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EXECUTIVE SUMMARY  

Aim. The aim of this project was to determine the prevalence of mental health problems 

among children and adolescents in the South East of Ireland and make recommendations 

for service development, 

 

KEY FINDINGS 

Screening. 3374 children and adolescents were screened with either the Child Behaviour 

Checklist or the Youth Self Report Form  for mental health problems and disabilities in the 

Clonmel area. This represented 74% of all people under 18 in the area.  

 

Interviews. Cases that screened positive and a random sample of those that screened 

negative for mental health problems were interviewed with the Diagnostic Interview 

Schedule for children. Taking account of the response rate (39%%) to this part of the 

study, and the number of true positive (cases that screened positive and got a diagnosis 

when interviewed), and false negatives (those that screened negative, but nevertheless 

got a diagnosis when interviewed), the prevalence of psychological disorders was 

estimated.  

 

Overall prevalence. The estimated prevalence of cases meeting the criteria for at least 

one psychological disorder in the preceding year was 18.71%.  

 

Prevalence in age groups. It was also estimated that 14.98% of under 5s, 18.53%  of 6-

11 year olds, and 21.11%  of 12-18 year olds met the criteria for at least one psychological 

disorder. 
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Rates of disorders. Within the group of 99 cases with psychological disorders, in the 

preceding year 43% had anxiety disorders; a quarter had oppositional defiant disorder, and 

just over a fifth had ADHD. Slightly more than a tenth had conduct disorder, and one in 10 

had mood disorders, alcohol abuse or intellectual disability. Under a tenth had nicotine 

dependence, specific reading disorder, tic disorders, marijuana abuse use, substance 

abuse or eating disorders. 

 

Age differences. The most significant age differences were that ADHD was more 

common among children, but conduct disorder was more common among adolescents. 

Separation anxiety disorder was more common among primary school aged children than 

adolescents.  

 

Gender differences. With regard to gender differences, the most significant finding was 

that anxiety disorders were more common among girls and disruptive behaviour disorders 

were more common among boys.  

 

Risky problems. About a fifth of cases had symptoms or problems associated with clinical 

risk and the two most frequent such symptoms were having thoughts of death or dying and  

being suspended or expelled from school. 

 

Case profile. Compared with age and gender matched normal controls, the 99 cases with 

psychological disorders had distinct profiles. They were more socially disadvantaged, had 

more behavoiural difficulties and adaptive behaviour problems, more physical health 

problems, more family problems, more life stress, and poorer coping skills. 
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Service use. There was considerable variability in services used by people under 18 with 

psychological disorders. The most commonly used health, educational and justice services 

in order of frequency of use were family doctors, paediatrics, clinical psychology, child 

psychiatry, hospital accident and emergency departments, public health nurses,  area 

medical officers, juvenile liaison officers, education and welfare officers and physiotherapy. 

Cases used certain services more frequently than controls, notably family doctors, 

paediatrics, clinical psychology, child psychiatry, and area medical officers. Cases and 

controls were, for the most part, satisfied with health, educational and justice services 

received and with waiting times to receiving these services. Cases and controls did not 

differ in their overall pattern of receipt of state benefits. 

 

What works? An extensive literature search showed that there is  compelling scientific 

evidence from hundreds of controlled trials showing that psychological treatment either 

alone or as part of a multimodal treatment programme involving psychotropic medication is 

effective for the following psychological problems of childhood and adolescence, many of 

which were identified in young people in the Clonmel project: 

• Sleep problems 

• Toileting problems  

• Attention deficit hyperactivity disorder 

• Pre-adolescent oppositional defiant disorder  

• Adolescent conduct disorder  

• Adolescent drug abuse 

• Child and adolescent depression 

• Child and adolescent anxiety disorders  
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• Eating disorders  

• Schizophrenia  

• Paediatric pain problems  

• Adjustment to asthma and diabetes 

• Adjustment problems following major life transitions 

• Adjustment problems associated with developmental disabilities  

While specific evidence-based treatments are effective with specific psychological 

disorders, there are also factors common to all forms of effective psychotherapy which 

include those associated with therapy process, the therapist and the client. 

  

 

 

RECOMMENDATONS 

Services for 1 in 5. Services for children with mental health problems should be planned 

so as to take account of the fact that about 1 in 5 young people under 18 have significant 

psychological disorders. 

 

Common and rare disorders. Services should be planned to take account of the fact that 

some disorders are more common than others.  The most common disorders found in the 

Clonmel project were disruptive behaviour disorders (such as oppositional defiant disorder, 

conduct disorder or attention deficit hyperactivity disorder) and anxiety disorders (such as 

phobias, separation anxiety, generalized anxiety). Mood disorders, alcohol abuse and 

intellectual disability which often occurs in conjunction with autistic spectrum disorder, 

nicotine dependence, specific reading disorder, tic disorders, marijuana abuse use, and 

substance were less common than disorders already mentioned. Eating disorders, 
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psychoses and bipolar disorder, while much rarer than those disorders mentioned so far, 

are particularly debilitating if left untreated and so it is critical that services plan for the 

assessment and treatment of these rarer, though very debilitating conditions.  

 

Early detection. Young people with psychological problems should be identified early 

through public health nursing, primary care services, community care services,  child care 

services, and educational services.   

 

Screening. A uniform system for screening young people for mental health problems in 

local health, child care and educational settings should be put in place.  The Child 

Behaviour Checklist (and related instruments),  or the briefer Strengths and Difficulties 

Questionnaire are good  reliable and valid screening instruments.  

 

Assertive engagement. Assertive strategies should be used to engage young people with 

mental health problems and their families in treatment. Family disorganization and lack of 

knowledge or motivation may prevent young people with psychological problems and their 

families from proactively engaging with health services. With young children, engagement 

should target parents. With adolescents, engagement strategies may directly target 

teenagers, as well as their parents  

 

Engaging young children. Community-based attractive, accessible, evidence-based 

preventative parent training programmes may be used as a vehicle for identifying children 

at risk and engaging with families of young children with mental health difficulties. A variety 

of professionals, including family doctors, public health nurses, preschool and school staff 

may all play a role in helping parents engage with such programmes.  
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Engaging adolescents. For adolescents, community based, attractive, accessible drop-in 

centres may be used as a vehicle for engaging with adolescents at risk or in the early 

stages of developing mental health difficulties. Family doctors, school staff, and juvenile 

liaison officers may all play a role in helping adolescents engage with such programmes, 

especially where they use evidence-based approaches for working with families to engage 

young people in treatment, such as those have been shown to work well in cases of 

adolescent substance abuse. 

 

Stepped care. Young people, and their families,  identified through screening should be 

offered prompt intervention within the context of a stepped care model of service provision.  

Less intensive interventions should be offered within a primary care context initially and 

only if youngsters do not respond to these, should more intensive interventions be offered, 

or referral made to secondary or tertiary services.  

 

Evidence-based practice. Assessment and intervention services for young people with 

mental health problems should be evidence-based.  There is now a significant body of 

scientific evidence supporting the effectiveness of specific programmes for specific 

psychological disorders. There is also good evidence for the importance of  certain 

common factors essential for any intervention programme to be effective.  

 

Assessment and formulation. Assessments should be comprehensively conducted with 

young people and members of their families and where appropriate, significant other 

members of their social and professional networks, especially where there is multi-agency 
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involvement. Assessment should lead to a coherent formulation of the youngster’s main 

difficulties.  

 

Matching assessment to case complexity. The involvement of multiple disciplines in 

assessment should be matched to case complexity. For children and adolescents with 

complex and/or chronic psychological problems, multidisciplinary assessment is often 

appropriate. For cases with less complex and chronic problems, often assessments may 

be conducted by a single professional,  either alone or in consultation with colleagues from 

other disciplines.  

 

High quality delivery of evidence based treatments.  Evidence-based, empirically 

supported intervention programmes, such as those reviewed in chapter 7, should be 

implemented in ways that guarantee that they are delivered with a high degree of quality. 

Health service professionals require intensive initial training in the delivery of evidence-

based programmes; practice in adhering to programme manuals, guidelines and protocols; 

and ongoing supervision and feedback on programme effectiveness. Evidence-based 

programmes should be delivered for the recommended duration of time. Staff  caseloads 

should be organized to allow sufficient time for training, supervision, manual use, and 

programme delivery for an adequate amount of time.  

 

Case mix and service planning. In planning services, distinctions should be made 

between different types of cases along a number of parameters including chronicity, 

complexity and risk. Broad distinctions may be made between cases with chronic life-long 

disorders or disabilities such as intellectual disability or autistic spectrum disorder on the 

one hand, and non-chronic or episodic disorders like anxiety or depression where 
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treatment can lead to complete resolution of the condition or an episode of the condition. 

Distinctions should also be made between cases with focal problems, and complex cases 

with multiple problems, from multiproblem families where parents and other children have 

a variety of mental health or social adjustment problems. In addition, is useful to 

distinguish between low risk cases and cases at high risk of self-harm or harm to others, 

such as those where child protection, suicide or violence are a central feature. In service 

planning, more resources per case should be invested in cases with high levels of 

chronicity, complexity and risk.  

 

Co-ordination of multiagency input. In planning health services, policies for interagency 

co-operation between all services involved with children should be developed to facilitate 

the co-odrinated delivery of primary, secondary and tertiary health services, with social, 

educational, and juvenile justice services.  

 

Service monitoring and evaluation. Information systems should be put in place to 

facilitate the monitoring of service effectiveness and cost-effectiveness.  Standard intake 

information should be routinely collected on all cases referred for consultation, 

assessment, treatment, training  or case management. This information set should at a 

minimum  indicate critical case characteristics; the nature and extent of services provided 

to the case; and the effectiveness of the services provided. For initial  profiling of critical 

case characteristics, information relevant to the treatability of the case and the level of 

resources required to manage the case should be collected. These include data on 

whether each case:  

• Is high or low risk 

• Has a single focal problem or multiple complex psychological problems  
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• Is developmentally normal or had additonal intellectual, developmental or physical 

disabilities 

• Is physically well or has additonal physical illnesses or medical conditions 

• Is living in a stable social situation or  has complex family problems (such as 

parental absence, parental physical or mental health problems, parental criminality, 

child protection problems within the family, or family acculturation / refugee status 

problems). 

The minimum service-related information recorded for each case should include data on 

main services provided with reference to the following areas:  

• Service type, making distinctions between improtant service categories such as 

consultation, assessment, treatment, case-management, trianing or some 

combination of these. 

• The overall number of hours of multidisciplinary input aggregated across all 

disciplines (psychology, psychiatry social work, nursing, SLT, OT,  etc). This should 

include the total number of hours provided by a whole team including direct contact 

with the child, family and profesional network; and indirect service hours spent in 

case discussions, casework supervision, case conferences, court appearances, and 

report writing by all professionals and administrative staff. 

• The overall number of days in live-in or inpatient placements, with distinctions made 

between different types of placements, such as hospital ward, foster care, 

residential care, respite care, high support care and so forth.  

• Special additonal costly assessment and treatment services (e.g. CAT or MRI 

scans, UK-based specialist assessments or treatments). 

The minimum outcome-related information should include a psychometrically reliable and 

valid global index of functioning administered by trained staff, at intake and at 6 monthly 
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intervals. Probalby the best available instrument at present is the Health of the Nation 

Outcome Scales for Children and Adolescents – (HoNOSCA, 

http://www.liv.ac.uk/honosca/Home.htm ). HoNOSCA is a clinician rating scale which 

yields a total score and scores on 5 point scales for 13 areas: anti-social behaviour, 

overactivity, self-injury, substance misuse, scholastic or language skills, physical illness or 

disability problems, hallucinations and delusions, somatic symptoms, emotional symptoms, 

peer relationships, self-care, family relationships, and school attendance.  

 

Routine service audit. Information systems like those recommended above, should be 

used to routinely audit services. Staff with appropriate research skills (for example 

psychology assistants) should be employed with an explicit remit for maintaining such 

information systems and conducting such audits.  

 

Refining services for non-responders and special groups. Where young people are 

unable to benefit from routinely delivered evidence-based services, treatment programmes 

should be scientifcally refined to take account of the unique characteristics or 

vulnerabilities that prevent such cases from recovering. Cases with high levels of 

chronicity, complexity or risk; homeless children; children from ethnic minorities; traveller 

children; and others may all require the development or such refined programmes.  

 

User involvement. Young people and their families who use mental health and dsability 

services should be involved in planning and developing attractive, accessible, effective 

evidence-based assessment, prevention and treatment services for child and adolescent 

mental health problems and disabiltiies.  

 



 xiv 

Partnership with universities and service-based research and innovation. Formal 

partnerships between health service units responsible for providing services for children 

with psychological difficulties and psychology departments or other relevant departments 

of universities should be established to facilitate staff training and the development and 

evaluation of new approaches to assessment, prevention and treatment of psychological 

disorders in young people. 
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CHAPTER 2 

METHODOLOGY 

 

SUMMARY 

In this chapter the methodology used to carry out the study is described. The chapter 

opens with an overview of the overall study design. This is followed by descriptions of the 

research team; the participants who contributed to the study; the instruments used for data 

collection including questionnaires and interview schedules; the procedures used for 

gathering data; and data management strategies.  

 

DESIGN 

All children in the Clonmel Community Care Area (shown in Figure 2.1.) on the public 

health nursing preschool register (under 5) and all children on school registers (aged 6-18 

years) were screened for mental health problems with the Child Behaviour Checklist or the 

Youth Self Report Form (Achenbach, & Rescorla, 2000, 2001).  Participants who screened 

positive were interviewed, as was a randomly selected group of participants that screened 

negative. The interview included the Diagnostic Interview Schedule for Children (DISC, 

Shaffer et al., 2000; Lucas et al., 1993) which permitted the identification of children who 

met the diagnostic criteria for psychological disorders from the text revision of the fourth 

edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of 

Mental Disorders (DSM IV, American Psychiatric Association, 2000a). This design allowed 

an estimate of the prevalence of psychological disorders to be obtained. Interview 

protocols also yielded data on young people’s intelligence, reading ability, family 

adjustment and service usage. Cases that met the diagnostic criteria for psychological 

disorders were compared  with a control group that had no psychological disorders and 



 5 

profiled on these variables, yielding a fuller picture of the overall adjustment and pattern of 

health service usage of young people with psychological disorders and their families.  

 

RESEARCH TEAM 

The research team was managed by Maeve Martin, MA, MSc, MBA, Principal Clinical 

Psychologist, HSE Clonmel and Professor Alan Carr, PhD, Director of Clinical Psychology 

Training, UCD. The team included the following three  research assistants who organized 

data collection and analysis: Louise Burke, BSc, MSc; Louise Carroll,  BA, MA; and 

Sinead Byrne, BA, MSc. . It also included the following group of 11 field interviewers 

Deirdre Cleary BA, MA; Niamh O Connor BA, MSc; Laura Brennan , BA, MSc; Clodgagh 

Collins Sc, MSc; Claire Mc Donald BA; Deirdre Finnegan BA; Leah Cronin BSc; Lisa 

Sandvoss BA; Joanne Cussen BA; Edgar Lonergan BA, MSc; and Julie Grace BSc. 

 

PARTICIPANTS 

In 2004 at the start of the study there were 4549 young people under the age of 18 in the 

Clonmel Community Care area, and it is this population that constituted the target 

population for this study.  3374 of these young people participated, representing a 74.17% 

response rate.  

  

INSTRUMENTS 

The following instruments were used for data collection: 

• Child Behaviour Checklist  

• Youth Self Report Form 

• Diagnostic Interview Schedule for Children  

• Wechsler Abbreviated Scale of Intelligence 
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• Reading subtest Wide Range Achievement Test (Third Edition) 

• Adaptive Behaviour Questionnaire 

• Child Health Problem Checklist  

• Life Events Checklist  

• Coping Inventory for Stressful Situations 

• Life Orientation Test  

• Family Assessment Device (General Functioning Scale) 

• Perceptions of Parents Scales 

• Child Care Questionnaire.  

• Kansas Parenting Satisfaction Scale 

• Kansas Marital Satisfaction Scale  

• General Health Questionnaire - 12  

• Service Use and Satisfaction Checklist 

• State Benefits Checklist 

• Demographic Questionnaire. 

What follows is a brief description of each of these instruments.  

 

Child Behaviour Checklist and Youth Self Report Form 

All cases were initially screened with the Child Behaviour Checklist (CBCL) and / or the 

Youth Self-Report Form (YSR, Achenbach & Rescorla, 2000; 2001). The CBCL and YSR 

are two components of the Achenbach System for Empirically Based Assessment 

(ASEBA) which is a set of multi-informant instruments for screening behaviour problems in 

children, adolescents and adults. The CBCL and YSR have been standardized and 

normed on large US samples of preschoolers, school age children and adolescents. They 

have good reliability, factorial validity, and discriminant validity. For under 5s and 6-18 year 
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olds there are different versions of the CBCL containing different (but overlapping) item 

sets. The YSR is only available for 11-18 year olds. The CBCL and YSR contain just over 

100 items and take about 20 minutes to complete. All items have three point response 

formats (0=not true; 1=sometimes true; and 2=very or often true). They yield a total 

behaviour problem score, internalizing and externalizing behaviour problem scores, and a 

set of syndrome scale scores. For the CBCL 6-18 and YSR the syndrome scales are: 

anxious/depressed, withdrawn/depressed, somatic complaints, social problems, thought 

problems, attention problems, rule-breaking, and aggression. For the preschool version of 

the CBCL the syndrome scales are: emotionally reactive, anxious/depressed, somatic 

complaints, withdrawn, sleep problems, attention problems, and aggressive behaviour. 

Cases scoring above the clinical cut-off T score of 63 on the total problem scale have 

clinically significant psychological problems. There is a high probability that they would 

receive a diagnosis of a mental health disorder that conforms to diagnostic criteria 

specified in major diagnostic manuals. 

 

Diagnostic Interview Schedule for Children 

Cases that screened positive with the CBCL or YSR, and a randomly selected group of 

cases that did not screen positive were interviewed with the computerized version of the 

Diagnostic Interview Schedule for Children (DISC, Shaffer et al,. 2000) for 6-18 year olds 

or the Diagnostic Interview Schedule for Young Children under 5 years (YP-DISC, Lucas et 

al.,  1993). Parallel youth and caretaker versions of the computer version of the DISC were 

used. The youth version was used with 9 to 17 year olds, and the caretaker version with 6 

to 17 year olds. The DISC is a comprehensive, structured interview that covers a wide 

range of psychological disorders for children and  adolescents, using  diagnostic criteria 

from the text revision of the fourth edition of the American Psychiatric Association’s 
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Diagnostic and Statistical Manual of Mental Disorders (DSM IV, American Psychiatric 

Associations, 2000a). Disorders covered include anxiety disorders, mood disorders, 

disruptive behaviour disorders, schizophrenia, substance use disorders, eating disorders, 

and tic disorders. The DISC yields positive diagnoses and also intermediate diagnoses 

where criteria are partly, but not completely met. The DISC yields diagnoses present in the 

past month, the past year and lifetime diagnoses. In the present study life time diagnoses 

were not obtained. The DISC employs a branching-tree question structure. Altogether, the 

DISC contains just over 2,900 questions and takes 1-2 hours to administer. Questions  fall 

into four categories: (1) 358 stem questions, which are sensitive, broad questions that 

address essential aspects of symptoms; (2) 1,341 contingent questions asked only if a 

stem or a previous contingent question is answered positively and are used to determine 

whether the symptoms met the specification for a  diagnostic criterion (e.g., frequency, 

duration, intensity); (3) 732 questions about age of onset, impairment, and treatment; and 

(4) 499 questions about lifetime experiences of symptoms. In the present study the life-

time module was not administered. The DISC for Young Children under 5 years contains 

fewer questions, because it omits those about disorders not relevant to preschoolers, for 

example, those about substance abuse. The DISC is the most widely studied mental 

health interview for young people and has adequate reliability and validity in both clinical 

and community populations.  

 

Wechsler Abbreviated Scale of Intelligence 

The two subtest- Vocabulary and Matrix Reasoning – version  of the Wechsler 

Abbreviated Scale of Intelligence (WASI, Wechsler, 1999) was administered to children 

aged 6-18 years. The WASI yields a reliable and valid IQ with a population mean of 100 

and standard deviation of 15. Children with WASI  IQs below 70 and deficits in parent-
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reported adaptive behaviour in two areas were diagnosed as having intellectual disability 

in the present study.  

 

Reading subtest of the Wide Range Achievement Test – 3  

The Reading subtest of the third edition of the Wide Range Achievement Test (WRAT-3 

Wilkinson, 1993) was administered to children 5-18 years. It yields a total score which can 

be converted to a reading quotient with a population mean of 100 and a standard deviation 

of 15. Children with WASI IQs over 70 and WRAT-3 reading quotients 15 points below this 

were given a diagnosis of specific reading disorder.  

 

Adaptive behaviour questionnaire 

This Adaptive Behaviour Questionnaire (ABQ) completed by mothers inquired about 9 

areas of adaptive behaviour listed in DSM IV (American Psychiatric Association, 2000a) in 

the section on the diagnosis of intellectual disability. The areas covered were: 

communication, self-care, home living, social skills, use of community resources, self 

direction, academic and work skills, leisure, and health and safety. Children with WASI  

IQs below 70 and deficits in parent- reported adaptive behaviour in two of these areas 

were diagnosed as having intellectual disability in the present study. 

 

Child Health Problem Checklist 

The Child Health Problem Checklist (CHPC) is a list of conditions from the Mental Health 

of Children and Adolescents in Great Britain Survey (Meltzer et al., 2000) which was used 

to gather data from mothers on their children’s physical health and sensory and motor 

disabilities.  
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Life Events Checklist 

Young people’s perception of stressful life events was assessed using the 46 item Life 

Events Checklist (LEC; Brand and Johnson, 1982). A total LEC score was used as an 

index of life stress.  

 

Coping Inventory for Stressful Situations 

Coping style was assessed using a short form of the second edition of the adolescent 

version of the Coping Inventory for Stressful Situations  (CISS; Endler & Parker, 1996).  

This dispositional coping questionnaire yields scores for task-focused coping, emotion-

focused coping and avoidant coping. For each item, children 11 and over indicated the 

frequency with which they coped with difficult, stressful or upsetting situations in the way 

specified in the item on five-point Likert scales. 

 

Life Orientation Test 

The revised Life Orientation Test (LOT Scheier et al., 1994) was used to assess optimism 

in young people and their parents. The LOT is a reliable and valid  6 item measure of 

dispositional optimism. This is a personality trait characterised by favourable personal 

future expectations, associated with positive adjustment. It was completed by young 

people over 11 years and their parents.  

 

Family Assessment Device 

The general functioning scale of the McMaster Family Assessment Device (FAD, Epstein 

et al., 1983, Kabakoff et al., 1990) was used to assess family functioning. It is a reliable 

and valid 12 item self-report instrument and items cover problem solving, communication, 
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roles, affective responsiveness, affective involvement, and behaviour control. Four  point 

response formats were used for all items and the scale yields a single score. It was 

completed by young people over 11 years and their parents.  

 

Perceptions of Parents Scales 

The Perceptions of Parents Scales (POPS, Grolnick et al., 1997) were used to evaluate 

young people’s views of their relationships with their parents. The POPS contains 22 items 

and evaluates young people’s  perceptions of the degree to which their mothers and 

fathers are involved with them and provide them with support for the development of 

autonomy. It was completed by young people over 11 years. 

 

Child Care Questionnaire 

The 10 item Child Care Questionnaire (CCQ) inquired about the amount and quality of 

contact between parents and their children. It inquired about living with children, frequency 

of contact, financial support of children, feeding children, playing with children, reading 

with children, supervising homework, disciplining children and making special 

arrangements when children are ill. It was completed by mothers and fathers.  

 

Kansas Parental Satisfaction Scale 

The Kansas Parental Satisfaction Scale (KPS, James et al., 1985), which is a reliable and 

valid 3 item parent-report scale, was used to assess parental satisfaction with the parent-

child relationship. Seven point response formats were used for all  items and the scale 

yielded a single score. It was completed by mothers and fathers.  

