
recruitment problems mentioned above. 

Twenty five information meetings were held in Autumn 1998 throughout the 
region and all service providers (and their staff) who had notified to the Board 
were invited to attend. Over 1,200 people attended and the meetings were well 
received. Information leaflets for providers and parents were developed and 
distributed. These aimed to provide clear and succinct information on 
requirements and recommendations, to assist those interested in setting up a 
pre-school service and to provide parents with relevant information and 
questions to ask when choosing care for their children. 

I#e@ffed need : Pre-Sc 

Recruitment of suitably qualified personnel, both within the 
Inspection service and in pre-school services 
There is a lack of pre-school places for disadvantaged children 
and provision does not equitably match need 
There is a lack of and continued decrease in provision for 0-1 
year age group: this is costly to provide as babies require high 
staff ratios and increased floor space 
Mechanisms to retain staff in pre-schools should be 
developed. High staff turnover does not lead to continuity of 
care for children and may impact adversely on quality 
Better co-ordination of pre-school services at local area level 
is required. 
Consideration should be given to the designation of a number 
of pre-school places for emergency referrals. 
There is a growing need for services for pre-school services 
which can meet the needs of very young children identified by 
child guidance clinics. Such placements often require 
additional staff in the pr&school setting 
The need for parenting programmes to be available in pre- 
school settings has been identified by a number of Areas. 
A Health Promotion programme for all pre-school services 
should be developed 
Existing pre-school services are unable to meet need in Areas 
4, 5, 8 and 9 and this shortfall in provision should be 
addressed. 
A plan should be put in place to meet need identified by the 
Pre-School Inspectorate in nurseries funded by the Eastern 
Health Board 



Chapter 9 

Child and Family Support and Intervention 

Early childhood support services and those for children and families 
experiencing difficulties with substance misuse are described elsewhere in this 
Review. In addition, a range of services to support children and their families 
exists in the region as follows: 

Neighbourhood Youth Projects 
Family Centres 
Family Resource Centres 
Homestart 
Child Care Workers in the community 
Family Support Workers 

This range of services in the region was expanded during 1998 with the 
addition of two Springboard Family Support Pilot Projects which are described 
in this Chapter. 

Language 

The co-morbidity of language disorder with behavioural/emotional disturbance 
is well documented in the literature. Research undertaken by St Joseph's 
Adolescent Unit has replicated such findings. Clinical experience there has 
shown that disorders of communication manifest themselves in a range of 
problems including: 

problems of empathy 
problems in appreciating the consequences of actions 
poor social interaction skills 
problems of self-esteem 
difficulties in carrying out instructions 
reduced ability to participate in psychotherapy 
frustration borne of years of communicative misunderstanding 
specific written language disorders and allied educational problems and 
disenchantment. 

As many as 70% of adolescents referred to St Joseph's have been in need of 
speech and language assessment. Of those, it is estimated that 80% require 
speech and language therapy. Communicative competence is essential in the 
negotiation of school survival, vocational potential, personal stability, social 
participation and positive progress through adolescence. The co-existence of 
language disorder and behavioural and emotional disturbances was evident in 
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many of the St Joseph's adolescent population. Additionally, educational 
difficulties and problems in written language were found at an incidence level 
higher than expected or recorded in the general population. (Devins ~ 9 8 )  The 
Speech and Language Therapy services provided by the Eastern Health Board 
are addressed elsewhere in this Review. 

Speech and Language Therapists should be considered as an 
integral part of the response to a young person in difficulty. 
All children presenting with emotional/behavioural difficulties 
should have timely and speedy access to speech and language 
assessment and therapy. 
It is unlikely that current capacity of the Speech and Language 
Therapy Service could meet these demands, given current 
waiting list. Steps should be taken to examine how the 
capacity of the service could be expanded. 

Family Support Service 

The Family Support Service aims to buttress vulnerable children and their 
families. Established in 1991, the service is now in place in each Community 
Care Area. The service exists to provide a flexible and practical service in the 
family's own home and its objectives are to: 

Empower and enable families to sustain the care of their children and to 
maximise their potential to do so 
Reduce the need to take children into care or keep them in care 
Alleviate pressures experienced by families 
Assist families in developing social contacts in their community 

Family support workers are recruited locally in each Community Care Area and 
are selected on the basis of their maturity, supportive approach and life 
experience. Training is provided by an Area Co-Ordinator and includes child 
protection and abuse; legal procedures; money advice and budgeting; 
communication and values; life cycle stages of the family. Other topics also 
include mental health; nutrition; substance misuse; first aid; domestic violence 
and stress management. Orientation is also provided to the services of the 
Eastern Health Board and the various disciplines working within the Board. 

Families who are referred to the service may be experiencing a number of 
problems including social isolation; mental health problems; substance misuse; 
chronic illness; parenting or home management difficulties. Families are 
allocated a worker most suited to their needs and, once allocated, an agreement 
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is drawn up between the support worker and the family regarding the tasks 
which will be undertaken by the support worker and the times at which the 
worker will visit. 

During 1998, two research projects were conducted by staff of the Eastern 
Health Board's Family Support Service. The first of these (scallan et a1 1998) 

sought to form a profile of families in receipt of the service and their family 
support workers, while the other (Convery and Murray 1998) undertook research into 
the perceptions of the service in one Community Care Area. 

Two hundred and thirty five families were surveyed by Scallan et al. The 
majority of these lived in local authority housing and were in receipt of a 
medical card. Almost half (48%) were two parent families. Forty nine percent 
were experiencing social isolation; other difficulties included mental health 
problems, family breakdown and domestic violence. More than one problem 
was experienced by most families and the average number of problems was 
three while the range of problems was one to ten separate issues. One third of 
the families was considered to be breaking down. Forty five families were 
referred because the children were at risk of coming into care. Of these, only 
ten families had a child in care at the time of the survey. The principal tasks 
undertaken for the families included support and listening for the parent (68%); 
parenting skills (44%); playlstimulation (42%); educational1 socialisation 
(38%); developing social networks (37%). Help with establishing a school 
routine in the mornings was provided for 54 families while five families were 
supported through HIVIAIDS. 

Family Support Workers were predominantly female, their ages ranged from 
40-49 years and the majority were parents. One third had a third level 
qualification; two-thirds had completed a course in personal development; over 
half had undertaken a parenting course and almost one-third had a childcare or 
counselling qualification. Many support workers had previously been involved 
in community and voluntary activities. 