 

Kansas Marital Satisfaction Scale 
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The Kansas Marital Satisfaction Scale (KMS, Schumm et al, 1986) was used to evaluate 

marital satisfaction. It contains 3 items and has good reliability and validity despite its 

brevity. Seven point response formats were used for all  items and the scale yielded a 

single score. It was completed by mothers and fathers.  

 

General Health Questionnaire – 12 

The twelve item version of the General Health Questionnaire (GHQ-12, Goldberg & 

Williams, 1991) was used to assess parental mental health. It is a reliable and valid 12-

item scale which assesses non-psychotic psychological problems and yields a single total 

score. For each item, four-point response formats were used. It was completed by 

mothers and fathers.  

 

Service Use and Satisfaction Checklist 

Health and educational service use and satisfaction were assessed with the Service Use 

and Satisfaction Checklist (SUSC) which covered the following areas: family doctors, 

hospital accident and emergency departments, public health nurses,  area medical 

officers,  paediatrics, child psychiatry, clinical and educational psychology, physiotherapy, 

speech and language therapy, occupational therapy, social work, juvenile liaison officers, 

education and welfare officers, drug counsellors, counselling for contraception, counselling 

for HIV/AIDS or teenage pregnancy, family support services, respite care, help lines, day-

care, preschool, primary school and  secondary school. Versions of this questionnaire 

were completed by young people over 11 years and their mothers.  

 

State Benefits Checklist 



 13 

The State Benefits Checklist (SBC) was used to assess mothers’ receipt of state benefits 

relevant to child care. The check list covered the following benefits: Unemployment 

Benefit, Unemployment Assistance, Back to Work Allowance, Child Benefit, Family 

Income Supplement (FIS), Health and Safety Benefit, Maternity Benefit, Adoptive Benefit, 

Carer's Allowance, Lone Parent's Allowance, Survivor's Contributory Pension 

(Widows/Widowers), Widow's Non-Contributory Pension, Deserted Wife's Benefit, 

Deserted Wife's Allowance, Prisoner's Wife's Allowance, Orphan's Contributory 

Allowance, Orphan's Non-Contributory Pension, Supplementary Welfare Allowance, 

Disability Benefit, Invalidity Pension, Injury Benefit, Disablement Benefit, Back-to-School 

Clothing and Footwear Allowance. 

 

Demographic Questionnaire 

Demographic data about children, parents and family composition were collected from 

mothers using a demographic questionnaire. Areas covered included age, gender, marital 

status, family composition, highest educational level attained, occupation, socio-economic 

status, and accommodation. Socio-economic status (SES) was assessed with O’Hare et 

al.’s  (1991) Irish census-based social class scale.  

 

PROCEDURE 

Ethical approval for the project was obtained from involved agencies and informed consent 

was obtained from all participants.  

Funding for the project was provided by the Health Service Executive and Health 

Research Board.  

Public Health Nursing Staff and principals of all primary and secondary schools in 

the Clonmel area played a central role in recruiting parents and young people into the 
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study. They facilitated conducting information meetings for parents and young people in 

schools and other community centres at which key features of the project were described 

and participation was invited.  

All children under 5 in the Clonmel  area on the public health nursing preschool 

register and all children on school registers were screened in the Autumn of 2004 for 

mental health problems with the Child Behaviour Checklist (CBCL) or the Youth Self 

Report Form (YSR).  

Participants  who screened positive on the CBCL or YSR were interviewed, as was 

a randomly selected group of participants that screened negative. The interview included 

the Diagnostic Interview Schedule for Children which permitted the identification of children 

who met the diagnostic criteria for psychological disorders from DSM IV. This design 

allowed an estimate of the prevalence of psychological disorders to be obtained.  

Interview protocols also yielded data on young peoples intelligence, reading ability, 

family adjustment and service usage. Assessment protocols for young people, mothers 

and fathers (the three categories of informants in this study) each contained a specific set 

of instruments. A summary of data collection instruments completed by different categories 

of informants is given in Table 2.1.  

Children 5 and over complete the Wide Range Achievement Test – 3 reading 

subtest; those 6 and over completed the Wechsler Abbreviated Scale of Intelligence;  

those 11 and over completed the Life Orientation Test, the general family functioning scale 

of the Family Assessment Device, the Perception of Parents Scales, the Life Events 

Checklist, the Coping Inventory for Stressful Situations, and the Service Use and 

Satisfaction Checklist.  

Mothers completed the Adaptive Behaviour Questionnaire, the Child Health 

Problem Checklist, the Life Orientation  Test, the Family Assessment Device, the Child 
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Care Questionnaire, the Kansas Parenting Satisfaction Scale, the Kansas Marital 

Satisfaction Scale, the General Health Questionnaire 12, the Service Use and Satisfaction 

Questionnaire, the State Benefits Checklist, and the Demographic Questionnaire.  

Fathers completed the  Life Orientation Test, the Family Assessment Device, the 

Child Care Questionnaire, the Kansas Parenting Satisfaction Scale, the Kansas Marital 

Satisfaction Scale, and the General Health Questionnaire 12.  

At the screening stage YSRs were completed by young people in school and 

CBCLs were sent to parents, via their children who reviewed them in school, by post, or 

via involved health professionals, for example in the case of under 5s. At the interview 

stage, interviews were conducted in participants homes, in schools, and in health service 

faculties. In some instances, parent and young person data were collected concurrently by 

two interviewers, and in others, data were collected by a single interviewer in consecutive 

interviews. Multiple attempts by phone, letter and home visits were made to contact non-

responders at both the screening and interview stages of the study. In the screening stage 

the response rate was 74.17% and in the interviewing stage the response rate was 

38.75%. 

 

DATA MANAGEMENT 

To safeguard the anonymity of research participants, identifying data such as names, 

addresses and phone numbers were not held permanently on computer.  Cases were 

given code numbers. A master list of names and code numbers was held at the research 

office on disk and in hardcopy in a locked filing cabinet.  At the screening stage, CBCLs 

and YSRs were computer scored. At the interview stage, for children over 5 years, DSM IV 

diagnoses were computer generated from the computerized carer or young person 

versions of the DISC. For children under 5 the paper and pencil young child version of the 
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Diagnostic interview Schedule for Children was used. All other data were collected using 

paper and pencil forms. For all statistical analyses, data were entered, verified and 

analysed using SPSS.  

 

CONCLUSION 

The study design, procedures and data management strategies provided a basis for the 

analyses reported in chapters 3-6.  
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Figure. 2.1. Clonmel area 

 

Clonmel 
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Table 2.1. Data collection instruments and informants  

 
Domain  

 
Young person 

 
Mother 

 
Father 

 
    
Behaviour problems Youth self Report (11y+) Child Behaviour Checklist - 
    
Psych. Disorders Diagnostic Interview  

Schedule for Children (9y+) 
Diagnostic Interview Schedule 

for Children 
- 

    
Intelligence Wechsler Abbreviated  

Scale of Intelligence (6y +) 
- - 

    
Reading Reading subtest –Wide 

Range Achievement Test-3  
(5y+) 

- - 

    
Adaptive behaviour  - Adaptive Behaviour 

Questionnaire 
- 

    
Physical health - Child Health Problem 

Checklist 
- 

    
Life stress Live Events Checklist (11y+) - - 
    
Coping Coping Inventory of 

Stressful Situations (11y+) 
- - 

    
Optimism Life Orientation Test  (11y+) Life Orientation Test Life Orientation Test 
    
Family functioning Family Assessment Device 

(11y+) 
Family Assessment Device Family Assessment Device 

    
Parent-child 
Relationship 

Perception of Parents 
Scales (11y+) 

Child Care Questionnaire Child Care Questionnaire 

    
Parent satisfaction - Kansas Parental  

Satisfaction Scale 
Kansas Parental 

Satisfaction Scale 
    
Marital satisfaction  - Kansas Marital  

Satisfaction Scale 
Kansas Marital  

Satisfaction Scale 
    
Parental mental health  - General Health 

Questionnaire-12 
General Health 

Questionnaire-12 
    
Service use Service Use and 

Satisfaction Questionnaire 
(11y+) 

Service Use and Satisfaction 
Questionnaire 

- 

    
State benefits - State Benefits Checklist - 
    
Demographics - Demographic Questionnaire. - 
    
 
 



 19 

CHAPTER 3 

PREVALENCE OF PSYCHOLOGICAL DISORDERS 

 

SUMMARY 

This chapter describes how the overall prevalence of psychological disorders in the 

Clonmel Local Health Area was derived from data collected in this research project. The 

estimated prevalence of cases meeting the criteria for at least one psychological disorder 

was 18.71%. It was also estimated that 14.98% of under 5s, 18.53%  of  6-11 year olds, 

and 21.11%  of 12-18 year olds met the criteria for at least one psychological disorder.  

 

AIM 

The aim of the analyses reported in this chapter was to determine the prevalence of 

psychological disorders among young people under 18 in the Clonmel area. 

 

RESPONSE RATE TO INITIAL SCREENING 

This was a whole population study and the intention was to screen all young people in the 

Clonmel community care district.. About three quarters of all cases agreed to participate in 

the study and the non-response rate was about 25%. At the start of the study, it may be 

seen from Table 3.1, that there were 4549 people under 18 years in the Clonmel 

community care district, with 755 under 5, 1912 between 6 and 11 years and 1992 

between 12 and 18 years. Of these 3374 (74.17%) or about three quarters agreed to 

participate in the study and were screened for the presence of psychological problems with 

the Child Behaviour Checklist (CBCL) and/or the Youth Self Report Form (YSR). This 

screening involved 60.13% of the under 5s, 77.19% of the 6-11 year olds, and 72.48% of 

the 12-18 year olds. 2333 cases (or 69.14% of all cases contacted) were screened with 
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the CBCL. 1440 (or 42.67% of all cases contacted) were screened with the YSR. The YSR 

was only used with cases over 11 years, while the CBCL was used with young people of 

all ages.  

 

 

 

RATES OF PSYCHOLOGICAL PROBLEMS BASED ON CASES THAT SCREENED 

POSITIVE ON THE CBCL AND YSR 

On the Child Behaviour Checklist (CBCL) and the Youth Self-Report Form (YSR), liberal 

and conservative criteria were used to identify cases with significant psychological 

problems. The liberal criterion was to classify cases as showing clinically significant 

problems if they scored above the clinical cut-off score on any of the CBCL or YSR 

syndrome scales. This is the criterion that was used in the preliminary report on the 

Clonmel Project (Martin et al., 2005). Using this liberal criterion, from Table 3.2 it may be 

seen that 17.51% of cases were classified as have clinically significant psychological 

problems. 16.51% of under 5s, 9.55% of 6-11 year olds and 25.96% of 12-18 year olds 

scored above the clinical cut-off score on at least one  of the CBCL or YSR syndrome 

scales.  

The conservative criterion was to classify cases as showing clinically significant 

problems if they scored above the clinical cut-off score on the CBCL or YSR total problems 

scale. Using this conservative criterion, from Table 3.2 it may be seen that 8.56%  of cases 

were classified as have clinically significant psychological problems. 7.48% of under 5s, 

4.06% of 6-11 year olds and 13.50% of 12-18 year olds scored above the clinical cut-off 

score on the CBCL or YSR total problems scale. 
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PREVALENCE OF PSYCHOLOGICAL DISORDERS  

The following strategy was used to determine the prevalence of psychological disorders 

among people under 18 in the Clonmel Community Care district. Cases that screened 

positive on the CBCL or YSR, and a randomly selected group of cases that screened 

negative on the CBCL or YSR  were interviewed with the Diagnostic Interview Schedule for 

Children (DISC) to determine how many met diagnostic criteria for psychological disorders 

from the fourth edition of the American Psychiatric Association’s Diagnostic and Statistical 

Manual of Mental Disorders (DSM IV, American Psychiatric Association, 2000a). Table 3.3 

presents the numbers of young people and parents who completed the DISC. Those that 

screened positive and got at least one diagnosis were referred to as true positives. Those 

that screened negative, but got a diagnosis were referred to as false negatives. Taking 

account of the response rate from  the group that screened positive,  and the proportional 

size of the sample that screened negative, estimates of the prevalence of true positive and 

false negatives were combined to give an overall estimate of the prevalence of 

psychological disorders among people under 18 in Clonmel.  

To determine the prevalence of psychological disorders, an attempt was made to 

interview all cases that scored above the clinical cut-off score on the CBCL or YSR total 

problems scale to determine if they met the diagnostic criteria for psychological disorders 

in DSM IV. Either parents or young people or both were interviewed with the appropriate 

version of the DISC. The response rate to this part of the study was disappointingly low. 

From Table 3.4 it may be seen that only 112 out of 289  (or 38.75%) of cases that scored 

above the clinical cut-off score on the CBCL or YSR total problems scale were interviewed. 

The response rate to this part of the study for under 5s was 61.76%; for 6-11 year olds 

was 43.33%, and for 12-18 year olds was 33.33%. 
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True positives 

55 of 112 (or 49%) of cases that scored above the clinical cut-off score on the CBCL or 

YSR total problems scale and were interviewed with the DISC met the criteria for at least 

one DSM IV psychological disorder. If all 289 cases that scored above the clinical cut-off 

score on the CBCL or YSR total problems scale had been interviewed and 49.1% had 

achieved a diagnosis, then 141.89 cases would have met the criteria for at least one DSM 

IV psychological disorder. Thus the estimated prevalence of cases with at least one 

psychological disorder (based on true positives, i.e. cases that screened positive on the 

CBCL/YSR and got a DSM IV diagnosis after being interviewed with the DISC) was 4.2% 

(i.e., 141.89 out of 3374 which was the number of cases screened). 

 

False negatives 

To determine the rate of false negatives from the CBCL and YSR screening, 277 cases 

were randomly selected from the group of 3085 cases that scored below the clinical cut-off 

score on the CBCL or YSR total problems scale in the initial screening stage of the project. 

These 277 cases were interviewed with the DISC. 44 of these 277 (or 15.88%) met the 

criteria for at least one DSM IV psychological disorder. If all 3085 cases that scored below 

the clinical cut-off score on the CBCL or YSR total problems scale had been interviewed 

and 15.88% had achieved a diagnosis, then 489.89 cases would have met the criteria for 

at least one DSM IV psychological disorder. Thus the estimated prevalence of cases with 

at least one psychological disorder (based on false negatives, i.e. cases that screened 

negative on the CBCL/YSR and got a DSM IV diagnosis after being interviewed with the 

DISC) was 14.51% (i.e., 489.89 out of 3374 which was the number of cases screened). 

 

Prevalence based on true positives and false negatives 
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An estimate of the prevalence of cases with psychological disorders, was determined by 

summing the prevalence estimates based on true positives (4.2%) and false negatives 

(14.51%). Thus the overall prevalence of cases meeting the criteria for at least one DSM 

IV psychological disorder was 18.71%. This estimate allows us to conclude that just under 

a fifth of youngsters under 18 in the Clonmel area have psychological disorders.   

From Table 3.4, it may be seen that estimates of the prevalence of psychological 

disorders, calculated in the way outlined above, were 14.98% for under 5s, 18.53%  for 6-

11 year olds, and 21.11% for 12-18 year olds. These prevalence rates are graphed in 

Figure 3.1.  

From Table 3.5, it may be seen that estimates of the prevalence of psychological 

disorders, calculated in the way outlined above, were 19% for males and 18.52%  for  

females. These prevalence rates are graphed in Figure 3.2.  

 

CONCLUSION 

The analyses reported in this chapter provides an estimate of the prevalence of 

psychological disorders in young people in the Clonmel area. About one in five people 

under 18 in the Clonmel area had psychological disorders in the year prior to the 

diagnostic interviews. 
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Table 3.1. Cases screened  
 
   

Age 
  

 0-5y 
 

6-11y 
 

12-18y 
 
 

Total      

     
Number of children in Clonmel area 755.00 1912.00 1882.00 4549.00 
     
Number of children screened  454.00 1476.00 1444.00 3374.00 
Percentage of children (in each age category)  in the Clonmel area screened with the CBCL or YSR 60.13 77.19 72.48 74.17 
     
Number of children screened with the CBCL   454.00 1148.00 731.00 2333.00 
Percentage of all children screened (N=3374), who were screened with the CBCL  13.45 34.02 21.66 69.14 
     
Number of children screened with the YSR 0.00 3.00 1437.00 1440.00 
Percentage of all children screened (N=3374), who were screened with the YSR  0.00 0.01 42.59 42.67 
     
Note: CBCL = Child Behaviour Checklist. YSR=Youth Self-Report Form. (From: Achenbach, T. M., & Rescorla, L. A. (2001). Manual for ASEBA School-Age Forms & Profiles. 
Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families; and Achenbach, T. M., & Rescorla, L. A. (2000). Manual for ASEBA Preschool Forms & 
Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families. http://www.aseba.org/) 
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Table 3.2. Cased that screened positive for psychological problems 
 
    

Age 
  

  0-5y 
(N=454) 

 

6-11y 
(N=1476) 

 

12-18y 
(N=1444) 

 
 

Total 
(N=3374) 

      
Cases that scored  above the  cut-off score on any  CBCL  or YSR syndrome scales f 75.00 141.00 375.00 591.00 
 % 16.51 9.55 25.96 17.51 
      
Cases that scored above the cut-off score on the  CBCL or YSR total problems scale f 34.00 60.00 195.00 289.00 
 % 7.48 4.06 13.50 8.56 
      
Note: f=frequency of cases or controls. %= percentage of cases or % of controls.  CBCL = Child Behaviour Checklist. YSR=Youth Self-Report Form. (From: Achenbach, T. M., & 
Rescorla, L. A. (2001). Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families; and Achenbach, T. 
M., & Rescorla, L. A. (2000). Manual for ASEBA Preschool Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families. 
http://www.aseba.org/). N values refer to numbers of children who were screened with the CBCL or YSR. 
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Table 3.3. Numbers of Parent-Caretaker and Youth Versions if the Diagnostic Interview Schedule for Children completed 
 
    

Age 
  

  0-5y 
 

6-11y 12-18y 
 

Total 
 

      
Cases above the CBCL or YSR total problems scale cut-off score, interviewed with any form of the 
DISC 

 21  26 65 112 

      
Cases above the CBCL or YSR total problems scale cut-off score, interviewed with parent or 
caretaker version of the DISC 

 21 26 42 89 

      
Cases above the CBCL or YSR total problems scale cut-off score, interviewed with youth version of 
the DISC 

 0 0 35 35 

      
Number of randomly selected cases from population that did not score above the CBCL or YSR total 
problems scale cut-off score interviewed with any form of the DISC 

 56 88 133 277 

      
Number of randomly selected cases  from population that did not score above the CBCL or YSR total 
problems scale cut-off score interviewed with  the parent  or caretaker version of the DISC 

 56 86 98 240 

      
Number of randomly selected cases  from population that did not score above the CBCL or YSR total 
problems scale cut-off score interviewed with  the youth version of the DISC 

 0 3 74 77 

      
Note: DISC= Diagnostic Interview Schedule for Children (From: Shaffer, D., Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for 
Children version IV (NIMH DISC-IV): Description, differences from previous versions, and reliability of some common diagnoses. Journal of the American Academy of Child and 
Adolescent Psychiatry, 39, 28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for Children. Christopher P Lucas, NYU Child 
Study Center, chris.lucas@med.nyu.edu.) 
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Table 3.4. Prevalence of psychological diagnoses based on true positives and false negatives 
 
    

Age 
  

  0-5y 
 

6-11y 12-18y 
 

Total 
 

      
Cases above the CBCL or YSR total problems scale cut-off score, interviewed with the DISC f/n 21/34 26/60 65/195 112/289 
 % 61.76 43.33 33.33 38.75 
TRUE POSITIVES      
Cases  above the CBCL or YSR total problems scale cut-off score with at least one positive clinical diagnosis on 
the DISC 

f/n 5/21 14/26 36/65 55/112 

 % 23.80 53.84 55.38 49.10 
      
Estimate of cases above the CBCL or YSR total problems scale cut-off score that would have receive at least one 
positive clinical diagnosis on the DISC if all cases that screened positive had been interviewed § 

f 8.09 32.30 107.99 141.89 

      
Estimate of prevalence of psychological disorders based on cases above the CBCL or YSR total problems scale 
cut-off score that would have receive at least one positive clinical diagnosis on the DISC if all cases that screened 
positive had been interviewed § 

f/n 8.09/454 32.30/1476 107.99/1444 141.89/3374 

 % 1.78 2.19 7.47 4.20 
FALSE NEGATIVES      
Population that did not score above the CBCL or YSR total problems scale cut-off score f 420 1416 1249 3085 
      
Number of randomly selected cases interviewed from population that did not score above the CBCL or YSR total 
problems scale cut-off score 

f 56 88 133 277 

      
Cases that received at least 1 diagnosis from a randomly selected group of cases that did not score above  the 
CBCL or YSR total problems scale cut-off  

f/n 8/56 15/88 21/133 44/277 

 % 14.28 17.04 15.78 15.88 
      
Estimate of the number of false negatives, i.e. cases in the population that did not score above the CBCL or YSR 
total problems scale cut-off score, that would have received at least one positive clinical diagnosis on the DISC if 
all cases that screened positive had been interviewed† 

f 59.97 241.28 197.09 489.89 

      
Estimate of prevalence of false negatives, i.e. cases that did not score above the CBCL or YSR total problems 
scale cut-off score, but would have received at least one positive clinical diagnosis on the DISC if all cases that 
screened negative had been interviewed† 

f/n 59.97/454 241.28/1476 197.09/1444 489.89/3374 

 % 13.20 16.34 13.64 14.51 
TRUE POSITIVES + FALSE NEGATIVES      
Prevalence of true positives % 1.78 2.19 7.47 4.20 
Prevalence of false negatives % 13.20 16.34 13.64 14.51 
Overall prevalence of psychological disorders bases on  true positives and false negatives % 14.98 18.53 21.11 18.71 
      
Note: f=frequency of cases or controls. %= percentage of cases or % of controls. f/n=frequency of cases or controls divided by the number of cases or controls on which the percentage is based.  CBCL = 
Child Behaviour Checklist. YSR=Youth Self-Report Form. (From: Achenbach, T. M., & Rescorla, L. A. (2001). Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, 
Research Centre for Children, Youth, & Families; and Achenbach, T. M., & Rescorla, L. A. (2000). Manual for ASEBA Preschool Forms & Profiles. Burlington, VT: University of Vermont, Research Centre 
for Children, Youth, & Families. http://www.aseba.org/) DISC= Diagnostic Interview Schedule for Children (From: Shaffer, D., Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH 
Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, differences from previous versions, and reliability of some common diagnoses. Journal of the American Academy of 
Child and Adolescent Psychiatry, 39, 28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for Children. Christopher P Lucas, NYU Child Study 
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Center, chris.lucas@med.nyu.edu.) Cases with diagnoses had met the criteria within the past year.  § This estimate was obtained by dividing the number of cases above CBCL or YSR total problems scale 
cut-off score by 100, and multiplying this value by the percentage of cases above the CBCL or YSR total problems scale cut-off score with at least one positive clinical diagnosis on the DISC. For example 
for the total group the estimate was calculated by E=(289/100)X49.1).1)=141.89. The prevalence rate based on this estimate of true positives was obtained by expressing 141.89 as a percentage of the 
total number of cases screened, N=3374. † This estimate was obtained by dividing the number of cases below CBCL or YSR total problems scale cut-off score by 100, and multiplying this value by the 
percentage of cases below the CBCL or YSR total problems scale cut-off score with at least one positive clinical diagnosis on the DISC. For example for the total group the estimate was calculated by 
E=(3085/100)X15.88))=489.89. The prevalence rate based on this estimate of false negatives was obtained by expressing 489.89 as a percentage of the total number of cases screened, N=3374. 
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Figure 3.1. Prevalence of psychological  disorders among people under 18 years in Clonmel  
 
 
 

All ages 18.71%

12-18 years 21.11%
 

6-11 years 18.53%

0-5 years 14.98%
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Table 3.5. Prevalence of psychological diagnoses among males and females based on true positives and false negatives 
 
  Males 

 
Females Total 

 
     
Cases above the CBCL or YSR total problems scale cut-off score, interviewed with the DISC f/n 71/169 

 
 

41/120 
 
 

112/289 

 % 42.01 34.16 38.75 
TRUE POSITIVES     
Cases  above the CBCL or YSR total problems scale cut-off score with at least one positive clinical diagnosis on the DISC f/n 36/71 

 
19/41 

 
55/112 

 % 50.70  46.34 49.10 
     
Estimate of cases above the CBCL or YSR total problems scale cut-off score that would have receive at least one positive clinical diagnosis on the 
DISC if all cases that screened positive had been interviewed § 

f 85.68 
 

55.60 141.89 

     
Estimate of prevalence of psychological disorders based on cases above the CBCL or YSR total problems scale cut-off score that would have 
receive at least one positive clinical diagnosis on the DISC if all cases that screened positive had been interviewed § 

f/n 85.68/1687 55.60/1687 141.89/3374 

 % 5.08 3.30 4.20 
FALSE NEGATIVES     
Population that did not score above the CBCL or YSR total problems scale cut-off score f 1518 1567 3085 
     
Number of randomly selected cases interviewed from population that did not score above the CBCL or YSR total problems scale cut-off score f 155 122 277 
     
Cases that received at least 1 diagnosis from a randomly selected group of cases that did not score above  the CBCL or YSR total problems scale 
cut-off  

f/n 24/155 20/122 44/277 

 % 15.48 16.39 15.88 
     
Estimate of the number of false negatives, i.e. cases in the population that did not score above the CBCL or YSR total problems scale cut-off 
score, that would have received at least one positive clinical diagnosis on the DISC if all cases that screened positive had been interviewed† 

f 234.98 256.83 489.89 

     
Estimate of prevalence of false negatives, i.e. cases that did not score above the CBCL or YSR total problems scale cut-off score, but would have 
received at least one positive clinical diagnosis on the DISC if all cases that screened negative had been interviewed† 

f/n 234.98/1687 256.83/1687 489.89/3374 

 % 13.92 15.22 14.51 
TRUE POSITIVES + FALSE NEGATIVES     
Prevalence of true positives % 5.08 3.30 4.20 
Prevalence of false negatives % 13.92 15.22 14.51 
Overall prevalence of psychological disorders bases on  true positives and false negatives % 19.00 18.52 18.71 
     
Note: f=frequency of cases or controls. %= percentage of cases or % of controls. f/n=frequency of cases or controls divided by the number of cases or controls on which the percentage is based.  CBCL = Child Behaviour Checklist. 
YSR=Youth Self-Report Form. (From: Achenbach, T. M., & Rescorla, L. A. (2001). Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families; and 
Achenbach, T. M., & Rescorla, L. A. (2000). Manual for ASEBA Preschool Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families. http://www.aseba.org/) DISC= Diagnostic Interview 
Schedule for Children (From: Shaffer, D., Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, differences from previous versions, 
and reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for 
Children. Christopher P Lucas, NYU Child Study Center, chris.lucas@med.nyu.edu.) Cases with diagnoses had met the criteria within the past year. § This estimate was obtained by dividing the number of cases above CBCL or YSR 
total problems scale cut-off score by 100, and multiplying this value by the percentage of cases above the CBCL or YSR total problems scale cut-off score with at least one positive clinical diagnosis on the DISC. For example for the 
total group the estimate was calculated by E=(289/100)X49.1).1)=141.89. The prevalence rate based on this estimate of true positives was obtained by expressing 141.89 as a percentage of the total number of cases screened, 
N=3374. † This estimate was obtained by dividing the number of cases below CBCL or YSR total problems scale cut-off score by 100, and multiplying this value by the percentage of cases below the CBCL or YSR total problems scale 
cut-off score with at least one positive clinical diagnosis on the DISC. For example for the total group the estimate was calculated by E=(3085/100)X15.88))=489.89. The prevalence rate based on this estimate of false negatives was 
obtained by expressing 489.89 as a percentage of the total number of cases screened, N=3374. 
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Figure 3.2. Prevalence of psychological diagnoses among males and females in Clonmel 
 

 

All cases 18.71%

Males 19.00%
 

Females 18.52%

2%    4%    6%   8%   10%   12%   14%  16%   18%   20%   22%
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CHAPTER 4 

RATES OF PSYCHOLOGICAL DISORDERS AMONG CASES 

 

SUMMARY 

This chapter presents rates of psychological disorders among 99 cases in this research 

project that were diagnosed with one or more psychological disorders after completing the 

Diagnostic Interview Schedule for Children (DISC). In addition, rates of psychological 

disorders among subgroups of young people of different ages and  genders are given, 

along with rates of clinically significant symptoms. In the year prior to the interview, 43% 

had anxiety disorders; a quarter had oppositional defiant disorder, and just over a fifth had 

attention deficit hyperactivity disorder (ADHD). 13% had conduct disorder. One in 10 

received diagnoses for mood disorders, alcohol abuse or intellectual disability. Under a 

tenth had nicotine dependence, specific reading disorder, tic disorders, or received 

diagnoses for marijuana abuse use, substance abuse or eating disorders. The most 

significant age differences were that ADHD was more common among children, but 

conduct disorder was more common among adolescents. Separation anxiety disorder was 

significantly more common among primary school aged children than adolescents. With 

regard to gender differences, the most significant finding was that anxiety disorders were 

more common among girls and disruptive behaviour disorders were more common among 

boys. About a fifth of cases had symptoms or problems associated with clinical risk, and 

the two most frequent such symptoms were having thoughts of death or dying and being 

suspended or expelled from school. 

 

AIM 
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The analyses reported in this chapter aimed to identify rates of psychological disorders 

among 99 cases in this research project that were diagnosed with one or more 

psychological disorders after completing the DISC.  The analyses also aimed to determine 

rates of disorders in age and gender subgroups, and to examine rates of clinically 

significant symptoms.  

 

 

 

RATES OF PSYCHOLOGICAL DISORDERS AMONG 99 CASES 

Rates of psychological disorders were determined for 99 cases. These included 55 cases 

that screened positive and 44 cases that screened negative with the Child Behaviour 

Checklist or the Youth Self Report Form, and who subsequently met the diagnostic criteria 

for psychological disorders from the fourth edition of the American Psychiatric 

Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM IV, American 

Psychiatric Association, 2000a) after being interviewed with the DISC. The DISC allowed 

decisions to be made about whether a case met diagnostic criteria for disorders within the 

past month and within the past year. In Tables 4.1, 4.2, 4.3  and 4.4 rates of disorders in 

both the past month and the past year are given.  

From Table 4.1 and Figure 4.1  it may be seen that within the group of 99 cases, 

some types of psychological disorders were more common than others. Within Table 4.1 

and Figure 4.1 disorders are listed from the most to the least common in the preceding 

year. Anxiety disorders were the most common with 43.43% of cases having met 

diagnostic criteria for anxiety disorders in the preceding year, and 33.33%  having met 

diagnostic criteria for anxiety disorders in the preceding month. Oppositional defiant 

disorder was the second most common disorder. In the preceding year 25.25% of cases 
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had this disorder and the figure was 18.18% for the preceding month. ADHD was the third 

most common disorder with 21.21% of cases having met criteria for this diagnosis in the 

preceding month and year. 13.13% of cases met the criteria for conduct disorder in the 

preceding month and year, and this was the fourth most common disorder.  In the 

preceding year 10.1% of cases met the diagnostic criteria for mood disorders, alcohol 

abuse or dependence and  intellectual disability. In the preceding month and year under 

10% of cases met the criteria for nicotine dependence, specific learning disorder, tic 

disorders, marijuana use disorders, substance sue disorders and eating disorders.  

Table 4.2 contains a detailed breakdown of numbers of cases who met diagnostic 

criteria for a full diagnosis as well as cases who met some but not all criteria. The latter are 

referred to as having intermediate diagnoses because they had some symptoms and 

showed some impairment in functioning, but did not meet all criteria for a full diagnosis. 

About three quarters of all cases in addition to meeting the full criteria for a diagnosis in 

the past year received an intermediate diagnosis. Thus, 73.74% met some of the criteria 

for another diagnosis in the preceding month and 77.78 met some of the criteria for 

another diagnosis in the preceding year.  

From Table 4.2, the overall pattern of rates of specific disorders within each broad 

category of disorders may be seen.  Some of these broad trends deserve mention. Among 

the anxiety disorders, the most common were specific phobia, separation anxiety disorder, 

obsessive compulsive disorder, generalized anxiety disorder and social phobia. Among the 

mood disorders, major depression was by far the most common condition.  Among the 

disruptive behaviour disorders, ADHD and oppositional defiant disorder were more 

common than conduct disorder. Among the alcohol and substance use disorders, alcohol 

abuse and nicotine dependence were more common than marijuana and other forms of 

substance abuse.  



 33 

 

AGE AND RATES OF PSYCHOLOGICAL DISORDERS AMONG CASES  

From Table 4.3 it may be seen that rates of some psychological disorders varied across 

age groups. In this table percentages refer to percentages of children within a specific age 

category with disorders. Chi Square tests to evaluate intergroup differences in the 

distribution of diagnoses are from 2 X 3 cross-tabulations of Disorder X Age group, except 

where there were no cases in one age group cell, in which case chi square tests were 

based on 2 X 2 tabulations using data from full cells only. Where there were no cases in 

two age group cells, chi square tests were not conducted. Where cells contained cases, 

intergroup differences were considered significant if the overall chi square test was 

significant, and if the standardized residual of a cell was greater than an absolute value of 

2. 

From Table 4.3 it may be seen that ADHD was significantly (p<.05) more common 

among under 5s and primary school aged children  than among adolescents. In contrast, 

conduct disorder was significantly (p<.05) more common among adolescents than 

children. Separation anxiety disorder was significantly (p<.05) more common among 

primary school aged children than adolescents and no preschoolers met the criteria for this 

disorder. These were the three most robust statistical findings on age differences in the 

data from this study.  

However, other trends deserve mention. The trends are not statistically significant 

because empty cells (meaning that no diagnoses occurred in a specific age group) 

precluded conducting tests to determine the significance of  intergroup differences. No 

children under 11 met the diagnostic criteria for social phobia (in the preceding month), 

panic disorder, agoraphobia,  selective mutism, nicotine dependence, marijuana and 

substance abuse, eating disorders or tic disorders, while for all of these disorders a 
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number of adolescents received diagnoses. Thus these disorders were more common in 

adolescents. No preschoolers met the diagnostic criteria for alcohol abuse or dependence 

but a proportion of school-aged children and adolescents did. With the exception on one 

child under 5 who met the criteria for dysthymic disorder in the preceding year, no children 

under 11 met the diagnostic criteria for mood disorders, but a proportion of adolescents 

met the diagnostic criteria for major depression, dysthymic disorder and hypomanic 

episode.  

 

GENDER AND RATES OF PSYCHOLOGICAL DISORDERS AMONG CASES  

From Table 4.4 it may be seen that some psychological disorders were more common 

among girls and others were more common among boys. In this table percentages refer to 

percentages of children within a specific gender category with disorders. Chi Square tests 

to evaluate intergroup differences in the distribution of diagnoses are from 2 X 2 cross-

tabulations of Disorder X Gender. Where there were no cases in one cell, chi square tests 

were not calculated. Where cells contained cases, intergroup differences were considered 

significant if the overall chi square test was significant, and if the standardized residual of a 

cell was greater than an absolute value of 2. 

From Table 4.4 it may be seen that anxiety disorders, particularly obsessive 

compulsive disorder, were significantly (p<.05) more common among girls.  In contrast, 

disruptive behaviour disorders, including ADHD, oppositional defiant disorder and conduct 

disorder, were significantly (p<.001) more common among boys. These were the two most 

robust statistical findings on sex differences in the data from this study.  

However, other trends deserve mention. The trends are not statistically significant 

because empty cells (meaning that no diagnoses occurred in a specific gender group) 

precluded conducting tests to determine the significance of intergroup differences. No boys 
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met the criteria for agoraphobia (in the past month), selective mutism, major depression (in 

the past month), dysthymic disorder in the past month, substance abuse in the past month, 

and eating disorders but a proportion of girls met diagnostic criteria for these disorders. No 

girls met the criteria for hypomanic episode in the past year or tic disorders in the past 

month but a proportion of boys received these diagnoses.  

 

CLINICALLY SIGNIFICANT SYMPTOMS 

Rates of  clinically significant symptoms of psychological disorders were determined for 99 

cases. These included 55 cases that screened positive and 44 cases that screened 

negative with the Child Behaviour Checklist or the Youth self Report Form, and who 

subsequently met the diagnostic criteria for psychological disorders from the fourth edition 

of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental 

Disorders (DSM IV, American Psychiatric Association, 2000a) after being interviewed with 

the DISC. The DISC provided information on clinically significant symptoms and the 

frequencies of these are given for the group of 99 cases in Tables 4.5.  

Rates of clinically significant symptoms among cases under 5, 6-11 and 12-18 

years are given in Table 4.6, and intergroup differences in symptoms were determined in 

the same way that was used for diagnoses.  Rates of symptoms in boys and girls have not 

been presented, because there were no statistically significant gender differences.  

From Table 4.5 it may be seen that clinically significant symptoms fell into 5 clusters 

based on their frequency of occurrence. The most commonly occurring significant 

symptoms were being suspended or expelled from school, having thoughts of death or 

dying, and abusing alcohol. Between 18.18 and 19.19% of cases had these problems. The 

second cluster of problems, which occurred for 10.10-11.11% of cases included being 

prescribed medication for ADHD, truanting from school, regular cigarette smoking, and 
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suicidal ideation. The third cluster of problems included smoking marijuana, having made a 

suicide attempt at some point in one’s life, stealing , and being in trouble with police. 

These clinically significant symptoms occurred in 6.06-8.08% of cases. The fourth cluster 

of symptoms which occurred in 4.04-5.05% of cases included having made a suicide 

attempt in the past year, having had a suicidal plan, using a weapon, and fire setting. The 

final and least common cluster of clinically significant symptoms included school refusal, 

using  drugs (other than alcohol or marijuana) to get high, hallucinations, recent suicidal 

ideation, and delusions. These occurred in under 3.03% of cases.  

From Table 4.6 it may be seen that there were three statistically significant age 

differences on clinically significant symptoms. Compared with primary school aged 

children, significantly (p<.05) more adolescents had been suspended from school, and had 

thoughts of death or dying. In contrast, compared with children and adolescents over 6, 

significantly (p<.05) more under 5s were on prescribed medication for managing ADHD.  

From Table 4.6 it may be seen that a wide range of clinically significant problems 

occurred in adolescents only and were not reported for children under 11 years. These 

included  abusing alcohol, smoking marijuana, having made a suicide attempt at some 

point in one’s life, being in trouble with police, having made a suicide attempt in the past 

year, having had a suicidal plan, using a weapon, fire setting, using  drugs (other than 

alcohol or marijuana) to get high, hallucinations, recent suicidal ideation, and delusions. It 

may also be seen from Table 4.6 that rates of truanting from school, regular cigarette 

smoking, suicidal ideation, stealing and school refusal among 6-11 and 12-18 year olds did 

not differ significantly, and these problems did not occur in under 5s.  

 

CONCLUSION 
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 Some disorders were more common than others with anxiety disorders, oppositional 

defiant disorder, and ADHD being by far the most common. There were significant gender 

and age differences with anxiety disorders being more common among girls and disruptive 

behaviour disorders more common among boys. ADHD was more common among 

children, but conduct disorder was more common among adolescents. About a fifth of 

cases had symptoms or problems associated with clinical risk, with death-related thoughts 

and school suspension being the two most common problems.  
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Table 4.1. Rates of types of DSM IV psychological disorders among cases 
 
 
Psychological disorder 
 

 
% 

Past Year 
 

 
% 

Past  Month 

   
Any DSM IV disorder 100.00 80.81 
   
Anxiety disorders 43.43 33.33 
   
Oppositional defiant disorder   25.25 18.18 
   
Attention-Deficit/Hyperactivity Disorder  21.21 21.21 
   
Conduct disorder  13.13 13.13 
   
Mood disorders 10.10 4.04 
   
Alcohol abuse or dependence 10.10 5.05 
   
Intellectual disability  10.10 10.10 
   
Nicotine dependence 8.08 7.07 
   
Specific reading disorder  5.05 5.05 
   
Tic disorders 5.05 4.04 
   
Marijuana abuse 3.03 3.03 
   
Substance abuse or dependence 2.02 1.01 
   
Eating disorders 1.01 0.00 
   
Note: N=99. Percentages do not sum to 100 because cases may have more than one diagnosis. DSM IV = American 
Psychiatric Association (2000).  Diagnostic and Statistical Manual of the Mental Disorders (Fourth Edition-Text 
Revision, DSM –IV-TR).  Washington, DC: APA. Psychological disorders were diagnosed with the  Diagnostic Interview 
Schedule for Children (From: Shaffer, D., Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH 
Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, differences from previous versions, 
and reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 
28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for 
Children. Christopher P Lucas, NYU Child Study Center, chris.lucas@med.nyu.edu.) 
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Figure 4.1. Rates of types of DSM IV psychological disorders among cases 
 
 
 
 
Anxiety disorders 43%

Oppositional defiant dis. 25% 

ADHD 21%

Conduct disorder 13%

Mood disorders 10%
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Tic disorders 5%

Marijuana abuse 3%

Substance abuse 2%

Eating disorders 1%
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Table 4.2. Rates of full diagnoses and intermediate diagnoses among cases in the preceding month and year 
 
  

Full Diagnosis 
  

Intermediate Diagnosis 
 
Psychological disorder 
 

 
f 

Past month 

 
% 

past month 

 
f 

Past year 

 
% 

past year 

  
f 

Past 
month 

 
% 

past month 

 
f 

Past year 

 
% 

past 
year 

 
          
Any DSM IV disorder  80.00 80.81 99.00 100.00  73.00 73.74 77.00 77.78 
          
Anxiety disorders 33.00 33.33 43.00 43.43  45.00 45.45 42.00 42.42 
          
Specific Phobia   16.00 16.16 17.00 17.17  10.00 10.10 10.00 10.10 
          
Separation Anxiety Disorder  07.00 07.07 12.00 12.12  23.00 23.23 18.00 18.18 
          
Obsessive Compulsive Disorder  07.00 07.07 13.00 13.13  09.00 09.09 08.00 08.08 
          
Generalized Anxiety Disorder   07.00 07.07 08.00 08.08  11.00 11.11 10.00 10.10 
          
Social Phobia   03.00 03.03 08.00 08.08  31.00 31.32 29.00 29.29 
          
Panic Disorder  02.00 02.02 02.00 02.02  06.00 06.06 05.00 05.05 
          
Agoraphobia  02.00 02.02 04.00 04.04  07.00 07.07 04.00 04.04 
          
Selective Mutism  01.00 01.01 01.00 01.01  01.00 01.01 01.00 01.01 
          
Post Traumatic Stress Disorder 00.00 00.00 00.00 00.00  07.00 07.07 07.00 07.07 
          
Mood disorders 04.00 04.04 10.00 10.10  15.00 15.15 15.00 15.15 
          
Major Depressive Episode   03.00 03.03 06.00 06.06  11.00 11.11 08.00 08.08 
          
Dysthymic Disorder  01.00 01.01 03.00 03.03  04.00 04.04 03.00 03.03 
          
Manic Episode   00.00 00.00 00.00 00.00  04.00 04.04 04.00 04.04 
          
Hypomanic Episode   00.00 00.00 02.00 02.02  04.00 04.04 02.00 02.00 
          
Disruptive behaviour disorders 38.00 38.38 42.00 42.42  34.00 34.34 35.00 35.35 
          
Attention-Deficit/Hyperactivity Disorder  21.00 21.21 21.00 21.21  13.00 13.13 15.00 15.15 
          
Oppositional defiant Disorder   18.00 18.18 25.00 25.25  27.00 27.27 22.00 22.22 
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Conduct Disorder  13.00 13.13 13.00 13.13  08.00 08.08 07.00 07.07 
          
Alcohol use disorders 05.00 05.05 10.00 10.10  04.00 04.04 08.00 08.08 
          
Alcohol Abuse   04.00 04.04 08.00 08.08  02.00 02.02 02.00 02.02 
          
Alcohol dependence  01.00 01.01 02.00 02.02  04.00 04.04 07.00 07.07 
          
Nicotine dependence 07.00 07.07 08.00 08.08  07.00 07.07 08.00 08.08 
           
Marijuana use disorders 03.00 03.03 03.00 03.03  04.00 04.04 04.00 04.04 
          
Marijuana  Abuse  03.00 03.03 03.00 03.03  03.00 03.03 03.00 03.03 
          
Marijuana  dependence  00.00 00.00 00.00 00.00  02.00 02.02 02.00 02.02 
          
Substance use 01.00 01.01 02.00 02.02  00.00 00.00 01.00 01.01 
          
Substance  Abuse   01.00 01.01 02.00 02.02  00.00 00.00 00.00 00.00 
          
Substance  dependence  00.00 00.00 00.00 00.00  00.00 00.00 01.00 01.01 
          
Tic disorders 04.00 04.04 05.00 05.05  03.00 03.03 03.00 03.03 
          
Tourette's Disorder  01.00 01.01 02.00 02.02  03.00 03.03 03.00 03.03 
          
Chronic Motor or Vocal Tic Disorder  01.00 01.01 01.00 01.01  02.00 02.02 01.00 01.01 
          
Transient Tic Disorder   02.00 02.02 02.00 02.02  02.00 02.02 02.00 02.02 
          
Eating disorders 00.00 00.00 01.00 01.01  04.00 04.04 04.00 04.04 
          
Anorexia Nervosa   00.00 00.00 00.00 00.00  04.00 04.04 04.00 04.04 
          
 Bulimia Nervosa  00.00 00.00 01.00 01.01  01.00 01.01 00.00 00.00 
          
          
Schizophrenia 00.00 00.00 00.00 00.00  01.00 01.01 01.00 01.01 
          
Learning disorders          
Intellectual disability  10.00 10.10 - -  - - - - 
Specific reading disorder  05.00 05.05 - -  - - - - 
          
Note: N=99. Percentages do not sum to 100 because cases may have more than one diagnosis. DSM IV = American Psychiatric Association (2000).  Diagnostic and Statistical Manual of the Mental 
Disorders (Fourth Edition-Text Revision, DSM –IV-TR).  Washington, DC: APA. Psychological disorders were diagnosed with the  Diagnostic Interview Schedule for Children (From: Shaffer, D., Fisher, P., 
Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, differences from previous versions, and reliability of some 
common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule 
for Children. Christopher P Lucas, NYU Child Study Center, chris.lucas@med.nyu.edu.) Cases with full diagnoses met all criteria for a diagnosis. Cases with intermediate diagnoses met some criteria, 
displayed some but not all symptoms, and showed some impairment in functioning.  
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Table 4.3. Rates of DSM IV psychological disorders among cases under 5, 6-11, and 12-18 years    
 
 
Psychological disorder 
 

   
Group 1 

0-5y 
 

(N=13) 

 
Group 2 

6-11y 
 

(N=29) 

 
Group 

3 
12-18y 
(N=57) 

 

 
Chi 

Square 
 

 
Group 
Diffs. 