A second research study of the service was undertaken in one Community Care 
Area (Convery & Murray 1999). This qualitative study analysed twenty sample cases 
which had been referred to the service in one year from the perspective of 
social workers, family support workers and clients themselves. Perceptions 
about the reasons why referrals were made to the service and its perceived 
objectives were analysed. Perceptions about the effectiveness of the 
intervention were also elicited. The greatest consensus between the three 
groups surveyed was that family support helped to improve children's 
behaviour and reduced stress on parents. At the time of referral, 80% of clients 
cited parental stress as their highest priority. Following the intervention, 90% 
of parents said they were less stressed as a result of the family support received. 
Quotations from parents include: 
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"Initially, I was very apprehensive, but it turned out fine. I was very, 
very pleased with the service. It helped me to get organised. (The 
worker) was always on time, helpful and happy. I felt supported. The 
children really benefited, they loved her and missed her when the 
service finished." 

"The workers understand my needs with the kids. I have no complaints 
about the service. It was there when I needed help." 

"The family support service has saved my sanity and also helped me to 
communicate better with my babies. The mornings I knew (the worker) 
was coming, I looked forward to it. I knew that I would have someone to 
talk to if things got on top of me." 

(Convery & Murray p l  1). 

Eight families in the study had been referred because their children were at risk 
of being placed in care; of these, in only one family have the children been 
received into care. Children from three of the twelve remaining families were 
received into care. 
Family support workers expressed a need for more support from social workers 
and improved lines of communication. The study showed that family support 
workers may have difficulties coping alone with crises at evenings or 
weekends. 

Generally however, feedback was very positive and suggested that the service 
does help families to function better in some cases. The findings suggest that 
parents are receptive to this type of support and are benefiting from it. The 
researchers recommend further longitudinal study, perhaps using a control 
group in order to identify more precisely the effectiveness of the service, which 
families benefit most from the intervention and the ways in which family 
support assists in the prevention of abuse. 

Identified Need : Family Suppott Service 

Training, recruitment and retention of Family Support Workers 
should be evaluated and steps taken to address any identified need 
as a result of this evaluation. 
Training should include clarification of steps to be taken in 
emergencies which occur out of hours. 
A longitudinal study of outcomes over time of families availing of 
the service should be undertaken 
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Teenage Health Initiative 

This initiative provides intervention programmes to young people in an attempt 
to reduce the number of teenage pregnancies in the Eastern Health Board 
region. During 1998, two further groups of youth and resource workers were 
trained in relationships, sexuality and sexual health. 

Trainers have reported great difficulty in engaging boys and young men in the 
intervention programmes. In order to meet this need, more specialised training 
has been sourced and provided. 

In September 1998 an evaluation was undertaken of previous groups. The 
study involved a qualitative and quantitative questionnaire for the young people 
in order to elicit changes in knowledge, attitude and behaviour. 

The evaluation showed that the intervention programme brought about 
significant changes in teenagers' knowledge, attitude and behaviour. The 
report recommended that programme content should include subject such as 
relationships, self esteem, communication, peer pressure, decision making, as 
well as information on fertility, sexuality and sexual activity in order to 
empower young people to consider their choices in relation to sexual decision 
making. Sufficient time should be given to build group confidence prior to 
implementation of a programme. Programmes should be designed in 
consultation with young people and delivered in small groups. 

Teenage pregnancy rates should be calculated on a small area basis 
and areas with high rates should be intensively targeted by the 
programme. 
Parallel programmes for parents should be developed. 
Peer education involving outreach is required. 
Support, training and up-dated material should be enhanced for 
trainers. 
Training should be developed for trainers in parenting, domestic 
violence and child abuse. 
Future projects should aim to evaluate changes of self esteem with 
enhanced measurement mechanisms. 
Development of programme material for young males and 
expansion of the number of male trainers. 
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Springboard - Family Support Pilot Projects 

Two Springboard Projects were established in the Eastern Health Board region 
during 1998, one in Naas, Co Kildare and the other in Cherry Orchard, Dublin. 
Earlier in this document it was shown that two DEDs in Cherry Orchard (A and 
C) have very high proportions of child populations (49% and 40% respectively) 
and high levels of deprivation according to the index which was developed. 
The establishment of a Springboard Project in Cherry Orchard will assist in 
establishing a full range of service provision for these deprived small areas. 

Each year it is the policy of this Review to invite volmtary agencies to 
contribute to this document. This year, Barnardo's, which is managing the 
Springboard project in Cherry Orchard in partnership with the Eastern 
Health Board, has contributed the following report: 

Cherry Orchard Family Support Project 

The Cherry Orchard Family Support Project is one of thirteen new projects 
launched in 1998 as part of the Springboard initiative. Springboard is a 
national pilot programme established by Minister of State, Mr Frank Fahey 
T.D., in the Department of Health and Children. The projects are intended to 
develop new ways of working with children and families in disadvantaged 
communities, and to foster greater inter agency co-operation in meeting the 
needs of children at risk. Several different arrangements have been put in place 
for the management of these projects, but all are characterised by an emphasis 
on partnership between statutory, voluntary and community interests. 

The Cherry Orchard project is managed by Barnardos, in partnership with the 
Eastern Health Board and community interests. The Eastern Health Board is 
represented on the Advisory Group by the child care manager and the Senior 
Public Health nurse, and on the Allocations Committee by a social worker and 
Public Health Nurse. In addition, the Gardai, Dublin Corporation, the youth 
service and local people are represented on these groups. 

The Cherry Orchard project is the only Springboard project located in Dublin 
and is one of two projects within the Eastern Health Board region, the other 
being in Naas, Co Kildare. Cherry Orchard is a relatively new local authority 
built housing estate, adjacent to Ballyfermot. The area is physically quite 
isolated, despite its proximity to the city, and many services have been 
underdeveloped or non existent, for example, the area has a very large 
population of young children but there is no primary school within the estate. 
Cherry Orchard is similar to other such estates in West Dublin in that it is 
affected by very high levels of socio-economic disadvantage. This has 
contributed to a wide range of social problems in the area, including a 
substantial problem of heroin abuse. The area attracted national media 
attention in 1995 following the riots at Halloween. Local people however, 



have been to the fore in campaigning for improvements in the area, and in 
recent years, there have been several new developments. These have included 
the establishment of a new Health Centre and a Family Centre by the Eastern 
Health Board, the development of community facilities by Dublin Corporation 
and a range of other responses to the needs of children, young people and 
families by various government departments the youth service and local 
community groups. 