        
Any DSM IV disorder  Past year f 13.00 29.00 57.00 NS  
  % 100.00 100.00 100.00   
 Past month f 09.00 25.00 46.00 NS  
  % 69.23 86.21 80.70   
        
Anxiety disorders  Past year f 08.00 12.00 26.00 NS  
  % 61.54 41.38 45.61   
 Past month f 03.00 10.00 20.00   
  % 23.08 34.48 35.09 NS  
        
Specific phobia   Past year f 03.00 03.00 11.00 NS  
  % 22.08 10.34 19.30   
 Past month f 02.00 03.00 11.00 NS  
  % 15.34 10.34 19.30   
        
Separation anxiety disorder  Past year f 01.00 06.00 05.00 NS  
  % 07.69 20.69 08.77   
 Past month f 00.00 05.00 02.00 4.84* 2>3>1* 
  % 00.00 17.24 03.39   
        
Obsessive compulsive disorder Past year f 01.00 02.00 10.00 NS  
  % 07.69 06.90 17.54   
 Past month f 01.00 00.00 06.00 NS  
  % 07.69 00.00 10.53   
        
Generalized anxiety disorder  Past year f 01.00 05.00 02.00 NS  
  % 07.69 17.24 03.51   
 Past month f 01.00 04.00 02.00 NS  
  % 07.69 13.79 03.51   
        
Social phobia   Past year f 00.00 01.00 07.00 NS  
  % 00.00 03.45 12.28   
 Past month f 00.00 00.00 03.00 NA 3>1=2 
  % 00.00 00.00 05.26   
        
Panic disorder  Past year f 00.00 00.00 02.00 NA 3>1=2 
  % 00.00 00.00 03.51   
 Past month f 00.00 00.00 02.00 NA 3>1=2 
  % 00.00 00.00 03.51   
        
Agoraphobia Past year f 00.00 00.00 04.00 NA 3>1=2 
  % 00.00 00.00 07.02   
 Past month f 00.00 00.00 02.00 NA 3>1=2 
  % 00.00 00.00 03.51   
        
Selective mutism   Past year f 00.00 00.00 01.00 NA 3>1=2 
  % 00.00 00.00 01.15   
 Past month f 00.00 00.00 01.00 NA 3>1=2 
  % 00.00 00.00 01.75   
        
Mood disorders  Past year f 01.00 00.00 09.00 NS 3=1>2 
  % 07.69 00.00 15.79   
 Past month f 00.00 00.00 04.00 NA 3>1=2 
  % 00.00 00.00 07.02   
        
Major depressive episode   Past year f 00.00 00.00 06.00 NA 3>1=2 
  % 00.00 00.00 10.53   
 Past month f 00.00 00.00 03.00 NA 3>1=2 
  % 00.00 00.00 05.26   
        
Dysthymic disorder  Past year f 01.00 00.00 02.00 NS 3=1>2 
  % 07.69 00.00 03.51   
 Past month f 00.00 00.00 01.00 NA 3>1=2 
  % 00.00 00.00 01.75   
        
Hypomanic episode   Past year f 00.00 00.00 02.00 NA 3>1=2 
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  % 00.00 00.00 03.51   
 Past month f 00.00 00.00 00.00 NA  
  % 00.00 00.00 00.00   
        
Disruptive behaviour disorders  Past year f 04.00 15.00 23.00 NS  
  % 30.77 51.72 40.35   
 Past month f 04.00 13.00 21.00 NS  
  % 30.77 44.83 36.84   
        
ADHD Past year f 04.00 10.00 07.00 6.49* 1=2>3* 
  % 30.77 34.48 12.28   
 Past month f 04.00 10.00 07.00 6.49* 1=2>3* 
  % 30.77 34.48 12.28   
        
Oppositional defiant disorder  Past year f 01.00 07.00 17.00 NS  
  % 07.69 24.14 29.82   
 Past month f 01.00 05.00 12.00 NS  
  % 07.69 17.24 21.05   
        
Conduct disorder   Past year f 00.00 01.00 12.00 4.64* 3>2>1* 
  % 00.00 03.45 21.05   
 Past month f 00.00 01.00 12.00 4.64* 3>2>1* 
  % 00.00 03.45 21.05   
        
Alcohol abuse or depend. Past year f 00.00 01.00 09.00 NS 2=3>1 
  % 00.00 03.45 15.79   
 Past month f 00.00 01.00 04.00 NS 2=3>1 
  % 00.00 03.45 07.08   
        
        
Nicotine  dependence  Past year f 00.00 00.00 08.00 NA 3>1=2 
  % 00.00 00.00 14.04   
 Past month f 00.00 00.00 07.00 NA 3>1=2 
  % 00.00 00.00 12.28   
        
Marijuana abuse or depend. Past year f 00.00 00.00 03.00 NA 3>1=2 
  % 00.00 00.00 05.26   
 Past month f 00.00 00.00 03.00 NA 3>1=2 
  % 00.00 00.00 05.26   
        
 Substance abuse or depend.  Past year f 00.00 00.00 02.00 NA 3>1=2 
  % 00.00 00.00 03.51   
 Past month f 00.00 00.00 01.00 NA 3>1=2 
  % 00.00 00.00 01.75   
        
Tic disorders  Past year f 00.00 00.00 05.00 NA 3>1=2 
  % 00.00 00.00 08.77   
 Past month f 00.00 00.00 04.00 NA 3>1=2 
  % 00.00 00.00 07.02   
        
Eating disorders  Past year f 00.00 00.00 01.00 NA 3>1=2 
  % 00.00 00.00 01.75   
 Past month f 00.00 00.00 00.00 NA  
  % 00.00 00.00 00.00   
Learning disorders        
Intellectual disability   f 03.00 04.00 03.00 NS  
  % 23.08 13.79 05.26   
        
Specific reading disorder  f 00.00 02.00 03.00 NS  
  % 00.00 06.90 05.26   
        
Note: N=99. DSM IV = American Psychiatric Association (2000).  Diagnostic and Statistical Manual of the Mental Disorders (Fourth Edition-Text Revision, 
DSM –IV-TR).  Washington, DC: APA. Psychological disorders were diagnosed with the  Diagnostic Interview Schedule for Children (From: Shaffer, D., 
Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, 
differences from previous versions, and reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 
28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for Children. Christopher P Lucas, NYU Child 
Study Center, chris.lucas@med.nyu.edu.) Percentages refer to percentages of children within a specific age category with disorders. Percentages across 
disorders sum to more than 100 because cases may have more than one diagnosis. Chi Square tests to evaluate intergroup differences in the distribution 
of diagnoses are from 2 X 3 cross-tabulations of disorder X age group, except where  there were no cases in one age group cell, in which case chi square 
tests were based on 2X2 tabulations. Where there were no cases in two age group cells, chi squares were not calculated. NS= Not significant. NA=Not 
applicable.  * p<.05. Group diffs= intergroup differences: 1>2>3 means that more cases in group 1 got a diagnosis, than in group 2, and more of these got 
a diagnosis than in group 3. Where empty cells occurred, these were assumed to contain fewer cases than cells containing  cases. Where cells contained 
cases, intergroup differences were considered significant if the overall chi square test was significant and if the standardized residual of a cell was greater 
than an absolute value of 2. 
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Table 4.4. Rates of DSM IV psychological disorders among male and female cases 
 
 
Psychological disorder 
 

   
Male 

 
(N=59) 

 
Female 

 
(N=40) 

 

 
Chi 

Square 
 

 
Group 
Diffs. 

       
Any DSM IV disorder  Past year f 59.00 40.00 NS  
  % 100.00 100.00   
 Past Month f 48.00 32.00 NS  
  % 81.36 80.00   
       
Anxiety disorders  Past year f 20.00 23.00 4.49* F>M* 
  % 33.90 57.50   
 Past Month f 13.00 20.00 7.18* F>M* 
  % 22.03 50.00   
       
Specific phobia   Past year f 09.00 08.00 NS  
  % 15.25 20.00   
 Past Month f 08.00 08.00 NS  
  % 13.56 20.00   
       
Separation anxiety  Past year f 04.00 08.00 NS  
  % 06.78 20.00   
 Past Month f 01.00 06.00 NS  
  % 01.69 15.00   
       
Obsessive compulsive disorder   Past year f 04.00 09.00 3.88* F>M* 
  % 06.78 22.50   
 Past Month f 03.00 04.00 NS  
  % 05.08 10.00   
       
Generalized anxiety disorder   Past year f 04.00 04.00 NS  
  % 06.78 10.00   
 Past Month f 04.00 03.00 NS  
  % 06.78 07.50   
       
Social phobia   Past year f 03.00 05.00 NS  
  % 05.08 12.50   
 Past Month f 01.00 02.00 NS  
  % 01.69 05.00   
       
Panic disorder   Past year f 01.00 01.00 NS  
  % 01.69 02.50   
 Past Month f 01.00 01.00 NS  
  % 01.69 02.50   
       
Agoraphobia  Past year f 02.00 02.00 NS  
  % 03.39 05.00   
 Past Month f 00.00 02.00 NA F>M 
  % 00.00 05.00   
       
Selective mutism   Past year f 00.00 01.00 NA F>M 
  % 00.00 02.50   
 Past Month f 00.00 01.00 NA F>M 
  % 00.00 02.50   
       
Mood disorders  Past year f 07.00 03.00 NS  
  % 11.86 07.50   
 Past Month f 01.00 03.00 NS  
  % 01.69 07.50   
       
Major depressive episode   Past year f 03.00 03.00 NS  
  % 05.08 07.50   
 Past Month f 00.00 03.00 NA F>M 
  % 00.00 07.50   
       
Dysthymic disorder  Past year f 02.00 01.00 NS  
  % 02.39 02.50   
 Past Month f 00.00 01.00 NA F>M 
  % 00.00 02.50   
       
Hypomanic episode   Past year f 02.00 00.00 NA M>F 
  % 02.39 00.00   
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 Past Month f 00.00 00.00 NA  
  % 00.00 00.00   
       
Disruptive behaviour disorders Past year f 35.00 07.00 15.40*** M>F* 
  % 59.32 17.50   
 Past Month f 31.00 07.00 10.94*** M>F* 
  % 52.54 17.50   
       
ADHD Past year f 19.00 02.00 8.99** M>F* 
  % 32.20 05.00   
 Past Month f 19.00 02.00 8.99** M>F* 
  % 32.20 05.00   
       
Oppositional defiant disorder   Past year f 20.00 05.00 4.71* M>F* 
  % 33.90 12.50   
 Past Month f 14.00 04.00 NS  
  % 23.73 10.00   
       
Conduct disorder   Past year f 12.00 01.00 5.18* M>F* 
  % 20.34 02.50   
 Past Month f 12.00 01.00 5.18* M>F* 
  % 20.34 02.50   
       
Alcohol & substance abuse       
Alcohol  abuse or dependence Past year f 05.00 05.00 NS  
  % 08.47 12.50   
 Past Month f 03.00 02.00 NS  
  % 05.08 05.00   
       
Nicotine  dependence   Past year f 05.00 03.00 NS  
  % 08.47 07.50   
 Past Month f 04.00 03.00 NS  
  % 06.78 07.50   
       
Marijuana abuse or dependence Past year f 01.00 02.00 NS  
  % 01.69 05.00   
 Past Month f 01.00 02.00 NS  
  % 01.69 05.00   
       
Substance abuse or dependence Past year f 01.00 01.00 NS  
  % 01.69 02.50   
 Past Month f 00.00 01.00 NA F>M 
  % 00.00 02.50   
       
Tic disorders  Past year f 04.00 01.00 NS  
  % 06.78 02.50   
 Past Month f 04.00 00.00 NA M>F 
  % 06.78 00.00   
       
Eating disorders  Past year f 00.00 01.00 NA F>M 
  % 00.00 02.50   
 Past Month f 00.00 00.00 NA  
  % 00.00 00.00   
Learning disorders       
Intellectual disability    f 08.00 02.00 NS  
  % 13.54 05.00   
Specific reading disorder   f 03.00 02.00 NS  
  % 05.08 05.00   
       
Note: N=99. DSM IV = American Psychiatric Association (2000).  Diagnostic and Statistical Manual of the Mental Disorders (Fourth Edition-Text Revision, 
DSM –IV-TR).  Washington, DC: APA. Psychological disorders were diagnosed with the  Diagnostic Interview Schedule for Children (From: Shaffer, D., 
Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, 
differences from previous versions, and reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 
28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for Children. Christopher P Lucas, NYU Child 
Study Center, chris.lucas@med.nyu.edu.) Percentages refer to percentages of males with disorders or percentages of females with disorders. 
Percentages across disorders sum to more than 100 because cases may have more than one diagnosis. Chi Square tests to evaluate intergroup 
differences in the distribution of diagnoses are from 2 X 2 cross-tabulations of disorder X gender. Where there were no cases in one cell, chi squares were 
not calculated. NS= Not significant. NA=Not applicable.  * p<.05. Group diffs= intergroup differences: M>F means that more males got a diagnosis. Where 
empty cells occurred, these were assumed to contain fewer cases than cells containing  cases.  
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Table 4.5. Rates of clinically significant symptoms among cases 
 
 
Clinically significant symptoms  
 

 
f 

 
% 

   
Suspended or expelled from school  19.00 19.19 
Thoughts of death or dying  18.00 18.18 
Alcohol abuse  18.00 18.18 
   
Prescribed medication for ADHD 11.00 11.11 
Truanting from school  11.00 11.11 
Smokes cigarettes regularly  11.00 11.11 
Suicidal ideation  10.00 10.10 
   
Smokes marijuana 08.00 08.08 
Lifetime suicide attempt  07.00 07.07 
Stealing  07.00 07.07 
In trouble with police  06.00 06.06 
   
Suicide attempt in past year  05.00 05.05 
Suicidal plan 05.00 05.05 
Using a weapon 04.00 04.04 
Fire setting 04.00 04.04 
   
School refusal 03.00 03.03 
Uses other drugs to get high 03.00 03.03 
Hallucinations (of uncertain significance) 02.00 02.02 
Recent suicidal ideation  01.00 01.01 
Delusions (of uncertain significance)  01.00 01.01 
   
Note: N=99. Percentages doe not sum to 100 because cases may have multiple symptoms. Symptoms are from the 
Diagnostic Interview Schedule for Children (Shaffer, D., Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  
NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, differences from previous 
versions, and reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent 
Psychiatry, 39, 28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview 
Schedule for Children. Christopher P Lucas, NYU Child Study Center, chris.lucas@med.nyu.edu.) 
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Table 4.6. Rates of clinically significant symptoms among cases under 5, 6-11 and 12-18 years 
 
 
Clinically significant symptoms  
 

 
 

 
Group 1 

0-5y 
 

(N=12) 

 
Group 

2 
6-11y 

 
(N=29) 

 
Group 

3 
12-18y 

 
(N=57) 

 
Chi 

Square 

 
Group 
Diffs 

       
Suspended or expelled from school  f 00.00 02.00 17.00 5.21* 3>2>1 
 % 00.00 06.90 29.82   
Thoughts of death or dying  f 00.00 02.00 16.00 5.21* 3>2>1 
 % 00.00 06.90 28.07   
Alcohol abuse  f 00.00 00.00 18.00 NA 3>2=1 
 % 00.00 00.00 31.58   
       
Prescribed medication for ADHD f 04.00 04.00 03.00 7.27* 1>2=3 
 % 30.77 13.79 05.26   
Truanting from school  f 00.00 01.00 10.00 NS 3=2>1 
 % 00.00 03.45 17.54   
Smokes cigarettes regularly  f 00.00 02.00 09.00 NS 3=2>1 
 % 00.00 06.90 15.79   
Suicidal ideation  f 00.00 01.00 09.00 NS 3=2>1 
 % 00.00 02.45 15.79   
       
Smokes marijuana f 00.00 00.00 08.00 NA 3>2=1 
 % 00.00 00.00 14.04   
Lifetime suicide attempt  f 00.00 00.00 07.00 NA 3>2=1 
 % 00.00 00.00 12.28   
Stealing  f 00.00 02.00 05.00 NS 3=2>1 
 % 00.00 06.90 08.77   
In trouble with police  f 00.00 00.00 06.00 NA 3>2=1 
 % 00.00 00.00 10.53   
       
Suicide attempt in past year  f 00.00 00.00 05.00 NA 3>2=1 
 % 00.00 00.00 08.77   
Suicidal plan f 00.00 00.00 05.00 NA 3>2=1 
 % 00.00 00.00 08.77   
Using a weapon f 00.00 00.00 03.00 NA 3>2=1 
 % 00.00 00.00 05.26   
Fire setting f 00.00 00.00 04.00 NA 3>2=1 
 % 00.00 00.00 07.02   
       
School refusal f 00.00 01.00 02.00 NS 3=2>1 
 % 00.00 03.45 03.51   
Uses other drugs to get high f 00.00 00.00 03.00 NA 3>2=1 
 % 00.00 00.00 05.26   
Hallucinations (of uncertain significance) f 00.00 00.00 02.00 NA 3>2=1 
 % 00.00 00.00 03.51   
Recent suicidal ideation  f 00.00 00.00 01.00 NA 3>2=1 
 % 00.00 00.00 01.75   
Delusions (of uncertain significance)  f 00.00 00.00 01.00 NA 3>2=1 
 % 00.00 00.00 01.75   
       
Note: N=99. Diagnostic Interview Schedule for Children (Shaffer, D., Fisher, P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  
NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, differences from previous versions, and 
reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 28-38. & Lucas, C., 
Fisher, P. & Luby, J. (1993).  Young Child Version of the Diagnostic Interview Schedule for Children. Christopher P Lucas, NYU Child 
Study Center, chris.lucas@med.nyu.edu.) Percentages refer to percentages of children within a specific age category with symptoms. 
Percentages across symptoms sum to more than 100 because cases may have more than one symptom. Chi Square tests to evaluate 
intergroup differences in the distribution of symptoms are from 2 X 3 cross-tabulations of symptom X age group, except where  there 
were no cases in one age group cell, in which case chi square tests were based on 2X2 tabulations. Where there were no cases in two 
age group cells, chi squares were not calculated. NS= Not significant. NA=Not applicable.  * p<.05. Group diffs= intergroup differences: 
3>2=1 means that more cases in group 3 had the symptom, than in group 2 or 1. Where empty cells occurred, these were assumed to 
contain fewer cases than cells containing  cases. Where cells contained cases, intergroup differences were considered significant if the 
overall chi square test was significant and if the standardized residual of a cell was greater than an absolute value of 2. 



 46 

CHAPTER 5 

PROFILE OF CLINICAL CASES 

 

SUMMARY 

To identify psychological and social factors associated with mental health problems,  99 

cases with diagnoses of psychological disorders were compared with 99 age and gender 

matched normal controls. Compared with controls, cases were more socially 

disadvantaged. More had parent-reported internalizing and externalizing behaviour 

problems on the Child Behaviour Checklist and these case-control differences did not vary 

with age. Compared with controls, adolescent cases reported higher levels of behaviour 

problems on the Youth Self-Report Form and these case-control differences did not vary 

with the specific type of behaviour problems reported. For many areas of adaptive 

behaviour, cases had more difficulties than controls. These included self-direction skills; 

communication; academic and work skills; health and safety skills;  home living skills; 

social skills, self-care skills, and skills for using community resources. For 7 specific health 

problems, rates for cases were higher than for controls. These included eyesight 

problems, severe headaches and migraine, eczema, speech and language problems, and 

head injury, frequent stomach pains, and food allergies. Compared with controls, cases 

had more personal and family difficulties. Young people in the case group were less 

optimistic; viewed their families as less functional and supportive; viewed their mothers 

and fathers as offering them less involvement and autonomy; reported more stressful life 

events; engaged in less task-focused coping; and engaged in more dysfunctional emotion 

focused coping. Compared with controls, mothers in the case group were less optimistic, 

had more mental health problems, and experienced less parental and marital satisfaction. 

Compared with controls, fathers in the case group also reported less parental satisfaction. 
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AIM 

The aim of the analyses reported in this chapter was to profile the unique psychological 

and social characteristics of children and adolescents with psychological disorders, 

compared  with normal controls.  

 

COMPOSITION OF CASE AND CONTROL GROUPS 

The profile of 99 cases with diagnoses of psychological disorders was determined by 

comparing them with 99 age and gender matched normal controls.  Table 5.1 presents the 

composition of case and control groups on which cases-control profiling analyses were 

conducted.  

The 99 cases in the case- control profiling analyses included 55 true positive cases 

and 44 false negative cases described in Chapter 3. True  positive cases were screened 

from a population of 3374 youngsters in Clonmel. They scored above the Child Behaviour 

Checklist (CBCL) or Youth Self Report form (YSR) total problems scale cut-off score. They 

also met the diagnostic criteria for at least one psychological disorder from the fourth 

edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of 

Mental Disorders (DSM IV, American Psychiatric Association, 2000a)) after being 

interviewed with the Diagnostic Interview Schedule for Children (DISC). The false negative 

cases were from a group 277 youngsters randomly sampled from the 3085 children in 

Clonmel  who did not score above the CBCL or YSR total problems scale cut-off score, but 

who nevertheless received at least one DSM IV diagnosis on the DISC.  

The 99 controls for the case-control profiling analyses were from 183 of 277 

youngsters who did not score above the CBCL or YSR  total problems scale cut-off score 

and did not receive any DSM IV diagnoses on the DISC. The 277 youngsters had been 
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randomly sampled from 3085 children in Clonmel who did not score above the CBCL or 

YSR total problems scale cut-off score. The 99 actual controls were selected from 183 

possible controls by a process of matching. Each member of the control group was 

matched as closely as possible with a member of the case group for age and gender.  

In both the case and control groups there were 13 participants aged 0-5 years; 29 

participants aged 6-11 years; and 57 participants aged 12-18 years. There were 59 males 

and 40 females in both the case and control groups.  

The case-control profiling analyses reported in this chapter involved comparisons of 

these 99 cases and 99 controls. The cases and controls were matched for age or gender 

but differed in their mental health status. All cases had at least one DSM IV psychological 

diagnosis, while no controls met the diagnostic criteria for any DSM IV psychological 

disorder. Thus, any differences in the profiles of cases and controls could not be attributed 

to age or gender. This approach to case-control profiling analyses allowed us to identify 

psychological and social profiles associated with mental health problems.  

 

DATA COLLECTED FROM CASES AND CONTROLS 

From Table 5.2 it may be seen that a large amount of data were collected from cases and 

controls. However, data in all categories were not collected for all cases and controls. 

 Child Behaviour Checklists (CBCL) were completed by 61.62% of cases and 

69.70% of controls. CBCLs were collected from over 90% of participants under 11 years, 

but CBCLs were obtained from only 36.84% of cases and 50.88% of controls between 12 

and 18 years. 

 Youth Self Report forms (YSR) were completed by 55.56% of cases and 53.54% of 

controls. Over 90% of 12-18 year olds completed YSRs.  
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  The caretaker version of the Diagnostic Interview Schedule for Children (DISC) 

was completed by 71.72% of cases and 88.89% of controls. For 42.42% of cases and 

31.31% of controls data were collected using the youth version of the DISC. Caretaker 

DISC data were collected for over 89% of cases and controls 11 years and under, and for 

more than 56% of cases and controls 12 years and over. Youth DISC data were collected 

for more than 54% of cases and controls over 12 years, and for less than 11% of cases 

and controls under 11 years. 

 The Wechsler Abbreviated Scale of Intelligence and the reading subtest of the third 

edition of the Wide Range Achievement Test were completed by 76.77% of cases and 

controls.  

 For 73.74% of cases and 86.87% of controls, data were collected from mothers 

using a protocol which included the Adaptive Behaviour Questionnaire, Child Health 

Problem Checklist , Life Orientation Test, Family Assessment Device, General Health 

Questionnaire – 12, Child Care Questionnaire, Kansas Parental Satisfaction Scale, 

Kansas Marital Satisfaction Scale, Service Use and Satisfaction Checklist, State Benefits 

Checklist, and a Demographic Questionnaire.  

For 53.54% of cases and 37.45% of controls , data were collected from young 

people using a protocol which included the Life Orientation Test, Family Assessment 

Device, Perceptions of Parents Scales, Life Events Checklist, Coping Inventory for 

Stressful Situations, and the Service Use and Satisfaction Checklist. This protocol was 

completed by more than 78% of youngsters over 12 years and by less than 14% of those 

11 years and under.   

 For 10.1% of cases and 9.09% of controls, data were collected from fathers using a 

protocol which included the Life Orientation Test, Family Assessment Device, General 
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Health Questionnaire – 12, Child Care Questionnaire, Kansas Parental Satisfaction Scale, 

and Kansas Marital Satisfaction Scale. 

Data were collected from both mothers and young people in 47.47% of cases and 

59.60% of controls. Data were collected from young people only in less than 25% of cases 

and controls; and  from mothers only for less than 21%  of participants. Other patterns of 

data collection (father only; mother and father only; and mother, father and young person) 

occurred for less than 10% of participants. 

 

DEMOGRAPHIC CHARACTERISES 

Demographic characteristics of cases and controls are presented in Table 5.3. For 

categorical variables, such as marital status, the significance of differences between cases 

and controls was evaluated with chi square tests. Because of low cell frequencies, which 

would invalidate test result, chi square tests were not conducted for age subgroups (under 

5s, 6-11s and 12-18s). For continuous variables, such as parental age, the significance of 

differences between cases and controls, and across age groups was evaluated with 2 X 3, 

Case or Control Group X Age Group, Analyses of Variance (ANOVA).   

From Table 5.3 it may be seen that cases and controls were similar (and did not 

differ significantly) on a range of  demographic variables including children’s age and 

gender; mothers’ and fathers’ age;  the parents marital status; the number of children in 

the family; the birth order of the identified child;  and the number of rooms in the family 

home. The groups did differ on socioeconomic status; mothers’ and fathers’ educational 

level; and house ownership. Significantly more members of the case group were of lower 

socio-economic status. More mothers and fathers in the case group had lower levels of 

educational achievement. Fewer families of cases were house owners, and more lived in 
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rented private or council accommodation. Thus, overall, cases were more socially 

disadvantaged than controls.  

 

BEHAVIOUR PROBLEMS 

To investigate whether differences between cases and controls in severity of behaviour 

problems varied with age or type of behaviour problem, a series of  three Case Status X 

Age, 2 X 3, ANOVAs were conducted on T scores from the total problems, internalizing 

behaviour problems, and externalizing behaviour problems scales of the Child Behaviour 

Checklist (CBCL). T scores rather than raw scores were used in these ANOVAs to permit 

data from the CBCL for under 5s and the CBCL for 6-18 year olds to be included in the 

same analysis.  These ANOVAs yielded significant main effects for Case Status, but not 

for Age or the Interaction between Case Status and Age. From Table 5.4 it may be seen 

that compared with controls, cases obtained significantly (p<.001) higher mean scores on 

the CBCL total problems, internalizing behaviour problems, and externalizing behaviour 

problems scales. These case-control differences did not vary with age.  

 To investigate whether differences between cases and controls in severity of 

behaviour problems across types of behaviour problems in adolescence, a series of t-tests 

for independent samples were conducted on T scores from all scales of the Youth Self 

Report (YSR) form for the 56  cases and 56 controls who completed this instrument. From 

Table 5.5 it may be seen that for all scales of the YSR, the mean scores of cases were 

significantly (p<.001) higher than those of controls. Thus, for all categories of self-reported 

behaviour problems assessed by the YSR, cases had significantly more severe difficulties 

than controls. These included total problems, internalizing behaviour problems, 

externalizing behaviour problems, anxious/depressed, withdrawn/depressed, somatic 
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complaints, social problems, thought problems, attention problems, rule-breaking, and 

aggression. 

 

INTELLIGENCE AND READING ADAPTIVE BEHAVIOUR PROBLEMS AND HEALTH 

PROBLEMS  

To investigate differences between cases and controls in intelligence, reading,  adaptive 

behaviour problems and health problems across age groups, a series of  four Case Status 

X Age, 2 X 3, ANOVAs were conducted on Full Scale IQs from the Wechsler Abbreviated 

Scale of Intelligence (WASI), reading quotients from the third edition of the Wide Range 

Achievement Test (WRAT-3), the total Adaptive Behaviour Questionnaire (ABQ) score, 

and the total Child Health Problem Checklist (CHPC) score. For the AQ and CHPC, two 

scales devised for this study, internal consistency reliability was evaluated with alpha. The 

ABQ had good internal consistency reliability (alpha = 0.86) and the CHPC had moderate 

reliability (alpha = .52).  

 From Table 5.6 it may be seen that significant effects occurred for  three of the four 

variables in this set of analyses. These were: reading quotient, adaptive behaviour and 

number of health problems. There were no significant intergroup differences in 

Intelligence. 

From Table 5.6 it may be seen that for the WRAT-3 reading quotient, there was a 

main effect for age, indicating that reading quotients of both cases and controls decreased 

significantly with age. Adolescents obtained significantly lower reading quotients than 

children.  

 From Table 5.6 it may be seen that for number of adaptive behaviour problems a 

significant Case Status X Age interaction occurred as well as main effects for each 

independent variable. The significant interaction reflects the fact that for children under 11 
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years, cases had far more adaptive behaviour problems than controls, but for teenagers 

the difference between cases and controls was less pronounced. The main effect for age 

indicates that the average number of adaptive behaviour problems for cases and controls 

decreased with age. The main effect for Case Status reflects the fact that, overall the 

mean number of adaptive behaviour problems was significantly greater for cases than for 

controls.  

To further investigate this finding, that statistical significance of intergroup 

differences in rates of specific adaptive behaviour problems was evaluated with chi square 

tests, or Fisher Exact tests where cell frequencies were particularly low. From Table 5.7 it 

may be seen that for 8 out of 9 adaptive behaviour problems, rates for cases were 

significantly higher than for controls, or it was not possible to conduct statistical tests, 

because only cases, but not controls had specific adaptive behaviour problems. For self-

direction skills;  communication; academic and work skills; health and safety skills; and 

home living skills; rates of adaptive behaviour problems for cases were significantly higher 

than for controls. These problems occurred for 8-15% of cases. For social skills, self care 

skills, and skills for using community resources, 5-16% of cases had adaptive behaviour 

problems, and no problems occurred in these areas for controls. 

  From Table 5.6 it may be seen that for number of health problems, a significant 

main effect for Case Status occurred. Compared with controls, cases had a significantly 

(p<.001) higher mean number of health problems. To further investigate this finding, that 

statistical significance of intergroup differences in rates of specific health problems was 

evaluated with chi square tests, or Fisher Exact tests where cell frequencies were 

particularly low. From Table 5.8 it may be seen that for 7 specific health problems rates for 

cases were significantly higher than for controls, or it was not possible to conduct 

statistical tests, because only cases, but not controls had specific  health problems. For 
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eyesight problems, severe headaches and migraine, eczema, speech and language 

problems, and head injury, rates of health problems for cases were significantly higher 

than for controls. These health problems occurred for 4-18% of cases. For frequent tummy 

pains, and food allergies, 7-11% of cases had health problems, and no problems occurred 

in these areas for controls. 

 

FAMILY PROFILES OF CASES AND CONTROLS 

To determine family profiles of cases and controls, t-tests for independent samples were 

conducted to evaluate the statistical significance of intergroup differences on variables 

derived from protocols completed by young people and their parents.  The internal 

consistency reliability of all scales used in these analyses was evaluated with alpha 

reliability coefficients. Of 23 variables derived from parent and child protocols listed in 

Table 5.9, 17 had good reliability (alpha>.7); 4 had moderate reliability (alpha>.5), and 2 

had poor reliability (alpha<.5). The two scales with poor reliability (young persons’  view of 

maternal autonomy from the Perceptions of Parents Scales and the fathers’ Child Care 

Questionnaire) deserve cautious interpretation.  

 From Table 5.9 it may be seen that statistically significant differences between 

cases and controls occurred on 14 of 23 variables, 8 of which were from the young 

persons’ protocols, 5 of which were from mothers’ protocols, and 1 of which was from 

fathers’ protocols. From these significant intergroup differences the following conclusions 

may be drawn. Compared with controls, young people in the case group were less 

optimistic; viewed their families as less functional and supportive; viewed their mothers 

and fathers as offering them less involvement and autonomy; reported more stressful life 

events; engaged in less task-focused coping; and engaged in more dysfunctional emotion-

focused coping. Compared with controls, mothers in the case group were less optimistic, 
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had more mental health problems, and experienced less parental and marital satisfaction. 

Compared with controls, fathers in the case group also reported less parental satisfaction.  

 

CONCLUSION 

Cases and controls had distinctive personal and family profiles. 
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Table 5.1. Composition of the case and control groups on which cases-control profiling analyses were 
conducted  
 
   

Age 
  

 0-5y 
 

6-11y 12-18y 
 

Total 
 

     
True  positive cases.  

• Screened from a population of 3374 youngsters in Clonmel 
• Scored above the CBCL or YSR total problems scale cut-off score 
• Received at least one DSM IV diagnosis on the DISC 

5 14 36 55 

     
False negative cases 

• From 227 youngsters randomly sampled from the 3085 children in 
Clonmel  who did not score above the CBCL or YSR total 
problems scale cut-off score  

• False negative cases received at least one DSM IV diagnosis on 
the DISC 

8 15 21 44 

     
CASES for the case- control profiling analyses included  

• True positive cases  &  
• False negative cases 

13 29 57 99 

     
CONTROLS for the case-control profiling analyses  

• Were from 183 of 227 youngsters who were randomly sampled 
from the 3085 children in Clonmel  who did not score above the 
CBCL or YSR total problems scale cut-off score 

• Received no DSM IV diagnoses on the DISC  
• Were matched for age and gender with 99 cases in the case- 

control profiling analyses 

13 29 57 
 

99 

     
Note: CBCL= Child Behaviour Checklist.  YSR=Youth Self Report form. (CBCL & YSR are in Achenbach, T. M., & 
Rescorla, L. A. (2001). Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, 
Research Centre for Children, Youth, & Families; and Achenbach, T. M., & Rescorla, L. A. (2000). Manual for ASEBA 
Preschool Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families. 
http://www.aseba.org/ http://www.aseba.org/) DISC= Diagnostic Interview Schedule for Children (Shaffer, D., Fisher, P., 
Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for Children version IV (NIMH 
DISC-IV): Description, differences from previous versions, and reliability of some common diagnoses. Journal of the 
American Academy of Child and Adolescent Psychiatry, 39, 28-38. & Lucas, C., Fisher, P. & Luby, J. (1993).  Young 
Child Version of the Diagnostic Interview Schedule for Children. Christopher P Lucas, NYU Child Study Center, 
chris.lucas@med.nyu.edu.) DSM IV = American Psychiatric Association (2000).  Diagnostic and Statistical Manual of 
the Mental Disorders (Fourth Edition-Text Revision, DSM –IV-TR).  Washington, DC: APA. 
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Table 5.2. Data collected from cases and controls.  
 
      
  Cases Cases Controls Controls 
  f % f % 
      
 CBCL Total 61.00 61.62 69.00 69.70 
 0-5y 13.00 100.00 13.00 100.00 
 6-11 27.00 93.10 27.00 93.10 
 12-18 21.00 36.84 29.00 50.88 
      
YSR Total 55.00 55.56 53.00 53.54 
 0-5y 00.00 00.00 00.00 00.00 
 6-11 02.00 06.90 00.00 00.00 
 12-18 53.00 92.98 53.00 92.98 
      
 DISC – Caretaker or Parent Version Total 71.00 71.72 88.00 88.89 
 0-5y 13.00 100.00 13.00 100.00 
 6-11 26.00 89.66 29.00 100.00 
 12-18 32.00 56.14 46.00 80.70 
      
DISC – Youth or  Young Person Version Total 42.00 42.42 31.00 31.31 
 0-5y 00.00 00.00 00.00 00.00 
 6-11 03.00 10.34 00.00 00.00 
 12-18 39.00 68.42 31.00 54.39 
      
WASI Total 76.00 76.77 76.00 76.77 
 0-5y 04.00 30.77 09.00 69.23 
 6-11 23.00 79.31 25.00 86.21 
 12-18 49.00 85.96 42.00 73.68 
      
WRAT-3 Reading Test Total 76.00 76.77 76.00 76.77 
 0-5y 04.00 30.77 09.00 69.23 
 6-11 23.00 79.31 25.00 96.21 
 12-18 49.00 85.96 42.00 73.68 
      
Mother protocol   (ABQ, CHPC, LOT, FAD, GHQ, CCQ, KPS, KMS,  Total 73.00 73.74 86.00 86.87 
SUSC, SBC) 0-5y 13.00 100.00 13.00 100.00 
 6-11 25.00 86.21 29.00 100.00 
 12-18 35.00 61.40 44.00 77.19 
      
Young person protocol  (LOT, FAD, POPS , LEC,  CISS, SUSC) Total 53.00 53.54 47.00 47.47 
 0-5y 00.00 00.00 00.00 00.00 
 6-11 04.00 13.79 02.00 06.90 
 12-18 49.00 85.96 45.00 78.94 
      
Father protocol  (LOT, FAD, GHQ, CCQ, KPS, KMS) Total 10.00 10.10 09.00 09.09 
 0-5y 00.00 00.00 00.00 00.00 
 6-11 05.00 17.24 04.00 13.79 
 12-18 05.00 08.77 05.00 08.77 
      
Data from mothers  only  Total 20.00 20.20 18.00 18.18 
(DISC & Protocol) 0-5y 10.00 76.92 04.00 30.77 
 6-11 04.00 13.79 03.00 10.34 
 12-18 06.00 10.53 11.00 19.30 
      
Data from young person only  Total 24.00 24.24 11.00 11.11 
(Any combination of DISC, Protocol, WASI 0-5y 04.00 30.77 00.00 00.00 
And WRAT) 6-11 03.00 10.34 00.00 00.00 
 12-18 21.00 36.84 11.00 19.30 
      
Data from father  only  Total 01.00 01.01 00.00 00.00 
(Father protocol) 0-5y 00.00 00.00 00.00 00.00 
 6-11 01.00 03.45 00.00 00.00 
 12-18 00.00 00.00 00.00 00.00 
      
Data from mother and young person only Total 47.00 47.47 59.00 59.60 
(Any combination of mother or young person  0-5y 04.00 30.77 09.00 69.23 
DISC, mother or young person Protocols,  6-11 18.00 62.07 22.00 75.80 
WASI And WRAT) 12-18 25.00 43.86 28.00 49.12 
      
Data from mother and father only  Total 03.00 03.03 03.00 03.03 
(DISC and mother and father protocols) 0-5y 00.00 00.00 00.00 00.00 
 6-11 01.00 03.45 01.00 03.45 
 12-18 02.00 03.51 02.00 03.51 
      
Mother,  father and young person  interviews Total 05.00 05.05 05.00 05.05 
(Any combination of mother or young person  0-5y 00.00 00.00 00.00 00.00 
DISC, mother, father or young person  6-11 03.00 10.34 03.00 10.34 
protocols, WASI And WRAT) 12-18 02.00 03.51 02.00 03.51 
      
Note. f=frequency of cases or controls. %= percentage of cases or % of controls. CBCL = Child Behaviour Checklist. YSR=Youth Self-Report Form. 
(Achenbach, T. M., & Rescorla, L. A. (2001). Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for 
Children, Youth, & Families; and Achenbach, T. M., & Rescorla, L. A. (2000). Manual for ASEBA Preschool Forms & Profiles. Burlington, VT: University of 
Vermont, Research Centre for Children, Youth, & Families. http://www.aseba.org/) DISC= Diagnostic Interview Schedule for Children (Shaffer, D., Fisher, 
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P., Lucas, C., Dulcan, M., & Schwab-Stone, M. (2000).  NIMH Diagnostic Interview Schedule for Children version IV (NIMH DISC-IV): Description, 
differences from previous versions, and reliability of some common diagnoses. Journal of the American Academy of Child and Adolescent Psychiatry, 39, 
28-38.) WASI = Wechsler Abbreviated Scale of Intelligence  (Wechsler, D. (1999). Wechsler Abbreviated Scale of Intelligence (WASI). San Antoni, TX. 
Psychological Corporation.) WRAT-3= Third Edition of the Wide Range Achievement Test (Wilkinson, G. (1993). Wide Range Achievement Test - 3 
(WRAT-3). Wilminton Delaware: Wide Range Inc.) ADQ=Adaptive Behaviour Questionnaire (based on ratings of 9 areas listed in the American Psychiatric 
Association (2000).   Diagnostic and Statistical Manual of the Mental Disorders (Fourth Edition-Text Revision, DSM –IV-TR).   Washington, DC: APA. 
CHPC= Child Health Problem Checklist (based on the list of health problems in Meltzer, H., Gatward, R. Goodman, R. & Ford, T. (2000). The Mental Health 
of Children and Adolescents in Great Britain: The report of a survey carried out in 1999 by Social Survey Division of the Office for National Statistics on 
behalf of the Department of Health, the Scottish Health Executive and the National Assembly for Wales. London: The Stationery Office.) LOT=Life 
orientation test (Scheier, M. & Carver, C. & Bridges, M. (1994). Distinguishing optimism from neuroticism (and trait anxiety, self-mastery, and self-esteem). 
A re-evaluation of the Life Orientation Test. Journal of Personality and Social Psychology, 67, 1063-1078.) FAD=Family assessment device (Kabacoff, R. 
Miller, I., Bishop, D., Epstein, N. & Keitner, G. (1990). A psychometric study of the McMaster Family Assessment Device. Journal of Family Psychology, 3, 
431-439.) GHQ=General Health Questionnaire (Goldberg, D.P. & Williams, P.  (1991) A User’s Guide to the General Health Questionnaire.  Berkshire, 
England, NFER-Nelson.) KPS=Kansas parent satisfaction scale (James, D. E., Schumm, W. R., Kennedy, C. E., Grigsby, C. C., Shectman, K. L., Nichols, 
C. W. (1985).  Characteristics of the Kansas Parental Satisfaction Scale among two samples of married parents.  Psychological Reports, 57,  163-169.) 
CCQ=Child Care Questionnaire. KMS=Kansas marital satisfaction scale (Schumm, W. R., Paff-Bergen, L. A., Hatch, R. C., Obiorah, F. C., Copeland, J. M., 
Meens, L. D., Bugaighis, M. A. (1986) Concurrent and discriminant validity of the Kansas Marital Satisfaction Scale. Journal of Marriage & the Family, 48, 
381-387.) SUSC=Service Use and Satisfaction Checklist. SBC=State Benefits Checklist.  POPS= Perceptions of Parents Scales  (Grolnick, W. S., Deci, E. 
L., & Ryan, R. M. (1997). Internalization within the family: The self-determination theory perspective. In J. E. Grusec & L. Kuczynski (Eds.), Parenting and 
Children’s Internalization of Values: A Handbook of Contemporary Theory (pp. 135-161). New York: Wiley.) LEC=Life events checklist (Brand, A.H.& 
Johnson, J.H. (1982).  Note on reliability of the Life Events Checklist.  Psychological Reports, 50, 1274.) CISS=Coping inventory for stressful situations 
(Endler, N.S. & Parker, J.D.A.  (1996). Coping Inventory for Stressful Situations 2nd Edition (CISS). Toronto, Canada: Multi Health Systems.)  
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Table 5.3. Demographic characteristics of cases and controls 
 
          
        ANOVA  
    Cases Controls Chi Square Case 

F 
Age 

F 
CXA 

F 
          
          

Young person’s gender           
 Male  Total  f 59.00 59.00 0.00    
   % 59.60 59.60     
 Female  f 40.00 40.00     
   % 40.40 40.40     
 Male  0-5  f 10.00 10.00     
   % 76.92 76.92     
 Female  f 03.00 03.00     
   % 23.08 23.08     
 Male  6-11y F 18.00 18.00     
   % 62.07 62.07     
 Female  f 11.00 11.00     
   % 37.93 37.93     
 Male  12-18y f 31.00 31.00     
   % 54.39 54.39     
 Female  f 26.00 26.00     
   % 45.61 45.61     

Young person’s age  (at screening)          
  Total M 11.37 11.36  00.00 633.46∗∗ 00.00 
   SD 03.83 03.84     
  0-5y M 04.46 04.46     
   SD 00.78 00.78     
  6-11y M 08.93 08.90     
   SD 01.58 01.61     
  12-18y M 14.19 14.19     
   SD 01.41 01.41     

Mother’s age (at screening)          
  Total M 38.73 40.82  02.94 25.97∗∗∗ 00.61 
   SD 06.69 06.17     
  0-5y M 33.20 33.31     
   SD 07.44 07.57     
  6-11y M 37.00 40.18     
   SD 06.47 04.93     
  12-18y M 41.47 43.45     
   SD 05.22 04.32     

Father’s age (at screening)          
  Total M 41.02 43.37  01.49 06.40** 01.15 
   SD 06.11 06.09     
  0-5y M 39.83 38.18     
   SD 08.61 08.65     
  6-11y M 39.15 42.58     
   SD 06.34 05.89     
  12-18y M 42.50 45.21     
   SD 05.18 04.46     

Socio-Economic Status            
 Unemployed  Total  f 15.00 05.00 19.67∗∗    
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   % 15.15 05.05     
 Unskilled manual   f 10.00 03.00     
   % 10.10 03.03     
 Semi-skilled manual and farmers owning less than 30 acres  f 01.00 05.00     
   % 01.01 05.05     
 Skilled manual and farmers owning 30-49 acres  f 08.00 09.00     
   % 08.08 09.09     
 Other non-manual and farmers owning 50-99 acres  f 22.00 34.00     
   % 22.22 34.34     
 Lower professional and lower managerial; farmers owning 100-199 acres  f 04.00 14.00     
   % 04.04 14.14     
 Higher professional and higher managerial; farmers owning 200 or more acres  f 09.00 15.00     
   % 09.09 15.15     
 Unemployed  0-5y F 04.00 03.00     
   % 30.77 27.08     
 Unskilled manual   f 02.00 00.00     
   % 15.38 00.00     
 Semi-skilled manual and farmers owning less than 30 acres  f 00.00 01.00     
   % 00.00 07.69     
 Skilled manual and farmers owning 30-49 acres  f 01.00 00.00     
   % 07.69 00.00     
 Other non-manual and farmers owning 50-99 acres  f 03.00 04.00     
   % 27.08 30.77     
 Lower professional and lower managerial; farmers owning 100-199 acres  f 01.00 03.00     
   % 07.69 27.08     
 Higher professional and higher managerial; farmers owning 200 or more acres  f 01.00 02.00     
   % 07.69 15.38     
          
 Unemployed  6-11y F 09.00 01.00     
   % 31.03 03.45     
 Unskilled manual   f 04.00 03.00     
   % 13.79 10.34     
 Semi-skilled manual and farmers owning less than 30 acres  f 01.00 02.00     
   % 03.45 06.90     
 Skilled manual and farmers owning 30-49 acres  f 02.00 03.00     
   % 06.90 10.34     
 Other non-manual and farmers owning 50-99 acres  f 03.00 12.00     
   % 10.34 41.38     
 Lower professional and lower managerial; farmers owning 100-199 acres  f 01.00 04.00     
   % 03.45 13.79     
 Higher professional and higher managerial; farmers owning 200 or more acres  f 05.00 03.00     

   % 17.24 10.34     
          
 Unemployed  12-18y f 02.00 01.00     
   % 03.51 01.75     
 Unskilled manual   f 04.00 00.00     
   % 07.02 00.00     
 Semi-skilled manual and farmers owning less than 30 acres  f 00.00 02.00     
   % 00.00 03.51     
 Skilled manual and farmers owning 30-49 acres  f 05.00 06.00     
   % 08.77 10.53     
 Other non-manual and farmers owning 50-99 acres  f 16.00 18.00     
   % 28.07 31.59     
 Lower professional and lower managerial; farmers owning 100-199 acres  f 02.00 07.00     
   % 03.51 12.28     
 Higher professional and higher managerial; farmers owning 200 or more acres  f 03.00 10.00     
   % 05.26 16.95     
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Mothers’ educational level          
 None Total f 10.00 02.00 18.67**    

   % 10.10 02.02     
  Junior school exam in 5th or 6th class (e.g. primary cert)  f 08.00 01.00     
   % 08.08 01.01     
 Mid high school exam (e.g. Inter or junior cert)  f 13.00 14.00     
   % 13.13 14.14     
 Leaving cert  f 12.00 28.00     
   % 12.12 28.28     
 Certificate or diploma or apprenticeship exam  f 18.00 27.00     
   % 18.18 27.27     
 Primary degree (e.g. BA)  f 06.00 08.00     
   % 06.06 08.08     
 Higher degree   (e.g. MA)  f 02.00 04.00     
   % 02.02 04.04     
          
 None 0-5y f 04.00 01.00     
   % 30.77 07.69     
 Junior school exam in 5th or 6th class (e.g. primary cert)  f 00.00 00.00     
   % 00.00 00.00     
 Mid high school exam (e.g. Inter or junior cert)  f 02.00 01.00     
   % 15.38 07.69     
 Leaving cert  f 03.00 05.00     
   % 23.08 38.46     
 Certificate or diploma or apprenticeship exam  f 03.00 04.00     
   % 23.08 30.77     
 Primary degree (e.g. BA)  f 00.00 02.00     
   % 00.00 15.38     
 Higher degree   (e.g. MA)  f 00.00 00.00     
   % 00.00 00.00     
          