The Cherry Orchard Family Support Project is the latest of these new 
developments. It is based in a three bedroom Corporation house, in a central 
position within the estate, which has been refurbished to a high standard to 
provide a comfortable and welcoming environment. An extension is planned 
which will provide for a much larger activity room for working with children, 
storage space and a downstairs toilet. The staff team currently comprises the 
Project Leader, two Project Workers, a Child Care Worker, one family support 
worker and an Administrative Assistant. A second family support worker will 
be appointed shortly. 

The project will eventually cater for up to thirty families, with particular 
emphasis on the needs of children aged between seven and fifteen. Children 
may be referred to the project where there are concerns about their welfare, and 
a risk of abuse, neglect, homelessness, early school leaving, involvement in 
anti-social behaviour of admission to care. 
The primary aims of the project are to reduce the risk to children and to enable 
them to remain safely within their family and community. The main 
approaches adopted by the project focus on strengthening the capacity of 
families to provide a safe and caring environment for their children, and 
promoting the personal and social development of the children. 

To date, approximately fifty per cent of referrals to the project have been made 
by Eastern health Board staff, primarily social workers, but referrals are also 
accepted from schools, the youth service, the Gardai and others, At present less 
than one quarter of the children referred to the project live with both their 
natural parents, due to a high incidence of both family breakdown and 
bereavement. The abuse of drugs, particularly heroin and other opiates, is a 
feature in many of the families of referred children. 

Families are encouraged to participate actively from the outset, and referring 
workers are expected to discuss referrals to the project and the reasons for 
referral in detail with families before submitting a referral. Following an 
assessment visit by project staff, referrals are considered by the inter-agency 
Allocations Committee. The partnership approach to the management of the 
project is also reflected at the level of service provision. The child, family and 
referring worker are involved in meeting with project staff to draw up and 
agree an individual service plan for each child and family. This plan forms the 
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basis for the work with the child and family and is regularly reviewed and 
updated, again with the participation of all those involved. 

The service plan identifies the types of interventions and services which will be 
provided by the project.. As the aim is to be as flexible, responsive and 
innovative as possible, it is difficult at this stage to detail the full range of 
services which will be offered. Services will however, generally fall within 
one of the following main categories: 

Individual work with children 
Individual work with parents 
Group work with children 
Group work with parents 
Family support programme 
Residential programme 
Community programme 
Inter-agency programmes 

Although the project is very recently established and at an early stage of its 
work, a number of positive features have already emerged. The involvement of 
a wide range of agencies and community representatives has produced tangible 
benefits at each stage of the project's development so far, from the 
identification of premises, through consultation with the local community, to 
the selection of families and the planning of services. A very good relationship 
has been established with our neighbours and the local community. This has 
been assisted by ensuring full consultation with local people, and groups, by 
providing opportunities for a wider group of children and families to participate 
in our community programme, and by the fact that several local people have 
secured employment in the project. The project is attempting to develop a style 
of working based on respect, openness and informality, while at the same time 
maintaining high professional standards and a strong emphasis on working 
towards clearly defined outcomes. The initial response of referred children and 
families has been very positive and real progress has been achieved in several 
families even within the first few months of the project's work. 

The Cherry Orchard Family Support Project will be carefully evaluated over 
the three years of its pilot phase, along with the other Springboard projects. 
The project intends to provide a quality service to local children and families 
throughout this period. In addition, we aim to make a significant contribution 
to the process of learning how to provide more effective support to some of the 
most troubled and vulnerable children and families in society. 
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Family Supper( and Kn&rventior 

Existing provision of family support and intervention projects 
should be mapped against the small areas identified earlier in 
this Review as having high levels of need and high 
proportions of child populations. Gaps in service provision 
identified by this exercise should be rectified. 
The capacity of existing Family Centres to meet need should 
be reviewed. 



Chapter 10 

Staff Training And Development 

The Staff Training and Development Unit for Child Care and Family Support 
Service was established in August 1997 and its mission is to facilitate staff 
training and development in accordance with organisational values and 
objectives, professional standards and contemporary best practice. The Unit 
aims to facilitate training which is accredited (either from recognised institutes 
or by certification of attendance/completion), multi-disciplinary and which 
promotes a preventative approach. Training is evaluated and reviewed to 
ensure the delivery of a quality service. The work of the Unit is seen as crucial 
in helping to maintain and raise standards of work, reduce stress and increase 
staff retention. 

In 1998, a comprehensive training audit and training needs assessment was 
carried out in the ten Community Care Areas of the region and in centralised 
services. Comprehensive training and development plans based on this 
assessment were formulated. The consultation process showed that in addition 
to access to a comprehensive, needs-led training service, staff placed a high 
priority on clear management, strong leadership, effective supervision, efficient 
communication systems and agreed and implemented policies and procedures. 
Staff also emphasised the need for personal motivation, assigned responsibility, 
service recognition of role and contribution and the existence of positive 
support systems. It is clear that staff development and their long-term 
commitment depends on meeting these needs. 

Service steering groups were established e.g. community childcare workers, 
service induction, team leader training, brief therapy, court work training, 
therapeutic crisis intervention, family support service. In addition, steering 
groups for training were begun in all Areas. 

Over 300 training places were purchased from external training providers. 
Topics included: family group conferences, attachment, bereavement, leaving 
care, foster care, pregnancy, domestic violence, therapeutic crisis intervention, 
children's rights, child sexual abuse, childcare in rural areas, culturally 
sensitive practice, freedom of information and recording practices. 

Internal training initiatives were developed to meet identified need and 
included the following: court work, training for team leaders, management 
training for managers in residential care, induction for family support workers, 
family group conferences, drug misuse, abuse and neglect, TCI training, 
facilitation of parenting groups and risk assessment. Initial planning took place 
to develop joint training with the Garda Siochana. 
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Development of organisational policy, new legislation, changes in roles, 
organisational structure and staffing all impact on the development of training 
structures and systems and provision of training and development services. 

Identified need : Training 

Development of a regional strategic plan leading to region-wide 
training framework 
Further development of multi-disciplinary training 
Development of a region-wide joint training programme with Garda 
Siochana 
Expanded response to service developments such as Pre-School 
Inspectorate, Therapeutic Crisis Intervention Training, best practice 
and developments 
The Training and Development Unit requires enhanced 
administrative support 
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Child Abuse 

Referrals 

During 1998, the Eastern Health Board received notification of 1,719 suspected 
cases of child abuse in the region. This represents a decrease on referrals in - 
recent years as is shown in the following figure: 

Number of referrals of suspected cases of child abuse in 
the Eastern Health Board region 1993-1998 

Of the suspected cases reported, the majority related to suspected cases of 
sexual abuse: 

Number of cases of suspected child abuse in each 
category in the Eastern Health Board region 1998 

BPhysical abuse 

MSexual abuse 1 
OErnotional abuse 

1 I mNeg\ect 

575 

Almost 41% (701) of all suspected cases of abuse during the year were confumed 
following investigation. The number of investigations which were deemed 
inconclusive in 1998 was 496 (29%). 147 cases were confirmed non-abuse, 
while investigation continued in 375 cases. 
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Waiting lists and waiting times for allocation of child abuse referrals to a social 
worker for investigation were found to be unacceptable during 1998. It is 
acknowledged that in the absence of a defined minimum data set and 
accompanying data definitions, either nationally or within the region, it is 
difficult to judge if equity of access to services is guaranteed and if waiting lists 
and waiting times are comparable. In this regard, the Child Care Managers, 
whose appointments are addressed below, are central to helping to urgently 
develop such a data set and definitions. Crucial also is the role of the Team 
Leader in this regard in helping to maximise the most effective and efficient 
use of resources through case allocation and supervision. Notwithstanding this, 
it appears that the existing compliment of social workers in the region needs to 
be expanded in order to meet demand. 

Child Abuse Guidelines 

In March 1998, the Department of Health and Children established a Working 
Group to review the national child abuse guidelines. The terms of reference of 
the group were to review: 

The guidelines on Procedures for the identification, investigation and 
management of child abuse and 
The notification of suspected cases of child abuse between health boards 
and Gardai 

The Eastern Health Board was represented on the Working Group which was 
multi-disciplinary and inter-agency. The group is expected to issue its report in 
1999. 

Child Care Managers 

Child Care Managers have been appointed to oversee the response to child 
abuse at Area level: it is the role of the managers to receive notifications of 
suspected cases of child abuse and to ensure appropriate action is taken. 

A regional child abuse notification system is being developed by the managers, 
basing the new notification form on the computerised social work information 
system (SWIS) to ensure standardisation. This will also ensure speedy retrieval 
of data for purposes of analysis and report writing. 

The managers are also undertaking a review of case conference procedures in 
the region and are drafting proposals for significant change. 
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Child Abuse Prevention Programme 

The Child Abuse Prevention Programme, which provides training in child 
protection issues for teachers and parents in the primary school system is 
jointly funded by the Department of Education and the health boards. The 
programme has been instrumental in introducing the Stay Safe personal skills 
programme for children in primary schools throughout the country. The Stay 
Safe Programme was designed to give children the knowledge and skills 
necessary to help them deal with potentially abusive or threatening situations. 
During 1998, the programme was revised and updated in line with the 
Department of Education's new social, personal and health education 
curriculum. The teach pack has also been modified for use with children with 
learning difficulties. 

To date, 99% of schools in the Eastern Health Board region have availed of the 
teacher training provided by the Child Abuse Prevention Programme. Parent 
education courses have been provided in 95% of schools and approximately 
87% of schools are teaching the Stay Safe Programme. 

A strategy for implementation of the new national guidelines on 
child abuse should be devised upon publication of the guidelines. 
Additional social work posts are required to meet need in the region 
to respond to child abuse referrals. 
A regional minimum data set should be designed. This should 
specify waiting times for urgent and non-emergency referrals. 
Regional data definitions should also be established. 
Training for Child Care Managers should be developed to assist 
them in the compilation of data sets and definitions. 
Training for Team Leaders to further develop skills in case 
prioritisation and supervision should be provided. 
Priority should be given to joint training and the development of 
closer working relationships with the Garda Siochana. 
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Social Work Service 

The work undertaken by social workers is reflected in very many sections of 
this Review. Social workers are employed by the Eastern Health Board in 
Community Care Area teams and in child mental health service. Their main 
areas of responsibility are: 

Child protection 
Fostering and adoption 
Family support services 
Youth homelessness 
Substance misuse 
Domestic violence 

Recruitment of social workers is proving difficult in the current competitive 
labour market. It may be timely to examine if current national training 
provision is adequate to meet demand and if expanded training opportunities 
can be provided, particularly for mature students. Due to the demanding nature 
of the role, the complexities and particular stresses of child protection work and 
issues such as violence against staff, retention of staff also presents difficulties. 

A consultation process among staff which was undertaken by the Training and 
Development Unit showed that in addition to access to a comprehensive, 
needs-led training service, staff placed a high priority on clear management, 
strong leadership, effective supervision, efficient communication systems and 
agreed and implemented policies and procedures. Staff also emphasised the 
need for personal motivation, assigned responsibility, service recognition of 
role and contribution and the existence of positive support systems. It is clear 
that staff development and their long-term commitment depends on meeting 
these needs. The Eastern Health Board has established a Working Group 
which will develop a response to these issues and which has a remit to examine 
all factors impacting upon recruitment and retention of staff. 

Identified Need : Social Work Service 

There is a need to examine if national training 
provision for social workers is adequate to meet 
demand. 
Recommendations of the Working Group on 
Recruitment and Retention of staff should be 
implemented 



Social Work Service 

Out of Hours Service 

The Out of Hours Service is a social work service for emergencies experienced 
by young people outside of normal office hours. At the moment the service is 
confined to young people between the ages of twelve and seventeen. Young 
people are able to self-refer to this service which is accessed through Garda 
stations. During 1998, there were 3,198 referrals to the service which 
represents a slight decline on the previous year when 3,480 referrals were 
received. Of referrals received during 1998, 2,940 related to young people 
aged between twelve and seventeen. The majority (62%) of these referrals 
were of males. 