 None 6-11y f 04.00 01.00     

   % 13.79 03.45     
  Junior school exam in 5th or 6th class (e.g. primary cert)  f 02.00 01.00     
   % 06.90 03.45     
 Mid high school exam (e.g. Inter or junior cert)  f 05.00 03.00     
   % 17.24 10.34     
 Leaving cert  f 04.00 07.00     
   % 13.79 24.14     
 Certificate or diploma or apprenticeship exam  f 04.00 12.00     
   % 13.79 41.38     
 Primary degree (e.g. BA)  f 02.00 03.00     
   % 06.90 10.34     
 Higher degree   (e.g. MA)  f 02.00 01.00     
   % 06.90 03.45     
          
 None 12-18y f 02.00 00.00     
   % 05.88 00.00     
 Junior school exam in 5th or 6th class (e.g. primary cert)  f 06.00 00.00     
   % 17.65 00.00     
 Mid high school exam (e.g. Inter or junior cert)  f 06.00 10.00     
   % 17.65 23.26     
 Leaving cert  f 05.00 16.00     
   % 14.71 37.21     
 Certificate or diploma or apprenticeship exam  f 11.00 11.00     
   % 32.35 25.58     
 Primary degree (e.g. BA)  f 04.00 03.00     
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   % 11.76 06.98     
 Higher degree   (e.g. MA)  f 00.00 03.00     
   % 00.00 06.98     
Fathers’ educational level          
 None Total f 07.00 05.00 22.99∗∗∗    

   % 07.07 05.05     
  Junior school exam in 5th or 6th class (e.g. primary cert)  f 08.00 07.00     
   % 08.08 07.07     
 Mid high school exam (e.g. Inter or junior cert)  f 23.00 13.00     
   % 23.23 13.13     
 Leaving cert  f 06.00 31.00     
   % 06.06 31.31     
 Certificate or diploma or apprenticeship exam  f 09.00 13.00     
   % 09.09 13.13     
 Primary degree (e.g. BA)  f 08.00 05.00     
   % 08.08 05.05     
 Higher degree   (e.g. MA)  f 02.00 08.00     
   % 02.02 09.09     
          
 None 0-5y f 03.00 01.00     
   % 27.08 07.69     
 Junior school exam in 5th or 6th class (e.g. primary cert)  f 00.00 00.00     
   % 00.00 00.00     
 Mid high school exam (e.g. Inter or junior cert)  f 04.00 00.00     
   % 30.77 00.00     
 Leaving cert  f 01.00 06.00     
   % 07.69 46.15     
 Certificate or diploma or apprenticeship exam  f 01.00 01.00     
   % 07.69 07.69     
 Primary degree (e.g. BA)  f 00.00 02.00     
   % 00.00 15.38     
 Higher degree   (e.g. MA)  f 00.00 01.00     
   % 00.00 07.69     
          
 None 6-11y f 03.00 03.00     

   % 10.34 10.34     
  Junior school exam in 5th or 6th class (e.g. primary cert)  f 02.00 00.00     
   % 06.90 00.00     
 Mid high school exam (e.g. Inter or junior cert)  f 06.00 06.00     
   % 20.69 20.69     
 Leaving cert  f 02.00 12.00     
   % 06.90 41.38     
 Certificate or diploma or apprenticeship exam  f 04.00 04.00     
   % 13.79 13.79     
 Primary degree (e.g. BA)  f 05.00 00.00     
   % 17.24 00.00     
 Higher degree   (e.g. MA)  f 01.00 03.00     
   % 01.45 10.34     
          
 None 12-18y f 01.00 01.00     
   % 01.75 01.75     
 Junior school exam in 5th or 6th class (e.g. primary cert)  f 06.00 07.00     
   % 10.53 12.28     
 Mid high school exam (e.g. Inter or junior cert)  f 13.00 07.00     
   % 22.81 12.28     
 Leaving cert  f 03.00 13.00     
   % 05.26 22.81     
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 Certificate or diploma or apprenticeship exam  f 04.00 08.00     
   % 17.02 14.04     
 Primary degree (e.g. BA)  f 03.00 03.00     
   % 05.26 05.26     
 Higher degree   (e.g. MA)  f 01.00 04.00     
   % 01.75 07.02     
Marital status of parents          
  Single and separated from first cohabiting partner Total f 10.00 07.00 10.78    
   % 10.10 07.07     
 Single and separated from first marital partner  f 02.00 05.00     
   % 02.02 05.05     
 Single and divorced from first married partner  f 01.00 04.00     
   % 01.01 04.04     
 Single and separated or divorced from second or later partner  f 00.00 00.00     
   % 00.00 00.00     
 Single and widowed  f 07.00 02.00     
   % 07.07 02.02     
 Cohabiting in second or later long term relationship   f 05.00 02.00     
   % 05.05 02.02     
 Married in second or later marriage  f 00.00 01.00     
   % 00.00 01.01     
 Cohabiting in first long term relationship  f 01.00 03.00     
   % 01.01 03.03     
 Married in first long term relationship  f 46.00 61.00     
   % 46.46 61.62     
          
 Single and separated from first cohabiting partner 0-5y f 05.00 04.00     
   % 38.46 30.77     
 Single and separated from first marital partner  f 00.00 00.00     
   % 00.00 00.00     
 Single and divorced from first married partner  f 00.00 02.00     
   % 00.00 15.38     
 Single and separated or divorced from second or later partner  f 00.00 00.00     
   % 00.00 00.00     
 Single and widowed  f 00.00 00.00     
   % 00.00 00.00     
 Cohabiting in second or later long term relationship   f 02.00 01.00     
   % 15.38 07.69     
 Married in second or later marriage  f 00.00 00.00     
   % 00.00 00.00     
 Cohabiting in first long term relationship  f 01.00 01.00     
   % 07.69 07.69     
 Married in first long term relationship  f 05.00 05.00     
   % 38.46 38.46     
 Single and separated from first cohabiting partner 6-11y f 03.00 03.00     
   % 10.34 10.34     
 Single and separated from first marital partner  f 01.00 01.00     
   % 03.45 03.45     
 Single and divorced from first married partner  f 00.00 01.00     
   % 00.00 03.45     
 Single and separated or divorced from second or later partner  f 00.00 00.00     
   % 00.00 00.00     
 Single and widowed  f 03.00 00.00     
   % 10.34 00.00     
 Cohabiting in second or later long term relationship   f 01.00 00.00     
   % 03.45 00.00     
 Married in second or later marriage  f 00.00 00.00     
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   % 00.00 00.00     
 Cohabiting in first long term relationship  f 00.00 00.00     
   % 00.00 00.00     
 Married in first long term relationship  f 17.00 23.00     
   % 58.62 79.31     
          
 Single and separated from first cohabiting partner 12-18y f 02.00 00.00     
   % 03.51 00.00     
 Single and separated from first marital partner  f 01.00 04.00     
   % 01.75 07.02     
 Single and divorced from first married partner  f 01.00 01.00     
   % 01.75 01.75     
 Single and separated or divorced from second or later partner  f 00.00 00.00     
   % 00.00 00.00     
 Single and widowed  f 04.00 02.00     
   % 07.02 03.51     
 Cohabiting in second or later long term relationship   f 02.00 01.00     
   % 03.51 01.75     
 Married in second or later marriage  f 00.00 01.00     
   % 00.00 01.75     
 Cohabiting in first long term relationship  f 00.00 01.00     
   % 00.00 01.75     
 Married in first long term relationship  f 24.00 34.00     
   % 42.11 59.65     
Number of children In family          
  Total M 03.04 03.22  002.49 00.63 02.05 
   SD 01.50 01.44     
  0-5 M 02.25 03.46     
   SD 01.42 02.73     
  6-11 M 03.04 03.21     
   SD 01.46 01.24     
  12-18 M 03.31 03.16     
   SD 01.49 01.01     
Birth order of Identified child in family           
  Total M 02.16 02.20  00.14 01.08 00.15 
   SD 01.29 01.20     
  0-5 M 01.77 02.00     
   SD 01.17 01.16     
  0-11 M 02.28 02.36     
   SD 01.40 01.28     
  12-18 M 02.22 02.16     
   SD 01.27 01.18     
Rooms in house          
  Total M 07.23 08.29  01.23 02.48 01.33 
   SD 02.68 03.24     
  0-5 M 06.75 05.89     
   SD 00.17 03.33     
  0-11 M 06.86 08.70     
   SD 02.87 03.72     
  12-18 M 07.59 08.29     
   SD 02.83 02.24     
House ownership          
 Rent council apartment Total f 03.00 01.00 18.61∗∗    
   % 03.03 01.01     
 Rent council house  f 13.00 02.00     
   % 13.13 02.02     
 Rent private apartment  f 01.00 00.00     
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   % 01.01 00.00     
 Rent private house  f 13.00 09.00     
   % 13.13 09.09     
 Own apartment  f 00.00 01.00     
   % 00.00 01.01     
 Own house  f 43.00 73.00     
   % 43.43 73.74     
          
 Rent council apartment 0-5y f 00.00 01.00     
   % 00.00 07.69     
 Rent council house  f 03.00 02.00     
   % 27.08 15.38     
 Rent private apartment  f 00.00 00.00     
   % 00.00 00.00     
 Rent private house  f 04.00 04.00     
   % 30.77 30.77     
 Own apartment  f 00.00 00.00     
   % 00.00 00.00     
 Own house  f 06.00 06.00     
   % 46.15 46.15     
          
 Rent council apartment 6-11y f 03.00 00.00     
   % 10.34 00.00     
 Rent council house  f 05.00 00.00     
   % 17.24 00.00     
 Rent private apartment  f 00.00 00.00     
   % 00.00 00.00     
 Rent private house  f 06.00 03.00     
   % 20.69 10.34     
 Own apartment  f 00.00 00.00     
   % 00.00 00.00     
 Own house  f 11.00 26.00     
   % 37.93 89.66     
          
 Rent council apartment 12-18y f 00.00 00.00     
   % 00.00 00.00     
 Rent council house  f 05.00 00.00     
   % 08.77 00.00     
 Rent private apartment  f 01.00 00.00     
   % 01.75 00.00     
 Rent private house  f 03.00 02.00     
   % 05.26 03.51     
 Own apartment  f 00.00 01.00     
   % 00.00 01.75     
 Own house  f 26.00 41.00     
   % 45.61 71.93     
          
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. Socio-economic status (SES) was assessed with O’Hare, A., Whelan, C.T., & Commins, P. (1991).  The development of an Irish census-based social class scale.  The 
Economic and Social Review, 22, 135-156. Percentages refer to percentage of cases, or percentage of controls. For categorical variables, percentage of cases across categories sum to approximately 100. For categorical variables, 
percentage of controls across categories sum to approximately 100. For each categorical variable, Chi square tests results are for cross tabulations of cases and controls X categorical variable for the total group and each age group.  
For categorical variables, group differences are based on standardized residuals with absolute values greater than 2. For continuous variables, 2X3, Caseness X Age group ANOVAs were conducted, and F values from these ANOVAs 
are for Caseness, Age group, and Caseness X Age group. *p<.05. **p<.01. ***p<.001.  
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Table 5.4. Age normed Child Behaviour Checklist T scores of cases and controls   
 
     

Group 1 
 

Group 2 
    

Variable Age N  Cases Controls  ANOVA  Group 
    (N=61) (N=68) Case 

F 
Age 

F 
CXA 

F 
Diffs. 

          
          
CBCL Total  Total  129 M 58.61 44.04 35.66*** 01.09 00.16 1>2 
behaviour problems   SD 12.97 11.44     
          
 0-5 26 M 60.85 46.31     
   SD 12.59 11.43     
 6-11 55 M 59.70 44.03     
   SD 12.64 10.57     
 12-18 48 M 55.81 42.92     
   SD 13.74 12.61     
          
CBCL Internalizing  Total  129 M 58.61 46.53 31.23*** 00.23 00.23 1>2 
behaviour problems    SD 11.95 10.75     
          
 0-5 26 M 59.23 47.46     
   SD 10.58 11.88     
 6-11 55 M 59.19 46.69     
   SD 12.89 09.45     
 12-18 48 M 57.48 45.88     
   SD 11.99 11.90     
          
CBCL Externalizing  Total 129 M 58.74 45.24 43.12*** 02.52 0.82 1>2 
behaviour problems   SD 13.08 10.01     
          
 0-5 26 M 63.92 46.00     
   SD 15.67 12.08     
 6-11 55 M 59.56 46.24     
   SD 11.96 09.28     
 12-18 48 M 54.48 43.73     
   SD 11.96 09.91     
          
Note: Age profiled  Child Behaviour Checklist T scores were used in all analyses from Achenbach, T. M., & Rescorla, L. 
A. (2001). Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for 
Children, Youth, & Families; and Achenbach, T. M., & Rescorla, L. A. (2000). Manual for ASEBA Preschool Forms & 
Profiles. Burlington, VT: University of Vermont, Research Centre for Children, Youth, & Families. http://www.aseba.org/ 
http://www.aseba.org/  M=Mean. SD=Standard deviation. 2X2, Caseness X Age group ANOVAs were conducted, and F 
values from these ANOVAs are for Caseness, Age group, and Caseness X Age group. ***p<.001. Group diffs= 
intergroup differences: 1>2 means that the mean of group 1 that contained cases was significantly greater than the mean 
of group 2 which contained controls. 
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Table 5.5. Youth Self Report Form T scores of 12-18 years old cases and controls 
 
   

Group 1 
 

Group 2 
  

Group 
Variable  Cases Controls t Diffs. 
  N= 56 N= 56   
      
      
YSR Total behaviour problems M 61.70 46.46 7.73*** 1>2 
 SD 10.23 10.63   
      
YSR Internalizing behaviour problems M 59.82 46.05 6.62*** 1>2 
 SD 11.95 09.99   
      
YSR Externalizing behaviour problems M 61.34 47.80 6.44*** 1>2 
 SD 10.42 11.79   
      
Anxious depressed M 60.93 51.59 6.91*** 1>2 
 SD 09.82 02.43   
      
Withdrawn depressed M 58.09 52.30 4.52*** 1>2 
 SD 08.98 03.36   
      
Somatic complaints M 61.77 54.38 3.75*** 1>2 
 SD 13.44 06.09   
      
Social problems M 57.84 52.20 3.75*** 1>2 
 SD 10.58 03.85   
      
Thought problems M 60.20 52.79 5.61*** 1>2 
 SD 08.89 04.32   
      
Attention problems M 62.54 53.39 5.34*** 1>2 
 SD 11.87 04.85   
      
Rule-breaking  M 60.82 54.46 3.46*** 1>2 
 SD 11.84 06.98   
      
Aggressive behaviour M 60.63 52.55 4.40*** 1>2 
 SD 11.32 07.83   
      
Note: Youth Self Report Form T scores were used in all analyses from Achenbach, T. M., & Rescorla, L. A. (2001). 
Manual for ASEBA School-Age Forms & Profiles. Burlington, VT: University of Vermont, Research Centre for Children, 
Youth, & Families. http://www.aseba.org/  M=Mean. SD=Standard deviation. t tests for independent samples were used 
to compare cases and controls on all variables.  ***p<.001. Group diffs= intergroup differences: 1>2 means that the mean 
of group 1 that contained cases was significantly greater than the mean of group 2 which contained controls. 
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Table 5.6. Intelligence, reading, adaptive behaviour problems and health problems of cases and controls 
 
     

Group 1 
 

Group 2 
  

ANOVA 
  

Variable Age N  Cases Controls Case Age CXA Group 
      F F F Diffs. 
          
          
Intelligence  Total   139 M 86.89 94.80 01.84 00.34 01.31 1=2 
(WASI Full Scale IQ)   SD 14.23 13.44     
          
 6-11y         47 M 85.65 95.42     
   SD 12.69 12.22     
 12-18y       92 M 86.67 95.09     
   SD 15.05 14.38     
          
Reading  Total   139 M 102.21 107.71 01.91 03.59∗ 00.37 1=2 
quotient   SD 19.59 15.58     
(WRAT-3 RQ)          
 6-11y         47 M 109.52 111.08     
   SD 21.11 18.21     
 12-18y  92 M 98.80 105.14     
   SD 16.75 13.79     
          
Number of  Total         159 M 01.33 00.16 23.09∗∗∗ 03.41∗∗ 02.95∗ 1>2 
adaptive   SD 02.21 00.51     
behaviour          
problems 0-5y       26 M 01.69 00.31     
   SD 01.93 00.86     
 6-11y     53 M 02.00 00.14     
   SD 02.74 00.45     
 12-18y  80 M 00.71 00.13     
   SD 01.71 00.41     
          
Number of  Total          158 M 01.49 00.63 11.75*** 00.54 01.52 1>2 
health   SD 01.60 00.91     
Problems          
 0-5y       26 M 01.15 00.92     
   SD 00.80 00.95     
 6-11y      53 M 01.56 00.29     
   SD 01.83 00.46     
 12-18y   79 M 01.56 00.76     
   SD 01.67 01.05     
          
Note: WASI full scale IQ is from Wechsler, D. (1999). Wechsler Abbreviated Scale of Intelligence (WASI). San Antoni, 
TX. Psychological Corporation.  The WRAT-3 RQ is the reading quotient from Wilkinson, G. (1993). Wide Range 
Achievement Test - 3 (WRAT-3). Wilminton Delaware: Wide Range Inc. Adaptive behaviour problems are from the 
Adaptive Behaviour Questionnaire based on ratings of 9 areas (communication, self-care, home living social skills, use of 
community resources, self-direction,  academic skills, leisure, health and safety)  listed in the American Psychiatric 
Association (2000).   Diagnostic and Statistical Manual of the Mental Disorders (Fourth Edition-Text Revision, DSM –IV-
TR).   Washington, DC: APA. The number of health problems is from the Child Health Problems Checklist based on the 
list of health difficulties in Meltzer, H., Gatward, R. Goodman, R. & Ford, T. (2000). The Mental Health of Children and 
Adolescents in Great Britain: The report of a survey carried out in 1999 by Social Survey Division of the Office for 
National Statistics on behalf of the Department of Health, the Scottish Health Executive and the National Assembly for 
Wales. London: The Stationery Office. M=Mean. SD=Standard deviation. Caseness X Age group ANOVAs were 
conducted, and F values from these ANOVAs are for Caseness, Age group, and Caseness X Age group. *p<.05. 
**p<.01. ***p<.001. Group diffs= intergroup differences: 1>2 means that the mean of group 1 that contained cases was 
significantly greater than the mean of group 2 which contained controls. 
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Table 5.7. Mothers’ reports of children’s adaptive behaviour problems 
 
      
Area of adaptive behaviour problems  Cases 

(N=72) 
Controls 
(N=86) 

Chi 
Square or 
Fisher’s 

Exact test 

Group 
Diffs. 

      
      
Social skills  f 16.00 00.00 NA 1>2 
( for example major problems making friends and  % 22.22 00.00   
getting on with other children)      
      
Self-direction skills   f 15.00 02.00 13.98*** 1>2 
( for example,  problems doing things without  % 20.83 02.33   
Supervision from a parent or teacher)      
      
Communication  f 14.00 04.00 08.50** 1>2 
(for example problems using language) % 19.44 04.65   
      
Academic & work skills f 12.00 04.00 6.21** 1>2 
(for example, problems reading or writing, or doing  % 16.67 04.65   
simple jobs)      
      
Self-care  f 11.00 00.00 NA 1>2 
( for example problems washing, toileting, or  % 15.28 00.00   
dressing)      
      
Health & safety skills f 11.00 01.00 11.13*** 1>2 
( for example, unaware of dangers posed by traffic,  % 15.28 01.16   
or machinery)      
      
Home living skills f 08.00 02.00 §5.10* 1>2 
( for example problems doing routine jobs around  % 11.11 02.33   
the house)      
      
Skills for using community resources  f 05.00 00.00 NA 1>2 
(for example,  problems shopping or getting the  % 06.95 00.00   
bus)      
      
Leisure skills f 05.00 01.00 NS  
( for example, unable to play or take part in games,  % 06.95 01.16   
sports or activities)      
      
Note: The 9 areas of adaptive behaviour problems are from the American Psychiatric Association (2000).   Diagnostic 
and Statistical Manual of the Mental Disorders (Fourth Edition-Text Revision, DSM –IV-TR).   Washington, DC: APA.  
f=frequency. %-percent. M=Mean. SD=Standard deviation. Percentages refer to percentage of cases, or percentage of 
controls. Chi square tests results are for cross tabulations of case/control status X adaptive behaviour. .  § Fishers exact 
test was used instead of chi square tests because of low cell frequencies.*p<.05. **p<.01. ***p<.001. NA=A statistical test 
was not applicable because no member of the control group had the adaptive behaviour problem. Group diffs: 1>2 
means that significantly more members of group 1 had the adaptive behaviour problem compared with group 2.  
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Table 5.8. Mothers’ reports of children’s health problems 
 
      
Health problem      
  Cases 

(N=73) 
Controls 
(N=86) 

Chi Square or 
Fisher’s 

Exact test 

Group Diffs. 