The number of referrals does not indicate the numbers of young people 
involved in the service as some young people refer more than once. An 
analysis has been done for this Review of referrals received in the last quarter 
of 1998 in order to determine the numbers of young people and to compare that 
with the same quarter in the previous year. During the last quarter of 1998, 135 
young people aged between twelve and seventeen presented to the service 
compared to 190 in the same quarter of 1997: 

Number  of young people present ing to the Out of Hours 
Service in the last quarters of 1997 and 1998 

The young people presenting during the quarter were almost evenly divided 
between male (69) and female (66). Fifty percent of the young people were 
aged either sixteen or seventeen while two were aged twelve: 

Age of young people referred to the Out of Hours Service in the last 
quarter of 1998 

I 



Sociol Work Service 

As in previous years, most young people presenting to the service came from 
Community Care Areas 4, 5, 6 and 7. Five young people came from outside 
the region while the origins of eight were not known: 

Fifty one percent of young people referred only once during the last quarter of 
the year. This is a somewhat surprising finding, since there is a perception of 
the service that it acts as a 'revolving door' without addressing the young 
person's underlying needs. The frequency of referrals of individual young 
people is shown in the following figure: 

Frequency of referrals of young people to the Out of Hours Service in the last 
quarter of 1998 

I 

It appears therefore that the majority of young people do not continue to re- 
present to the Out of Hours Service. This is not to say that there is not a small 
number who present significant difficulty in becoming established in a more 
permanent setting: one young person presented forty times in that quarter. 

An analysis has been made of the immediate outcome on the evening of referral 
for the sixty nine young people who referred only once to the service. 25% 
were retained in their own network by being returned to home or to care 
placement or by being placed with extended family or friends. Fourteen young 
people (20%) were placed in an emergency bed. One young person was not 
placed because of being barred from all available accommodation. None of 
this group was un-placed because of a lack of emergency beds and there were 
no social admissions to hospital. Problems with the classification of 
"outcomes" can be seen in the twelve (17%) coded as "left before service 
providedl did not accept service offered". In future, these should be coded 
separately. Similarly, the classification "other" which refers to sixteen young 
people (23%) does not help analysis. Finally, the outcome of one young person 
was coded as "unknown". 



Social Work Service 

By contrast, an analysis has been made of the twenty four young people who 
referred to the service seven times or more in the last quarter of 1998. Here a 
gender difference becomes apparent since fifteen were male and only nine were 
female. Seven were from Community Care Area 6, four were from Area 4 and 
four were from Area 7. Thirteen of this group were in the 16-17 year age 
group. Outcomes on the evening of first referral were also analysed. Of this 
group, 80% were placed in an emergency bed, compared to 20% in the group 
which referred only once during that quarter. It was possible to return only two 
young people of this group to their family or care placement on that occasion. 
This finding highlights the very difficult personal circumstances of young 
people for whom this service caters. 

Service development 

Towards the end of 1998 agreement was reached with the Salvation Army to 
provide additional care placements for young people who find themselves out 
of home during out of hours periods. A total of six places for boys and girls 
will be available from January 1999. 

Identified N e d  

Modification of data set in the Out of Hours Service should take 
place 
Details of numbers of young people, rather than numbers of 
referrals, should be gathered and analysed on a monthly basis 
The Out of Hours Service should not receive referrals from 
Area teams. Instead, services should be developed and 
delivered on a local area basis and some of the Out of Hours 
beds should be accessible by area teams in the interim 
Case reviews should be held of young people referred to the 
Out of Hours Service more than three times 



Chapter 13 

Children in Care 

Foster Care 

Of all children in care in the Eastern Health Board region in 1998, 88% were in 
foster care. This represents an increase in the proportion of children who are in 
foster care when compared to 1994; then, only 77% of children in care in the 
region were fostered. By contrast, in the U.K. 65% in care are fostered. (Berridge 
1998). 

A total of 1,183 children were in foster care in the Eastern Health Board region 
during the year. Of these, 52 were with Carers and 10 with Emergency Carers 
who provide care for children with particularly high needs. Twenty one 
children were in day foster care while the same number received holiday or 
weekend care. The majority of children (555) in foster care were in long-term 
care: 

- 

Children in Foster Care in the Eastern Health Board 
Region in 1998 

With Relatives 

During the year, the Placement Committee approved 69 foster parents, 4 Carers 
and 11 Relatives for placements. 

Berridge (op cit) highlights the fact that research has shown consistently 
positive outcomes for children fostered with relatives. The numbers of children 
placed with relatives in the region continues to grow, from 37 in 1993 to 253 in 
1998. It is perhaps this fact which explains the growing proportion of children 
who are fostered in the region described above. During the same period, the 
numbers in long-term foster care have remained almost static: 



Children in Care 

It should be noted that the form of foster care being received by children may 
not necessarily be indicative of children's needs. Thus, children in need of 
long-term care may be in short-term temporary arrangements which may not 
meet their needs. The Table appears to show that while there are increasing 
numbers of relatives willing to care for family members and an increase in 
short-term care, the number of people in the region willing to engage in long- 
term foster care may not be sufficient to meet demand. Describing difficulties 
in the U.K., Bemdge (op cit) remarks that "problems in generating and 
maintaining an adequate supply of foster carers have been found to jeopardise 
the ability to locate children in carefully selected settings" (p.21). This was 
found to be particularly the case with adolescents: Bemdge cites one research 
study which concluded that: "children are frequently placed where there is a 
vacancy rather than in a household carefully assessed to meet their needs. (p.21) 

Short-term I 215 

While noting that a national study of foster care is being undertaken by the 
Department of Health and Children, it may be timely therefore to undertake a 
comprehensive analysis and formulation of a strategy for foster care in this 
region. In addition to examining at a fundamental level the nature and purpose 
of foster care, this should include: 

354 

Recruitment of foster carers 
Identification of barriers to participation in fostering 
Assessment processes 
Training 
Retention of foster parents 
Staffing requirements 

The regional review should seek to obtain the views of children, birth parents, 
foster parents and staff and should advise on levels of behavioural difficulties 
for which foster care may not be appropriate. It might also be timely to 
examine the provisions of the Adoption Act 1988 in the light of the numbers of 
children in long-term foster care. 

Relatives 

Reference has been made in the past in this Review to the calls from the Irish 
Foster Care Association for: 

37 25 3 



Children in Care 

A streamlined system of re-payment for out-of-pocket expenses which are 
incurred in caring for foster children. Higher levels of payment may obviate 
the need for discretionary payments. 
Publication of a booklet outlining the entitlements of foster carers 
Empowerment of foster carers to call for a review when a placement is in 
difficulty 
Improved training for foster carers 
Practical help such as respite care or support from a child care worker in the 
home when necessary 
Improved levels of information about each child prior to placement 
Improved access accom~nodation arrangements for birth families and 
children, where possible in the child's own home 
Greater liaison and co-operation between social workers and foster carers 

The proposed regional review should take account of these requirements and 
any recommendations made should be costed. 

In the meantime, Community Care Areas should begin to include in their data 
sets information about placement breakdown and the percentage of children 
whose reviews are being held on time. If analysis shows that the percentage is 
not satisfactory, then Performance Indicators should be set; otherwise costings 
should be made of the resources required to meet requirements and negotiations 
should take place with the Department of Health and Children regarding those 
resources. 

Residential Care 

The Northern Ireland 1996-1997 target for care provision for children was that 
75% of children in care were placed with a family by the end of that period. 
By September 1996, 82% of those children were placed with a family. (HSS 

Executive: Review of Performance 1996197) AS noted above, 88% of children in care in 
the Eastern Health Board region are placed with a family. Nevertheless, 
residential care remains a valuable option for many children, particularly those 
who are older or who, because of their experiences would find family life 
untenable. It is seldom, if ever, a suitable option for babies and small children. 
On 31" December 1998, 336 children were in residential care in the Eastern 
Health Board region. 

An important development during 1998 was the establishment of the 
Registration and Inspection Service for residential centres which are operated 
by voluntary agencies. This has been created in accordance with Part V l l l  of 
the Child Care Act 1991. There are 17 such voluntary agencies in the region, 
managing 31 group homes. The purpose of the new service is to ensure 
compliance with legislation and accompanying standards of good practice and 
to promote such good practice. It is intended to directly involve children and 
young people in the assessment of their experience of care and to safeguard 



Children in Care 

their well-being and interests. The service intends to ensure that appropriate 
and decisive action will be taken if children's rights to a high quality standard 
of care is threatened. If shortfalls in provisions, policy and procedures are 
found recommendations will be made to the Eastern Health Board. 

Meetings have been held with managers of group homes to outline the new 
service and preliminary visits were made to a number of centres. A standards 
and inspection criteria document is being prepared which will be published in 
mid-1999. 

Therapeutic Crisis Intervention 

A number of young people within residential services present symptoms of 
distress including physically challenging behaviour. In recognition of the 
requirement for a consistent approach to the therapeutic management of these 
behaviours, the Children and Families Programme has developed a training 
package and trained staff within the service to deliver training to all staff 
working in residential care. 

Therapeutic Crisis Intervention is a comprehensive training package, developed 
at Cornell University, designed to help staff deal positively with challenging 
behaviour by young people. The primary emphasis of the programme is the 
avoidance of physical intervention. Evaluation of the programme (Barnardos 
1997) has demonstrated both a reduction in the number of critical incidents and 
physical interventions and an increase in staff confidence, team work, 
consistency of approach and knowledge of intervention techniques. Through 
the programme, staff learn to be firm in an effective way when the need arises, 
as the programme does not imply a permissive approach. The programme uses 
a three-pronged approach to the management of challenging behaviour by 
teaching: 

A framework for organising roles, thoughts and actions in a crisis 
The best available practical techniques for dealing with challenging 
behaviour 
A therapeutic approach to child care 

Plans are in place to deliver the programme to all staff in the region during 
1999. Refresher training and training for trainers will also be provided. This 
will enable a continuous cycle of training to take place for all staff working in 
residential care. 

Special CareIHigh Support Units 

Two High Support Units are operated by the Eastern Health Board to care for 
children aged 11-17 years who have emotional and behavioural difficulties. 
Although the children are deprived of their liberty while in the units as a result 
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of High Court rulings, the units operate to child welfare and child protection 
models rather than one of juvenile justice. Children stay at the units so that in a 
therapeutic environment, their social, emotional and behavioural needs can be 
met. 

Construction of a new 24-bed Special Care Unit and a 24-bed High Support 
Unit was planned during 1998. When they are completed, 62 places will be 
available to meet requirements in the region for this form of care. 

Identirid Need : Children in Care 

A regional fostering strategy should be developed 
Policies regarding children's rights in care should be developed 
A minimum data set should be compiled in regard to care provision 
in the region to include care plans, placement breakdown, review 
systems, placement occupancy rates etc. 
Barriers to the recruitment of both foster carers and residential care 
staff should be identified and addressed. 
A strategy for children leaving care in the region should be 
developed and adequate after-care arrangements put in place. 
Imaginative ways of integrating residential and foster care should 
be explored to enable each part of the care continuum to support the 
other. 
Children in care should all have allocated social workers; any 
shortfall in provision should be addressed. 
Children in care should have a medical upon admission to care and 
access to comprehensive screening services (medical, immunisation 
status, language, hearing, psychological, dental etc); there should 
be prompt access to services which are found to be required. 
Training for managers in residential care should be further 
developed. 
Time spent by social workers in supervision of access visits may 
not be the most effective use of time and should be reviewed. 
A separate assessment process for relatives who wish to foster 
should be developed 
A need has been identified for residential care for young people 
who misuse drugs and for existing residential facilities to re- 
examine their policies in this regard. 



Chapter 14 

Homeless and Out of Home Young People 

A major development took place in 1998 with the establishment of a Forum on 
Youth Homelessness. The Forum comprises key participants from the 
voluntary sector, Dublin Corporation, the Gardai, with the Eastern Health 
Board as the lead agency. This Forum will consider needs of homeless young 
people and will agree a strategy for the delivery of services to this care group. 
It provides an excellent example of multi-agency co-operation and will result in 
an agreed plan for the rationalisation of existing services and the development 
of new ones. The Forum is considering the needs of young people under the 
age of twenty years. In this way the Forum is relevant to the responsibilities of 
Dublin Corporation in relation to housing and to the Eastern Health Board in 
the area of after-care. 

Towards the end of 1998 agreement was reached with the Salvation Army to 
provide additional care placements for young people who find themselves out 
of home during out of hours periods. A total of six places for boys and girls 
will be available from January 1999. 