      
      
Eyesight problems  f 18.00 11.00 3.73* 1>2 
 % 24.66 12.79   
      
Severe  headaches or migraine  f 11.00 03.00 6.59** 1>2 
 % 15.07 03.49   
      
Frequent tummy pains  f 11.00 00.00 NA 1>2 
 % 15.07 00.00   
      
Eczema  f 10.00 03.00 5.48* 1>2 
 % 13.70 03.49   
      
Speech or language problems  f 08.00 01.00 §7.10** 1>2 
 % 10.96 01.16   
      
Food allergy  f 07.00 00.00 NA 1>2 
 % 09.59 00.00   
      
Head injury  f 04.00 00.00 §4.83* 1>2 
 % 05.48 00.00   
      
Asthma f 15.00 17.00 NS  
 % 20.55 19.77   
      
Hay fever  f 04.00 11.00 NS  
 % 05.48 12.79   
      
Some other allergy  f 03.00 00.00 NS  
 % 04.11 00.00   
      
Hearing problems f 02.00 02.00 NS  
 % 02.74 02.33   
      
Kidney or urinary tract problems  f 02.00 01.00 NS  
 % 02.74 01.16   
      
Glue ear or otitis media, grommets  f 01.00 01.00 NS  
 % 01.37 01.16   
      
Chronic Fatigue Syndrome or M.E  f 01.00 00.00 NS  
 % 01.37 00.00   
      
Diabetes  f 01.00 00.00 NS  
 % 01.37 00.00   
      
Epilepsy  f 00.00 01.00 NS  
 % 00.00 01.16   
      
A heart problem  f 00.00 01.00 NS  
 % 00.00 01.16   
      
Note: The list of health problems is from Meltzer, H., Gatward, R. Goodman, R. & Ford, T. (2000). The Mental Health of Children and 
Adolescents in Great Britain: The report of a survey carried out in 1999 by Social Survey Division of the Office for National Statistics on 
behalf of the Department of Health, the Scottish Health Executive and the National Assembly for Wales. London: The Stationery Office.  
No children had the  following conditions from Meltzer et al.’s: obesity; cerebral palsy; cystic fibrosis;  spina bifida ; missing fingers, 
hands, arms, toes, feet or legs; any deformity of the foot, leg, fingers, arms or back; any muscle disease or weakness; a condition 
present since birth such as club foot or cleft palate; any blood disorder; or cancer. Percentages refer to percentage of cases, or 
percentage of controls. Chi square tests results are for cross tabulations of case/control status X health problem. § Fishers exact test 
was used instead of chi square tests because of low cell frequencies.*p<.05. **p<.01. ***p<.001. NA=A statistical test was not applicable 
because no member of the control group had the health problem. Group diffs: 1>2 means that significantly more members of group 1 
had the health problem compared with group 2 
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Table 5.9. Family profiles of cases and controls  
 

       
 Variable Alpha  Cases Controls    t 
       
       
Young person    N=53 N=47  
 YPs optimism (LOT) .68 M 18.23 20.25 3.03**  
   SD 03.73 02.56  
       
 YPs view of Family functioning (FAD)  .85 M 32.26 35.98 4.07*** 
   SD 04.83 04.29  
       
 YP view of maternal involvement (POPS)  .64 M 16.22 17.09 1.83 
 (Ns=51 & 47)  SD 02.57 02.08  
       
 YP’s view of maternal autonomy (POPS)  .46 M 15.29 17.21 3.53*** 
 (Ns=51 & 47)  SD 02.90 02.46  
       
 YPs view of paternal involvement (POPS) .77 M 12.17 14.52 3.16*** 
 (Ns=42 & 44)  SD 03.47 03.44  
       
 YPs view of paternal autonomy (POPS)  .86 M 14.95 16.64 3.00** 
 (Ns=42 & 44)  SD 02.71 02.48  
       
 Stressful life events (LEC) .75 M 13.89 07.34 5.01 *** 
   SD 07.44 05.56  
       
 Task focused coping (CISS) .82 M 25.40 28.70 2.31** 
   SD 07.82 06.29  
       
 Emotion focused coping (CISS) .83 M 39.40 29.70 4.43*** 
   SD 12.11 09.39  
       
 Distraction coping (CISS) .67 M 11.06 11.11 0.06 
   SD 04.12 04.30  
       
 Coping through social diversion (CISS) .79 M 13.58 14.55 0.00 
   SD 05.25 04.39  
Mother       
    N=73 N=86  
 Mother’s  optimism (LOT) .81 M 19.24 21.09 2.52 ** 
 (Ns=71 & 82)  SD 04.91 04.03  
       
 Mother’s view of family functioning  (FAD) .90 M 37.94 39.59 2.01 
 (Ns=71 & 82)  SD 06.76 05.66  
       
 Mother’s mental health (GHQ) .90 M 12.93 10.51 2.56** 
 (Ns=71 & 81)  SD 06.15 05.51  
       
 Mother’s child care involvement  (CCQ) .50 M 30.13 30.67 0.95 
 (Ns=71 & 83)  SD 03.74 03.42  
       
 Mother’s parental satisfaction (KPS) .83 M 15.11 17.81 6.05 *** 
 (Ns=71 & 83)  SD 03.11 02.26  
       
 Mother’s marital satisfaction (KMS)  .99 M 14.77 17.49 2.74 ** 
 (Ns=62 & 73)  SD 06.51 04.67  
       
Father    N=10 N=9  
 Father’s  optimism (LOT) .73 M 20.90 23.00 0.90 
   SD 04.77 05.09  
       
 Father’s view of family functioning  (FAD) .87 M 36.50 37.75 0.40 
   SD 06.32 07.06  
       
 Father’s mental health (GHQ) .83 M 12.00 08.88 1.55 
   SD 04.13 04.39  
       
 Father’s child care involvement (CCQ) .00 M 25.36 24.38 0.81 
   SD 02.79 02.06  
       
 Father’s parental satisfaction (KPS) .87 M 15.50 19.25 2.83*  
   SD 04.03 01.03  
       
 Father’s marital satisfaction (KMS)  .99 M 13.80 17.75 1.19    
   SD 07.89 06.13  
       

Note: LOT=Life orientation test (Scheier, M. & Carver, C. & Bridges, M. (1994). Distinguishing optimism from neuroticism (and trait anxiety, self-mastery, 
and self-esteem). A re-evaluation of the Life Orientation Test. Journal of Personality and Social Psychology, 67, 1063-1078.) FAD=Family assessment 
device (Kabacoff, R. Miller, I., Bishop, D., Epstein, N. & Keitner, G. (1990). A psychometric study of the McMaster Family Assessment Device. Journal of 
Family Psychology, 3, 431-439.) POPS= Perceptions of Parents Scales  (Grolnick, W. S., Deci, E. L., & Ryan, R. M. (1997). Internalization within the family: 
The self-determination theory perspective. In J. E. Grusec & L. Kuczynski (Eds.), Parenting and Children’s Internalization of Values: A Handbook of 
Contemporary Theory (pp. 135-161). New York: Wiley.) LEC=Life events checklist (Brand, A.H.& Johnson, J.H. (1982).  Note on reliability of the Life Events 
Checklist.  Psychological Reports, 50, 1274.) CISS=Coping inventory for stressful situations (Endler, N.S. & Parker, J.D.A.  (1996). Coping Inventory for 
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Stressful Situations 2nd Edition (CISS). Toronto, Canada: Multi Health Systems. ) GHQ=General Health Questionnaire (Goldberg, D.P. & Williams, P.  
(1991) A User’s Guide to the General Health Questionnaire.  Berkshire, England, NFER-Nelson.) CCQ=Child Care Questionnaire. KPS=Kansas parent 
satisfaction scale (James, D. E., Schumm, W. R., Kennedy, C. E., Grigsby, C. C., Shectman, K. L., Nichols, C. W. (1985).  Characteristics of the Kansas 
Parental Satisfaction Scale among two samples of married parents.  Psychological Reports, 57,  163-169.) KMS=Kansas marital satisfaction scale 
(Schumm, W. R., Paff-Bergen, L. A., Hatch, R. C., Obiorah, F. C., Copeland, J. M., Meens, L. D., Bugaighis, M. A. (1986) Concurrent and discriminant 
validity of the Kansas Marital Satisfaction Scale. Journal of Marriage & the Family, 48, 381-387.) M=Mean. SD=Standard deviation. t tests for independent 
samples were used to compare cases and controls on all variables.  *p<.05. **p<.01. ***p<.001. (§ equal variances not assumed) 

 



 69 

CHAPTER 6 

SERVICE USE 

 

SUMMARY 

There was considerable variability in services used by people under 18 with psychological 

disorders. The most commonly used health, educational and justice services in order of 

frequency of use were family doctors, paediatrics, clinical psychology, child psychiatry, 

hospital accident and emergency departments, public health nurses,  area medical 

officers, juvenile liaison officers, education and welfare officers and physiotherapy. Cases 

used certain services more frequently than controls, notably family doctors, paediatrics, 

clinical psychology, child psychiatry, and area medical officers. Cases and controls were, 

for the most part, satisfied with health, educational and justice services received and with 

waiting times to receiving these services. Cases and controls did not differ in their overall 

pattern of receipt of state benefits.  

 

AIM 

The aim of the analyses reported in this chapter was to profile the pattern of service use 

among people under 18 with psychological disorders; and the frequency of service use 

and satisfaction with services of cases compared with normal controls.  

 

OVERALL PATTERN OF SERVICE USE  

From Table 6.1 it may be seen that some services were used more than others by cases 

during  the year preceding data collection.  

From Table 6.1 and Figure 6.1 it may be seen that the most commonly use services 

used according to mothers were family doctors (68.49%), paediatrics (28%), clinical 
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psychology (20.55%), child psychiatry (16.44%), hospital accident and emergency 

departments (13.70%), public health nurses (12.33%),  and area medical officers (12.33). 

For cases, less than 10% of mothers reported using speech and language therapy, 

educational psychology, juvenile liaison officers, family support services, respite care, 

social work, education and welfare officers, and drug counsellors.   

From Table 6.1 and Figure 6.2 it may be seen that the most commonly use services 

used according to adolescents were family doctors (84.62%), hospital accident and 

emergency departments (32.69%), clinical psychology (15.36%), juvenile liaison officers 

(13.46%), child psychiatry (11.54%), education and welfare officers (11.54%) and 

physiotherapy (11.54%). For cases less than 10% of adolescents reported using family 

support services, drug counsellors, paediatrics, educational psychology, social work and 

counselling for contraception HIV/AIDS or teenage pregnancy.  

 

CASE-CONTROL COMPARISON OF SERVICE USE AND SATISFACTION 

For services used by more than 10% of mothers or adolescents, case-control analyses of  

frequency of service use, satisfaction with services used, waiting times and satisfaction 

with waiting times were conducted. These are tabulated in Tables 5.2-Table 5.15. The 

tables cover a range of services including family doctors, paediatrics, clinical psychology, 

child psychiatry, hospital accident and emergency departments, public health nurses,  area 

medical officers, juvenile liaison officers, education and welfare officers and physiotherapy. 

There were insufficient data (less than 10%) to conduct meaningful case-control analyses 

for  the following services: speech and language therapy, educational psychology, family 

support services, respite care, social work, drug counsellors, counselling for contraception 

HIV/AIDS or teenage pregnancy, occupational therapy, and the use of help-lines.   
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In comparing cases and controls, the significance of intergroup differences in the 

distribution of responses across categories was evaluated with t-tests for independent 

samples. These were conducted on category codes which ranged from 0-4 and 

approximated continuous variables. For data about the frequency of service use, all cases 

were included in t-test analyses. For  data about satisfaction with the service, waiting time 

to receive the service, and satisfaction with the waiting time, only data from cases that 

used the service were used in the t-test analyses. t-tests rather than chi square tests were 

used, because the large number of empty cells in many analyses rendered such tests 

invalid. In Tables 5.2 to 5.15, NS indicates that case-control comparisons did not yield 

statistically significant intergroup differences. NA indicates that t-tests were not applicable 

because there were no cases in either the case or control group.  

  

Family doctors 

From Tables 6.2 and 6.3 it may be seen that the frequency of visits to the family doctor 

was significantly greater for cases than controls, according to both mothers and 

adolescents. The majority of cases and controls were satisfied with the service they 

received and the waiting time, which in most instances was under 3 days. Cases and 

controls did not differ significantly on waiting times or satisfaction ratings.  

 

Paediatrics 

From Table 6.4 it may be seen that the frequency of visits to paediatrics was significantly 

greater for cases than controls, according to mothers. The majority of cases and controls 

were satisfied with the service they received and the waiting time which in most instances 

was under a month, but cases and controls did not differ on waiting times or satisfaction 

ratings. 
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Clinical psychology 

From Table 6.5 it may be seen that the frequency of visits to clinical psychologists was 

significantly greater for cases than controls, according to mothers. From Table 6.6 it may 

be seen that the frequency of visits to clinical psychologists was greater for cases than 

controls, according to adolescents, insofar as no adolescents in the control group attended 

a clinical psychologist.  The majority of mothers in the case and control groups were 

satisfied with the service they received, and the waiting time, which for most was under a 

month.   Case control comparisons were not made for adolescents on waiting time or 

satisfaction ratings, because there were no data from the control group on these variables.  

Adolescents in the case group were satisfied with the service they received and the 

waiting time which in most cases was less than a month.  

 

Child psychiatry 

From Table 6.7 it may be seen that no mothers in the control group reported that their child 

attended a child psychiatrist. Most, children in the case group who attended a child 

psychiatrist, did so under 5 times, and waited less than a month for their appointment.  The 

majority of mothers in the case group that availed of child psychiatry services, were 

satisfied with the service they received, and the waiting time. From Table 6.8 it may be 

seen that the frequency of visits to child psychiatrists was significantly greater for cases 

than controls, according adolescents. The majority of cases and controls were satisfied 

with the service they received and the waiting time, which in most instances was under a 

month, but cases and controls did not differ on waiting times or satisfaction ratings. 
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Hospital accident and emergency departments 

From Tables 6.9 and 6.10 it may be seen that there was no significant difference between 

the hospital accident and emergency attendance rates of cases and controls, based on 

reports of both mothers and adolescents. According to mothers in case and control 

groups, most were satisfied with the service they received but dissatisfied with the waiting 

time. Adolescents in the case group were significantly more dissatisfied with the service 

they received compared with controls, but cases and controls did not differ in their overall 

dissatisfaction with the time they had to wait to be seen in accident and emergency 

departments, which in most cases was 1-3 days.  

 

Public health nurses 

From Tables 6.11 it may be seen that there was no significant difference between the 

rates with which cases and controls were seen by public health nurses based on maternal 

reports. According to mothers in case and control groups, most were satisfied with the 

service they received and the waiting time, which in most cases was less than a month. 

 

Area medical officers 

 From Tables 6.12 it may be seen that, according to mothers, the frequency of  

appointments with the area medical officer was significantly greater for cases than 

controls, and mothers in the case group were significantly more satisfied with the service 

they received from these officers than controls. The majority of cases and controls were 

dissatisfied with the waiting time to see area medical officers, which in most instances was 

1-3 months.  

 

Juvenile liaison officers 



 74 

From Table 6.13 it may be seen that there was no significant difference between cases 

and controls in the frequency of contact with Juvenile liaison officers. The majority of 

adolescents were nearly satisfied or satisfied with the service received and the waiting 

time, which in most instances was les than a month.  

 

Education and welfare officers 

From Table 6.14 it may be seen that there was no significant difference between cases 

and controls in the frequency of their contact with education and welfare officers. The 

majority were nearly satisfied or satisfied with the service received and the waiting time, 

which in most instances was less than a month. 

 

Physiotherapy 

From Table 6.15 it may be seen that there was no significant difference between cases 

and controls in the frequency of their contact with physiotherapy. The majority were 

satisfied or nearly satisfied with the service received and the waiting time, which in most 

instances was les than a month. 

 

SATISFACTION WITH EDUCATIONAL PLACEMENT 

Table 16 presents data on mothers’ satisfaction with educational services provided for 

their children. Satisfaction ratings ranged from 1-4: 1=very dissatisfied, 2=dissatisfied, 

3=satisfied and 4=very satisfied. In comparing satisfaction ratings for cases and controls, 

the significance of intergroup differences was evaluated with t-tests for independent 

samples. There were no statistically significant intergroup differences, showing that cases 

and controls did not differ in their satisfaction with educational placements. The overall 

mean satisfaction rating for case was 3.38 and for controls was 3.52. This indicates that 
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both cases and controls rated their satisfaction level with their child’s educational 

placement between satisfied and very satisfied.  

 

 

 

STATE BENEFITS RECEIVED BY MOTHERS 

Table 17 presents data on mothers’ receipt of state benefits in case and control groups. 

Chi square test were used to evaluate the significance of intergroup differences in the 

distribution of cases receiving benefits across case and control groups. None of these 

tests were significant. Thus, there was no difference between the proportion of mothers in 

case and control groups that received state benefits. More than 70% of cases and controls 

received child benefit. Fewer than 1 in 10 members of case and control groups received 

other benefits. In order of frequency, from the most to the least frequently received the 

benefits reported were: Lone Parent's Allowance , Disability Benefit, Back-to-School 

Clothing and Footwear Allowance, Unemployment Benefit , Carer's Allowance, Widow's 

Non-Contributory Pension, Unemployment Assistance, Family Income Supplement, 

Invalidity Pension, Back to Work Allowance, Adoptive Benefit, Maternity Benefit, Injury 

Benefit, and Disablement Benefit.  

 

CONCLUSION 

There was considerable variability in services used by people under 18 with psychological 

disorders. Cases used certain services more frequently than controls, notably family 

doctors, paediatrics, clinical psychology, child psychiatry, and area medical officers. Cases 

and controls were, for the most part, satisfied with services received and with waiting times 

to receiving these services. 
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Table 6.1. Percentage of cases who used health and other services in the past year 

  
Mothers 
Reports 
(N=73) 

 
Adolescents 

Reports 
(N=52) 

 
   
Family doctors 68.49 84.62 
Paediatrics 28.00 5.77 
Clinical psychology  20.55 15.36 
Child psychiatry 16.44 11.54 
Hospital accident and emergency departments  13.70 32.69 
Public health nurses 12.33 - 
Area medical officers 12.33 - 
Speech and language therapy 6.85 0.00 
Educational psychology 5.48 5.77 
Juvenile liaison officers 4.11 13.46 
Family support services 4.11 9.62 
Respite care 4.11  
Social work 2.74 5.77 
Education and welfare officers 1.37 11.54 
Drug counsellors 1.37 7.69 
 Physiotherapy 0.00 11.54 
Counselling for contraception  HIV/AIDS or teenage pregnancy - 5.77 
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Figure 6.1. Percentage of cases who used health and other services in the past year, based on mothers’ reports 
 
 
 
 
 
 

 10%    20%   30%    40%    50%    60%    70%    80%

Family doctors 68%

Paediatrics 28%

Clinical psychology  20%

Child psychiatry 16%

Hospital A&E 13%

Public health nurses 12%

Area medical officers 12%

Speech and language  6%

Educational psychology 5%

Juvenile liaison officers 4%

Family support services 4%

Respite care 4%

Social work 2%

Education and welfare off &
Drug counsellors 1%

 
 
 
 



 78 

 
 

Figure 6.2. Percentage of cases who used health and other services in the past year, based on adolescents’ 
reports 
 
 
 
 

 10%    20%   30%    40%    50%    60%    70%    80%

Family doctors 84%

Hospital  A&E depts 32%

Clinical psychology 15% 

Juvenile liaison officers 13%

Child psychiatry 11%

Education and welfare of 11%

 Physiotherapy 11%

Family support services 9%

Drug counsellors 7%

Paediatrics 5%

Educational psychology 5%

Social work 5%

Counselling for contraception 
HIV/AIDS or teenage preg. 5%
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 Table 6.2. Mothers’ satisfaction with family doctors (GPs) 
 
       
    Cases Controls t 
       
       
How often have you taken your  0 Never f 23.00 38.00  
child to see the GP in the past    % 31.51 45.24  
year? 1 1-5 times f 33.00 41.00  
   % 45.21 48.81  
 2 6-10 times f 14.00 05.00  
   % 19.18 05.95  
 3 11-20 times f 02.00 00.00  
   % 02.74 00.00  
 4 >20 times f 01.00 00.00  
   % 01.37 00.00  
   M 00.97 00.61 3.10** 
   SD 00.87 00.60  
       
How satisfied were you with the  0 Not applicable f 22.00 38.00  
service?   % 30.14 45.24  
 1 Very  dissatisfied f 03.00 01.00  
   % 04.11 01.19  
 2 Dissatisfied f 02.00 02.00  
   % 02.74 02.38  
 3 Satisfied f 24.00 17.00  
   % 32.88 20.24  
 4 Very satisfied f 22.00 26.00  
   % 30.14 30.95  
   M 03.27 03.48 NS 
   SD 00.80 00.69  
       
How long had your child  to wait  0 Not applicable f 36.00 54.00  
for the service ?   % 49.32 64.29  
 4 Less than 1 day f 35.00 27.00  
   % 47.95 32.14  
 3 1-3 days f 02.00 02.00  
   % 02.74 02.38  
 2 More than 3 days f 00.00 01.00  
   % 00.00 01.19  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.95 03.87 NS 
   SD 00.23 00.43  
       
How satisfied were you with this  0 Not applicable f 37.00 54.00  
waiting time?   % 50.68 64.29  
 1 Very  dissatisfied f 02.00 00.00  
   % 02.74 00.00  
 2 Dissatisfied f 02.00 01.00  
   % 02.74 01.19  
 3 Satisfied f 19.00 13.00  
   % 26.03 15.48  
 4 Very satisfied f 

% 
13.00 
17.81 

16.00 
19.05 

 

   M 03.19 03.50 NS 
   SD 00.79 00.57  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. *p<.05. **p<.01. NS=Not statistically significant.  
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Table 6.3. Adolescent’s satisfaction with family doctors (GPs) 
 
       
    Cases Controls t 
       
       
How often have you seen a  GP  0 Never f 08.00 13.00  
in the past year?    % 15.38 28.26  
 1 1-5 times f 34.00 29.00  
   % 65.38 63.04  
 2 6-10 times f 04.00 04.00  
   % 07.69 08.70  
 3 11-20 times f 02.00 00.00  
   % 03.85 00.00  
 4 >20 times f 03.00 00.00  
   % 05.77 00.00  
   M 01.40 00.80 2.17** 
   SD 01.89 00.58  
       
How satisfied were you with the  0 Not applicable f 09.00 13.00  
service?   % 17.31 28.26  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.89 00.00  
 2 Dissatisfied f 04.00 01.00  
   % 07.69 02.17  
 3 Satisfied f 27.00 24.00  
   % 51.92 52.17  
 4 Very satisfied f 11.00 08.00  
   % 21.15 17.39  
   M 03.12 03.21 NS 
   SD 00.66 00.49  
       
How long had you to wait for  0 Not applicable f 18.00 17.00  
the service ?   % 34.62 36.96  
 4 Less than 1 day f 28.00 26.00  
   % 53.85 56.52  
 3 1-3 days f 06.00 03.00  
   % 11.54 06.52  
 2 More than 3 days f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.82 03.90 NS 
   SD 00.39 00.31  
       
How satisfied were you with this  0 Not applicable f 17.00 17.00  
waiting time?   % 32.69 36.96  
 1 Very  dissatisfied f 01.00 02.00  
   % 01.92 04.35  
 2 Dissatisfied f 07.00 00.00  
   % 13.46 00.00  
 3 Satisfied f 23.00 19.00  
   % 44.23 41.30  
 4 Very satisfied f 

% 
04.00 
07.69 

08.00 
17.39 

 

   M 02.86 03.14 NS 
   SD 00.65 00.74  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. **p<.01. NS=Not statistically significant.  
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Table 6.4. Mothers’ satisfaction with paediatricians 
 
       
    Cases Controls t 
       
       
How often has your child  0 Never f 53.00 82.00  
seen a paediatrician in the    % 72.60 97.62  
past year 1 1-5 times f 13.00 01.00  
   % 17.81 01.19  
 2 6-10 times f 05.00 01.00  
   % 06.85 01.19  
 3 11-20 times f 00.00 00.00  
   % 00.00 00.00  
 4 >20 times f 02.00 00.00  
   % 02.74 00.00  
   M 00.42 00.04 3.78*** 
   SD 00.85 00.24  
       
How satisfied were you with the  0 Not applicable f 53.00 82.00  
service?   % 72.60 97.62  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 15.00 02.00  
   % 02.74 02.38  
 4 Very satisfied f 05.00 00.00  
   % 06.85 00.00  
   M 03.25 03.00 NS 
   SD 00.44 00.00  
       
How long had your child  to wait  0 Not applicable f 55.00 82.00  
for the service ?   % 75.34 97.62  
 4 Less than 1 mth  f 14.00 02.00  
   % 19.19 02.38  
 3 1-3 months f 03.00 00.00  
   % 04.11 00.00  
 2 More than 3 mths f 01.00 00.00  
   % 01.37 00.00  
 1 We are still 

waiting 
f 00.00 

00.00 
00.00 
00.00 

 

   M 03.72 04.00 NS 
   SD 00.58 00.00  
       
How satisfied were you with this  0 Not applicable f 56.00 82.00  
waiting time?   % 76.71 97.62  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.37 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 14.00 02.00  
   % 19.19 02.38  
 4 Very satisfied f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.00 03.00 NS 
   SD 00.61 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. ***p<.001. NS=Not statistically significant.  
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Table 6.5. Mothers’ satisfaction with clinical psychology 
 
       
    Cases Controls t 
       
       
How often has your child seen  0 Never f 58.00 83.00  
a clinical psychologist in the    % 79.45 98.81  
past year 1 1-5 times f 07.00 01.00  
   % 09.59 01.19  
 2 6-10 times f 06.00 00.00  
   % 08.82 00.00  
 3 11-20 times f 02.00 00.00  
   % 02.74 00.00  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.34 00.01 3.74*** 
   SD 00.75 00.11  
       
How satisfied were you with the  0 Not applicable f 58.00 83.00  
service?   % 79.45 98.81  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 04.00 01.00  
   % 05.48 01.19  
 4 Very satisfied f 11.00 00.00  
   % 15.07 00.00  
   M 03.73 04.00 NS 
   SD 00.46 00.00  
       
How long had your child  to wait  0 Not applicable f 58.00 84.00  
for the service ?   % 79.45 100.00  
 4 Less than 1 mth  f 01.00 00.00  
   % 01.37 00.00  
 3 1-3 mths f 05.00 00.00  
   % 06.85 00.00  
 2 More than 3 mths f 06.00 00.00  
   % 08.22 00.00  
 1 We are still 

waiting 
f 

% 
03.00 
04.11 

00.00 
00.00 

 

   M 02.27 00.00 NA 
   SD 00.88 00.00  
       
How satisfied were you with this  0 Not applicable f 59.00 84.00  
waiting time?   % 80.82 100.00  
 1 Very  dissatisfied f 02.00 00.00  
   % 02.74 00.00  
 2 Dissatisfied f 05.00 00.00  
   % 06.85 00.00  
 3 Satisfied f 03.00 00.00  
   % 04.11 00.00  
 4 Very satisfied f 04.00 

05.48 
00.00 
00.00 

 

   M 02.64 00.00 NA 
   SD 01.08 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. ***p<.001. NS=Not statistically significant. NA=Not applicable 
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Table 6.6. Adolescents’ satisfaction with clinical psychology 
 
       
    Cases Controls t 
       
       
How often have you seen  0 Never f 44.00 46.00  
a clinical psychologist in the    % 84.62 100.00  
past year 1 1-5 times f 05.00 00.00  
   % 09.62 00.00  
 2 6-10 times f 01.00 00.00  
   % 01.92 00.00  
 3 11-20 times f 01.00 00.00  
   % 01.92 00.00  
 4 >20 times f 01.00 00.00  
   % 01.92 00.00  
   M 00.27 00.00 NA 
   SD 00.77 00.00  
       