A total of 3,198 referrals were made to the Out of Hours Service in 1998, 282 
less than the previous year. Some of these were repeat referrals indicating that 
some young people only have their needs met on a day-to-day basis by seeking 
the assistance of the Out of Hours Service. The behaviour of many of these 
young people is such that they are unwelcome in some of the existing 
emergency residential services. For this reason it is intended that the Crisis 
Intervention Service will establish a new residential facility for these particular 
children. An obstacle to achieving this objective has been the difficulty in 
recruiting suitably qualified and experienced staff who can take on this 
challenging work. 

Very often when consideration is being given to young people out of home, 
attention is focused on the Out of Hours Service. It important to recognise 
however, that most of the work with these young people is carried out by Area 
based social workers. The Out of Hours Service was established to provide an 
emergency response to problems which arise during out of hours periods. It is 
important that the main service response and the bulk of resources is delivered 
at local level in the area from where these young people come. This includes 
non-residential services, such as neighbourhood youth projects, after schools 
projects and training initiatives. 



Homeless and Out of Home Young People 

It is also important to recognise that not all homeless young people are picked 
up by city centre based services. It is evident that significant numbers remain 
in their own communities. For this reason locally based services need to be 
developed which divert young people from gravitating into the city centre with 
all the risks and dangers that this entails. 

:,lrEentifid Need : Homeless and Out of HWTW,YQ&& 

Services should be developed at local Area level so that Area 
teams can meet young people's needs while retaining them in 
their own communities 
A competitive marketing approach needs to be developed to 
attract, train and retain staff to work with homeless young 
people 
Residential care units should be encouraged to accept young 
people who are difficult to place. This will require attention 
being paid to staffing levels, skill base and training needs of 
residential care units. The issue should also be addressed in 
service agreements. 
As recommended elsewhere in this document, case reviews 
should be held of young people who present to the Out of 
Hours service more than three times and care plans drawn up. 
Lack of resources which come to notice while attempting to 
implement care plans should be carefully analysed at Area and 
at regional level. 



Chapter 15 

Domestic Violence 

A broad range of services is provided in the region for victims of domestic 
violence ranging from services based in acute hospital to community, medical and 
social support services. Funding is provided to Women's Aid for a national 
helpline. Strong links exist between this organisation and staff of the Board. 
Small community based projects which work with and on behalf of victims of 
domestic violence are also grant-aided. Specific emergency accommodation in 
refuges and hostels is also provided for women and children. These refuges are 
either managed directly by the Eastern Health Board or are funded by the Board. 
During 1998, the number of children admitted to refuges in the region was 1,495: 

Managers of refuges were contacted for this Review regarding the needs of 
children who are admitted to their service. They report that links with Area social 
work teams are either excellent or are improving. When women and children 
move between Areas however, linkages can be poor. There are good linkages with 
Public Health Nurses and refuge managers report that the nurses are very 
responsive to the needs of children. One refuge requested training for general 
practitioners in the effects of domestic violence in order to heighten sensitivity. 
More flexible budget systems are required in order to give individual assistance to 
women and children for their immediate personal needs. 

All refuges have allocated child care worker posts. However, the number of such 
workers is not always adequate to meet need. One refuge reported that as many as 
thirty four children, often with very high levels of need may be accommodated on 
any one day. A more responsive child psychiatry service is required when 
children are distressed in addition to special training for child care workers who 
work in the area of domestic violence. 

Refuge managers report that a number of women and children cannot be 
accommodated because of the demand for places. In such circumstances, families 
are referred to bed and breakfast accommodation. 
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As recommended by the Report of the Task Force on Violence against Women a 
Regional Committee has been established and continues to meet bimonthly. 
Membership of this committee consists of representatives of the statutory and 
voluntary sectors providing refuge and community support for victims of violence. 

Additional funding was provided to Women's Aid during 1998 to extend their 
helpline and to expand their training programme for voluntary and statutory 
service providers. The funding will also help Women's Aid to develop a court 
accompaniment service and an outreach service in co-operation with the Board's 
children and family team in the Coolock area, 

Consultations are taking place with relevant statutory and voluntary agencies, with 
a view to the establishment of two new refuges, one in Dublin South West and the 
other in Kildare. Seed funding is to be awarded to two voluntary agencies to 
advance the development of the refuges. 

A designated social worker has been appointed to the Accident and Emergency 
Department at James Connolly Memorial Hospital. 

Following a consultative process in the Dublin North East Area earlier this year, 
initiated by the social work department in Community Care Area 8, 
representatives from a number of statutory and voluntary agencies came together 
with a view to addressing the problem of domestic violence in a more 
comprehensive and planned way. Up to thirty agencies and community groups 
were consulted and there was widespread support for the setting up of such an 
initiative. Their objectives are to: 

influence service delivery and the type of services provided 
share information on best practice and new developments 
raise awareness of domestic violence in agencies and the community at large 
challenge tolerance of domestic violence 

This group publishes a quarterly newsletter. 

The Family Resource Centre, Inchicore has developed a community based 
response to the issues of domestic violence at local level. The group works to 
raise awareness of violence and to provide education and training for local, 
statutory and voluntary professionals. Local women are trained to provide support 
to victims and linkages are formed with the Gardai and local authority. An 
outreach centre has been established employing two part-time outreach workers. 
The centre developed through the use of art the highly acclaimed art exhibition 
Once is Too Much. A video has also been produced which is used as an education 
tool for raising awareness on the subject. 

Two research projects have been initiated in order to assist in future service 
planning. The first of these is a mapping exercise undertaken by the Regional 
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Committee. This will draw up an area profile which will outline the boundaries 
and jurisdictions of the health board, Garda divisions, court circuits, local 
authority administrative areas, major hospitals and the location of significant 
voluntary agencies. Policy guidelines from all relevant departments and agencies 
will be collated. A directory of service providers will also be compiled. 

International literature highlights that children who are exposed to domestic 
violence are at increased risk of being abused themselves and are thought to suffer 
from behavioural, emotional and cognitive problems. No such research has been 
undertaken to date in this country and to redress this, the Eastern Health Board has 
commissioned research into the psychological effects on children in the region 
who have witnessed domestic violence. Children's resilience and protective 
factors will also examined. It is hoped that the research findings will assist the 
Board in designing services which will meet these children's needs. 

ideatifid Need : Domes 

The adequacy of the number of child care worker posts allocated to 
refuges should be reviewed 
A more seamless service should be provided by Area social work 
teams for women and children who move between Areas 
The adequacy of children's play space in refuges should be reviewed 
More flexible budgets are required in refuges to meet immediate 
personal needs of women and children 
A training programme in child protection should be available to all 
refuge workers, especially managers and child care workers 
Training is needed to assist child care workers in refuges to meet the 
needs of children there 
A training programme for general practitioners should be developed 
Ways should be explored to provide a more timely response from 
child psychiatry services for children in refuges 
The numbers of women and children who cannot be catered for in 
refuges and who are referred to bed and breakfast accommodation 
should become part of data gathering in order to assess need in the 
region 
Data definitions should be clarified 
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Adoption 

Four babies were placed for national adoption with the Eastern Health Board in 
1998. Of these, three were subsequently withdrawn. 

Sixty four intercountry adoption applicants were recommended for approval 
during the year. The countries from which babies were adopted include China, 
Russia, Guatemala and Romania. 

Although a decrease in the number of applications was experienced in 1997, 
there was a significant increase in applications in 1998. There has been more 
than a seven-fold rise in applications in the past five years: 

k m b e r  of intercountry adoption applications 
received in the Eastern Health Board region 

1994-1998 



Adoption 

Due to the increased demand for services three additional social workers were 
assigned to the inter-country adoption team in 1998. 

A special meeting of the Eastern Health Board was held in October 1998 to 
discuss the issue of inter-country adoption. Criticisms had been reported in the 
media relating to long waiting times for assessment and the form which the 
assessment took in some instances. The Special Board Meeting was addressed 
by representatives from the Adoptive Persons Association and the International 
Adoption Association. Since then, the Eastern Health Board has engaged in a 
dialogue with a number of organisations with a view to understanding the 
needs of applicants and improving the quality of the service. 

The Minister for Health and Children has requested that a review be undertaken 
of inter-country adoption services throughout the country. This review is 
awaited. 

Tracing 

During 1998, the Eastern Health Board received 89 adoption tracing enquiries: 

Applicants who have been adopted and who now wish to trace their birth 
parents must apply to their local Community Care social work team and be 
allocated a social worker. It is recognised that demands on social work time 
relating to children currently at risk must take priority. However, the long 
waiting times which exist for tracing enquiries in many Community Care Areas 
must be acknowledged. There is great variation in waiting time between Areas 
ranging from 24 months to 56 months. Urgent applications are allocated to a 
Social Worker immediately. 

Ide-d need : Adoption 

A strategy should be put in place to meet the requirements of the 
recommendations of the national review of inter-country 
adoption when published 
Minimum data sets from each Community Care Area should 
identify waiting times for adoption tracing. 
Where possible, issues identified by agencies involved in inter- 
country adoption should be addressed 
There should be equity between Areas in regard to access to 
tracing and regional performance indicators should be set in this 
regard. 
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APPENDIX 

Child Care Advisory Committee 

The Child Care Advisory Committee was established in accordance with Section 7 of 
the Child Care Act 1991. Its purpose is to advise the Board on the performance of its 
functions under the legislation. The membership of the Committee ensures that the 
various branches of the child care services, including voluntary organisations and the 
child care professions, are represented. 

During 1998 the Committee identified issues regarding domestic violence and its 
impact on children which were submitted to and adopted by the Eastern Health Board. 
This appears as an Appendix to this Review. The Eastern Health Board asked the 
Child Care Advisory Committee to re-consider and undertake further work on a report 
which was submitted on attachment issues in children. 

The membership of the Committee which was appointed for the 1996-1998 term is as 
follows: 

Board members: 
Cllr Ivor Callely TD (Chairperson) 
Mr Gerry McGuire (Vice-Chairperson) 
Dr James Reilly 

Officers: 
Dr Ailish Quinlan, Apirector of Community Care & Medical Officer of Health 
Ms Sheila O'Malley, Supt. Public Health Nurse 
Ms Olga Garland, Head Social Worker 

Adoption and Foster Care Services: 
Ms Pat Whelan, Irish Foster Care Association 
Ms Marilyn Roantree, Head Social Worker 

Services for pre-school children: 
Ms Peggy Walker, Irish Pre-School Playgroups Association 

Education services: 
Mr Brendan 0 Murchu, Department of Education 

Services for homeless children: 
Sr Catherine Prendergast, Daughters of Charity of St Vincent de Paul 

Child and adolescent psychiatric services: 
Dr Paul McCarthy, Clinical Director, Child Psychiatry 

Residential Care 
Mary O'Connell, Tabor 

Support services for children and their families: 
Ms Margaret Dromey, Treoir 
Mr Owen Keenan, Barnardo's 



Appendix : Child Care Advisory Committee 

Domestic Violence: its impact on children 

The Child Care Advisory Committee agreed to examine the issue of domestic 
violence and its impact on children as part of its programme for 1997. A large 
amount of information and research documents was gathered and circulated to 
members. It was also intended to meet with field workers. Unfortunately, as the term 
of office of the then current Committee expired at the end of December 1998 it was 
agreed that there was insufficient time to carry out this task and to examine the issue 
in great detail. 

The following issues were identified by the Committee. 

The literature review indicates that the focus is mainly on the mother. The 
members agreed that focus must also be on the needs of the children. 
The early identification of the problem is essential. 
The effects on children witnessing violence must be examined together with the 
imitative effects on children exposed to family violence. 
There is a family and community dimension to the problem. 

In considering the problem the following must be looked at: 

Development of children-centred services in conjunction with responses to 
domestic violence generally. 
Community-based responses. 
Other supports at area level. 
The specific needs of children of parents residing in refuges. 
Allocation of sufficient resources to address the problem 
Training implications for all front-line workers both in the voluntary and statutory 
sector, including Gardai, teachers, nursery and pre-school workers, youth workers 
and Eastern Health Board front-line personnel. Consideration should be given to 
extending this training to personnel in sporting/recreational organisations who are 
in direct contact with children. 
The use of integrated service initiative model to devise a pilot scheme for multi- 
agency working on this issue. 

In conclusion, the Committee recommends that: 

The incoming Committee considers as part of its work programme examining the 
issue in greater detail. 
A multi-agency group be set up to explore and make recommendations around the 
development of agreed protocols and the training needs of front-line workers in 
regard to domestic violence. 