How satisfied were you with the  0 Not applicable f 44.00 46.00  
service?   % 84.62 100.00  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.92 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 02.00 00.00  
   % 03.85 00.00  
 4 Very satisfied f 05.00 00.00  
   % 09.62 00.00  
   M 03.38 00.00 NA 
   SD 01.06 00.00  
       
How long had you to wait for  0 Not applicable f 46.00 46.00  
the service ?   % 88.46 100.00  
 4 Less than 1 mth  f 05.00 00.00  
   % 09.62 00.00  
 3 1-3 months f 01.00 00.00  
   % 01.92 00.00  
 2 More than 3 mths f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 00.00 

00.00 
00.00 
00.00 

 

   M 03.83 00.00 NA 
   SD 00.41 00.00  
       
How satisfied were you with this  0 Not applicable f 46.00 46.00  
waiting time?   % 88.46 100.00  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.92 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 05.00 00.00  
   % 06.62 00.00  
 4 Very satisfied f 00.00 

00.00 
00.00 
00.00 

 

   M 02.67 00.00 NA 
   SD 00.82 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. NA=Not applicable.  
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Table 6.7. Mothers’ satisfaction with child psychiatry 
 
       
    Cases Controls t 
       
       
How often has your child seen  0 Never f 61.00 84.00  
a child psychiatrist in the    % 83.56 100.00  
past year 1 1-5 times f 08.00 00.00  
   % 10.95 00.00  
 2 6-10 times f 01.00 00.00  
   % 01.37 00.00  
 3 11-20 times f 02.00 00.00  
   % 02.74 00.00  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.27 00.00 NA 
   SD 00.75 00.00  
       
How satisfied were you with the  0 Not applicable f 61.00 84.00  
service?   % 83.56 100.00  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 02.00 00.00  
   % 02.74 00.00  
 3 Satisfied f 05.00 00.00  
   % 06.85 00.00  
 4 Very satisfied f 05.00 00.00  
   % 06.85 00.00  
   M 03.25 00.00 NA 
   SD 00.75 00.00  
       
How long had your child  to wait  0 Not applicable f 59.00 84.00  
for the service ?   % 80.82 100.00  
 4 Less than 1 mth  f 07.00 00.00  
   % 09.59 00.00  
 3 1-3 months f 02.00 00.00  
   % 02.74 00.00  
 2 More than 3 mths f 03.00 00.00  
   % 04.11 00.00  
 1 We are still 

waiting 
f 

% 
01.00 
01.37 

00.00 
00.00 

 

   M 03.15 00.00 NA 
   SD 01.07 00.00  
       
How satisfied were you with this  0 Not applicable f 61.00 84.00  
waiting time?   % 83.56 100.00  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.37 00.00  
 2 Dissatisfied f 02.00 00.00  
   % 02.74 00.00  
 3 Satisfied f 05.00 00.00  
   % 06.85 00.00  
 4 Very satisfied f 

% 
04.00 
05.48 

00.00 
00.00 

 

   M 03.00 00.00 NA 
   SD 00.95 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. NA=Not applicable. 
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Table 6.8. Adolescents’  satisfaction with child psychiatry 
 
       
    Cases Controls t 
       
       
How often have you seen  0 Never f 46.00 45.00  
a child psychiatrist in the    % 88.46 97.83  
past year 1 1-5 times f 02.00 01.00  
   % 03.85 02.17  
 2 6-10 times f 01.00 00.00  
   % 01.92 00.00  
 3 11-20 times f 02.00 00.00  
   % 03.85 00.00  
 4 >20 times f 01.00 00.00  
   % 01.92 00.00  
   M 00.27 00.02 2.08* 
   SD 00.84 00.15  
       
How satisfied were you with the  0 Not applicable f 46.00 45.00  
service?   % 88.46 97.83  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 01.00 00.00  
   % 01.92 00.00  
 3 Satisfied f 03.00 00.00  
   % 05.77 00.00  
 4 Very satisfied f 02.00 01.00  
   % 03.85 02.17  
   M 03.17 04.00 NS 
   SD 00.75 00.00  
       
How long had you to wait  0 Not applicable f 47.00 45.00  
for the service ?   % 90.38 97.83  
 4 Less than 1 mth  f 04.00 01.00  
   % 07.69 02.17  
 3 1-3 months f 01.00 00.00  
   % 01.92 00.00  
 2 More than 3 mths f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.80 04.00 NS 
   SD 00.45 0.00  
       
How satisfied were you with this  0 Not applicable f 47.00 45.00  
waiting time?   % 90.38 97.83  
 1 Very  dissatisfied f 02.00 00.00  
   % 03.85 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 02.00 01.00  
   % 03.85 02.17  
 4 Very satisfied f 01.00 

01.92 
00.00 
00.00 

 

   M 02.40 03.00 NS 
   SD 01.34 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. *p<.05. NS=Not statistically significant.  
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Table 6.9. Mothers’  satisfaction with accident and emergency departments (A&E) 
 
       
    Cases Controls t 
       
       
How often have you taken your  0 Never f 63.00 70.00  
child to A&E in the past year?   % 86.30 83.33  
 1 1-5 times f 10.00 14.00  
   % 13.70 16.67  
 2 6-10 times f 00.00 00.00  
   % 00.00 00.00  
 3 11-20 times f 00.00 00.00  
   % 00.00 00.00  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.14 00.17 NS 
   SD 00.35 00.38  
       
How satisfied were you with the  0 Not applicable f 63.00 71.00  
service?   % 86.30 84.52  
 1 Very  dissatisfied f 00.00 01.00  
   % 00.00 01.19  
 2 Dissatisfied f 03.00 01.00  
   % 04.11 01.19  
 3 Satisfied f 03.00 04.00  
   % 04.11 04.76  
 4 Very satisfied f 04.00 07.00  
   % 05.48 08.33  
   M 03.10 03.31 NS 
   SD 00.88 00.95  
       
How long had your child  to wait  0 Not applicable f 68.00 76.00  
for the service ?   % 93.15 90.48  
 4 Less than 1 day f 03.00 06.00  
   % 04.11 07.14  
 3 1-3 days f 02.00 02.00  
   % 02.74 02.38  
 2 More than 3 days f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.60 03.75 NS 
   SD 00.55 00.46  
       
How satisfied were you with this  0 Not applicable f 68.00 76.00  
waiting time?   % 93.15 90.48  
 1 Very  dissatisfied f 00.00 01.00  
   % 00.00 01.19  
 2 Dissatisfied f 03.00 01.00  
   % 04.11 01.19  
 3 Satisfied f 02.00 05.00  
   % 02.74 05.95  
 4 Very satisfied f 

% 
00.00 
00.00 

01.00 
01.19 

 

   M 02.40 02.75 NS 
   SD 00.55 00.89  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. NS=Not statistically significant.  
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Table 6.10. Adolescents’ satisfaction with accident and emergency departments (A&E) 
 
       
    Cases Controls t 
       
       
How often have you  been  0 Never f 35.00 38.00  
to A&E in the past year?   % 67.31 82.61  
 1 1-5 times f 17.00 08.00  
   % 36.69 17.39  
 2 6-10 times f 00.00 00.00  
   % 00.00 00.00  
 3 11-20 times f 00.00 00.00  
   % 00.00 00.00  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.33 00.17 NS 
   SD 00.47 00.38  
       
How satisfied were you with the  0 Not applicable f 34.00 38.00  
service?   % 65.38 82.61  
 1 Very  dissatisfied f 04.00 00.00  
   % 07.69 00.00  
 2 Dissatisfied f 06.00 01.00  
   % 11.54 02.17  
 3 Satisfied f 06.00 05.00  
   % 11.54 10.87  
 4 Very satisfied f 02.00 02.00  
   % 03.85 04.35  
   M 02.33 03.13 2.10* 
   SD 00.97 00.64  
       
How long did you have to wait for  0 Not applicable f 38.00 38.00  
the service ?   % 73.08 82.61  
 4 Less than 1 day f 12.00 07.00  
   % 23.08 15.22  
 3 1-3 days f 02.00 01.00  
   % 03.85 02.17  
 2 More than 3 days f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.86 03.88 NS 
   SD 00.36 00.35  
       
How satisfied were you with this  0 Not applicable f 40.00 38.00  
waiting time?   % 76.92 82.61  
 1 Very  dissatisfied f 02.00 01.00  
   % 03.85 02.17  
 2 Dissatisfied f 04.00 01.00  
   % 07.69 02.17  
 3 Satisfied f 05.00 05.00  
   % 09.62 10.87  
 4 Very satisfied f 

% 
01.00 
01.92 

01.00 
02.17 

 

   M 02.42 02.75 NS 
   SD 00.90 00.89  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. *p<.05. NS=Not statistically significant.  
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Table 6.11. Mothers’  satisfaction with public health nurses 
 
       
    Cases Controls t 
       
       
How often has your child seen  0 Never f 64.00 76.00  
a public health nurse in the    % 87.67 90.48  
past year 1 1-5 times f 05.00 05.00  
   % 06.85 05.95  
 2 6-10 times f 03.00 03.00  
   % 04.11 03.57  
 3 11-20 times f 01.00 00.00  
   % 01.37 00.00  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.19 00.13 NS 
   SD 00.60 00.43  
       
How satisfied were you with the  0 Not applicable f 65.00 77.00  
service?   % 89.04 91.67  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 07.00 04.00  
   % 09.59 04.76  
 4 Very satisfied f 01.00 03.00  
   % 01.37 03.57  
   M 03.13 03.43 NS 
   SD 00.35 00.54  
       
How long had your child  to wait  0 Not applicable f 66.00 81.00  
for the service ?   % 90.41 96.43  
 4 Less than 1 mth  f 04.00 03.00  
   % 05.48 03.57  
 3 1-3 months f 03.00 00.00  
   % 04.11 00.00  
 2 More than 3 mths f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.57 04.00 NS 
   SD 00.54 00.00  
       
How satisfied were you with this  0 Not applicable f 66.00 81.00  
waiting time?   % 90.41 96.43  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 07.00 03.00  
   % 09.59 03.57  
 4 Very satisfied f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 03.00 03.00 NS 
   SD 00.00 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. NS=Not statistically significant.  
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Table 6.12. Mothers’  satisfaction with area medical officers 
 
       
    Cases Controls t 
       
       
How often has your child  0 Never f 64.00 82.00  
seen  an area medical officer in    % 87.67 97.62  
the past year 1 1-5 times f 07.00 02.00  
   % 09.59 02.38  
 2 6-10 times f 02.00 00.00  
   % 02.74 00.00  
 3 11-20 times f 00.00 00.00  
   % 00.00 00.00  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.15 00.02 2.39** 
   SD 00.43 00.15  
       
How satisfied were you with the  0 Not applicable f 65.00 82.00  
service?   % 89.04 97.62  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 01.00 02.00  
   % 01.37 02.68  
 3 Satisfied f 06.00 00.00  
   % 08.22 00.00  
 4 Very satisfied f 01.00 00.00  
   % 01.37 00.00  
   M 03.00 02.00 2.53* 
   SD 00.54 00.00  
       
How long had your child  to wait  0 Not applicable f 65.00 82.00  
for the service ?   % 89.04 97.62  
 4 Less than 1 mth  f 01.00 00.00  
   % 01.37 00.00  
 3 1-3 months f 05.00 01.00  
   % 06.85 01.19  
 2 More than 3 mths f 02.00 01.00  
   % 02.74 01.19  
 1 We are still 

waiting 
f 

% 
00.00 
00.00 

00.00 
00.00 

 

   M 02.88 02.50 NS 
   SD 00.64 00.71  
       
How satisfied were you with this  0 Not applicable f 64.00 82.00  
waiting time?   % 87.67 97.62  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 02.00 01.00  
   % 02.74 01.19  
 3 Satisfied f 06.00 01.00  
   % 08.22 01.19  
 4 Very satisfied 

 
f 

% 
01.00 
01.37 

00.00 
00.00 

 

   M 02.89 02.50 NS 
   SD 00.60 00.71  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. *p<.05. **p<.01. NS=Not statistically significant.  
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Table 6.13. Adolescents’ satisfaction with Juvenile Liaison Officers 
 
       
    Cases Controls t 
       
       
How often have you  seen  0 Never f 45.00 45.00  
a Juvenile Liaison Officer in    % 86.54 97.83  
the past year 1 1-5 times f 06.00 01.00  
   % 11.54 02.17  
 2 6-10 times f 00.00 00.00  
   % 00.00 00.00  
 3 11-20 times f 00.00 00.00  
   % 00.00 00.00  
 4 >20 times f 01.00 00.00  
   % 01.92 00.00  
   M 00.19 00.02 NS 
   SD 00.63 00.15  
       
How satisfied were you with the  0 Not applicable f 46.00 45.00  
service?   % 88.46 97.83  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.92 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 05.00 00.00  
   % 09.62 00.00  
 4 Very satisfied f 00.00 01.00  
   % 00.00 02.17  
   M 02.67 04.00 NS 
   SD 00.82 00.00  
       
How long had you to wait for  0 Not applicable f 47.00 45.00  
the service ?   % 90.38 97.83  
 4 Less than 1 mth  f 05.00 01.00  
   % 09.62 02.17  
 3 1-3 months f 00.00 00.00  
   % 00.00 00.00  
 2 More than 3 mths f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 00.00 

00.00 
00.00 
00.00 

 

   M 04.00 04.00 NS 
   SD 00.00 00.00  
       
How satisfied were you with this  0 Not applicable f 47.00 45.00  
waiting time?   % 90.38 97.83  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 04.00 01.00  
   % 07.69 02.17  
 4 Very satisfied f 01.00 

01.92 
00.00 
00.00 

 

   M 03.20 03.00 NS 
   SD 00.48 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. NS=Not statistically significant.  
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Table 6.14. Adolescents’ satisfaction with Education and Welfare Officers 
 
       
    Cases Controls t 
       
       
How often have you 0 Never f 46.00 45.00  
seen an Education and Welfare    % 88.46 97.83  
Officer in the past year 1 1-5 times f 04.00 01.00  
   % 07.69 02.17  
 2 6-10 times f 01.00 00.00  
   % 01.92 00.00  
 3 11-20 times f 00.00 00.00  
   % 00.00 00.00  
 4 >20 times f 01.00 00.00  
   % 01.92 00.00  
   M 00.19 00.02 NS 
   SD 00.66 00.15  
       
How satisfied were you with the  0 Not applicable f 46.00 45.00  
service?   % 88.46 97.83  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 02.00 00.00  
   % 03.47 00.00  
 3 Satisfied f 03.00 01.00  
   % 05.77 02.17  
 4 Very satisfied f 01.00 00.00  
   % 01.92 00.00  
   M 02.83 03.00 NS 
   SD 00.75 00.00  
       
How long had you  to wait for  0 Not applicable f 47.00 45.00  
the service ?   % 90.38 97.83  
 4 Less than 1 mth  f 05.00 01.00  
   % 09.62 02.17  
 3 1-3 months f 00.00 00.00  
   % 00.00 00.00  
 2 More than 3 mths f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 00.00 

00.00 
00.00 
00.00 

 

   M 04.00 04.00 NS 
   SD 00.00 00.00  
       
How satisfied were you with this  0 Not applicable f 47.00 45.00  
waiting time?   % 90.38 97.83  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 3 Satisfied f 03.00 00.00  
   % 05.77 00.00  
 4 Very satisfied f 02.00 

03.85 
01.00 
02.17 

 

   M 03.40 04.00 NS 
   SD 00.55 00.00  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. NS=Not statistically significant.  
 
 



 92 

Table 6.15. Adolescents’ satisfaction with physiotherapy  
 
       
    Cases Controls t 
       
       
How often have your seen  0 Never f 46.00 38.00  
a physiotherapist in the   % 88.46 82.61  
past year 1 1-5 times f 05.00 06.00  
   % 09.62 13.04  
 2 6-10 times f 00.00 01.00  
   % 00.00 02.17  
 3 11-20 times f 01.00 01.00  
   % 01.92 02.17  
 4 >20 times f 00.00 00.00  
   % 00.00 00.00  
   M 00.15 00.24 NS 
   SD 00.50 00.60  
       
How satisfied were you with the  0 Not applicable f 45.00 38.00  
service?   % 86.54 82.61  
 1 Very  dissatisfied f 01.00 00.00  
   % 01.92 00.00  
 2 Dissatisfied f 00.00 01.00  
   % 00.00 02.17  
 3 Satisfied f 05.00 04.00  
   % 09.62 08.70  
 4 Very satisfied f 01.00 03.00  
   % 01.92 06.52  
   M 02.86 03.25 NS 
   SD 00.90 00.71  
       
How long had you to wait for  0 Not applicable f 45.00 40.00  
the service ?   % 86.54 86.96  
 4 Less than 1 mth  f 05.00 05.00  
   % 09.62 10.87  
 3 1-3 months f 02.00 01.00  
   % 03.85 02.17  
 2 More than 3 mths f 00.00 00.00  
   % 00.00 00.00  
 1 We are still 

waiting 
f 00.00 

00.00 
00.00 
00.00 

 

   M 03.71 03.83 NS 
   SD 00.49 00.41  
       
How satisfied were you with this  0 Not applicable f 47.00 40.00  
waiting time?   % 94.23 86.96  
 1 Very  dissatisfied f 00.00 00.00  
   % 00.00 00.00  
 2 Dissatisfied f 02.00 01.00  
   % 03.85 02.17  
 3 Satisfied f 00.00 05.00  
   % 00.00 10.87  
 4 Very satisfied f 

% 
03.00 
05.77 

00.00 
00.00 

 

   M 03.20 02.83 NS 
   SD 01.10 00.41  
       
Note: f=frequency. %-percent. M=Mean. SD=Standard deviation. t= result of t-test for independent samples comparing 
cases and controls. Percentages refer to percentage of cases, or percentage of controls. For each variable, percentage 
of cases across categories sum to approximately 100 and percentage of controls across categories sum to 
approximately 100.  Cases that scored ‘non-applicable’ were excluded from calculation of means standard deviations 
and t-tests. *p<.05. NS=Not statistically significant.  
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Table 6.16. Mothers’ satisfaction with children’ educational placement rated on a 4 point scale from 1=very 
dissatisfied to 4 = very satisfied. 
 
     
 Number 

of 
children 

 

 Cases Controls 
 

     
Satisfaction with child’s current preschool, school 154.00 M 03.38 03.52 
or educational placement  SD 00.60 00.63 
     
     
Mainstream preschool / kindergarten / Montessori 09.00 M 03.00 03.50 
  SD 00.00 00.58 
     
Mainstream primary school 61.00 M 03.48 03.69 
  SD 00.51 00.53 
     
Mainstream primary school with classroom assistant 05.00 M 03.20 00.00 
for my child  SD 00.48 00.00 
     
Special class for children with special educational 04.00 M 03.50 04.00 
needs in mainstream  primary school  SD 00.71 00.00 
     
Special primary school for children with educational 01.00 M 04.00 00.00 
needs  SD 00.00 00.00 
     
Mainstream secondary school 74.00 M 03.27 03.39 
  SD 00.69 00.66 
     
Special class for children with special educational 02.00 M 04.00 03.00 
needs in mainstream secondary school  SD 0.11 0.20 
     
     
Special secondary  school for children with special 02.00 M 02.50 00.00 
educational needs  SD 02.12 00.00 
     
     
Note: Satisfaction ratings were 1=very dissatisfied, 2=dissatisfied, 3=satisfied and 4=very satisfied.  M=Mean. 
SD=Standard deviation. t-test for independent samples yielded no significant intergroup differences in satisfaction ratings 
between cases and controls.  
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Table 6.17. State benefits received by mothers 
 
 
Benefit 
 

  
Cases 

 
Controls 

 
Chi 

Square 
     
Child Benefit  f 71.00 83.00 NS 
 % 97.26 98.81  
     
Lone Parent's Allowance  f 10.00 09.00 NS 
 % 13.70 10.71  
     
Disability Benefit  f 08.00 05.00 NS 
 % 10.96 05.95  
     
Back-to-School Clothing and Footwear  f 07.00 05.00 NS 
Allowance % 09.59 05.95  
     
Unemployment Benefit  f 07.00 04.00 NS 
 % 09.59 04.76  
     
Carer's Allowance  f 04.00 06.00 NS 
 % 05.48 07.14  
     
Widow's Non-Contributory Pension  f 06.00 02.00 NS 
 % 08.22 02.38  
     
Unemployment Assistance  f 06.00 00.00 NA 
 % 08.22 00.00  
     
Family Income Supplement  f 04.00 01.00 NS 
 % 05.48 01.19  
     
Invalidity Pension  f 01.00 01.00 NS 
 % 01.37 01.19  
     
Back to Work Allowance  f 01.00 00.00 NA 
 % 01.37 00.00  
     
Adoptive Benefit  f 01.00 00.00 NA 
 % 01.37 00.00  
     
Maternity Benefit  f 00.00 01.00 NA 
 % 00.00 01.19  
     
Injury Benefit f 01.00 00.00 NA 
 % 01.37 00.00  
     
Disablement Benefit.  f 01.00 00.00 NA 
 % 01.37 00.00  
     
Note. Percentages refer to percentage of cases, or percentage of controls. Chi square tests results are for cross 
tabulations of case/control status X state benefit. NS=Not statistically significant. NA=Not applicable.  
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CHAPTER 7 

WHAT WORKS? 

 

SUMMARY 

This chapter summarizes the scientific evidence about the types of treatment programmes 

that work for child and adolescent psychological problems. There is now compelling 

evidence from hundreds of controlled trials showing that psychological treatment either 

alone or as part of a multimodal treatment programme involving psychotropic medication is 

effective for the following psychological problems of childhood and adolescence  

• Sleep problems 

• Toileting problems  

• Attention deficit hyperactivity disorder 

• Pre-adolescent oppositional defiant disorder  

• Adolescent conduct disorder  

• Adolescent drug abuse 

• Child and adolescent depression 

• Child and adolescent anxiety disorders  

• Eating disorders  

• Schizophrenia  

• Paediatric pain problems  

• Adjustment to asthma and diabetes 

• Adjustment problems following major life stresses and transitions 

• Adjustment problems associated with developmental disabilities  
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While specific evidence-based treatments are effective with specific psychological 

disorders, there are also factors common to all forms of effective psychotherapy which 

include those associated with therapy process, the therapist and the client.  

 

 

 

 

INTRODUCTION 

This chapter contains a brief review of the scientific evidence about what types of 

treatment programmes are effective for psychological problems in childhood and 

adolescence. Extensive computer and manual literature searches for relevant evidence 

were conducted. The terms used in these searches included names of disorders and 

problems that may be treated with psychotherapy, for example, anxiety, depression and so 

forth, along with terms reflecting the type of evidence being sought, such as meta-analysis, 

critical review, randomized controlled trial, treatment outcome study and so forth. A range 

of data bases such as PsycINFO and Medline were searched, along with the tables of 

contents of major academic journals in the fields of psychotherapy, counselling, 

psychology, psychiatry, social work, nursing and related fields. In addition, a search was 

conducted for key textbooks, or volumes of authoritative edited chapters in the area.  

These intensive literature searches focused mainly on the 10 year period from 1996-2006.  

Earlier literature was searched less intensively. For each of the main problem areas, such 

as anxiety, depression and so forth, the most recent and most authoritative meta-analyses 

and narrative literature reviews were selected for review and inclusion in this report. Where 

meta-analyses and narrative literature reviews could not be found, controlled treatment 

outcome studies and randomized controlled trials were selected for inclusion. For each 
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specific type of problem, results of selected meta-analyses, reviews and outcome studies 

were used as a basis for making evidence-based statements about key interventions, 

techniques, practices and protocols characteristic of effective therapy with the problem in 

question.  

From this review it may be concluded that psychological intervention alone or as 

one element of a multimodal programme is effective for the following psychological 

problems of childhood and adolescence  

• Sleep problems 

• Toileting problems (enuresis and encopresis) 

• Attention deficit hyperactivity disorder 

• Pre-adolescent oppositional defiant disorder  

• Adolescent conduct disorder  

• Adolescent drug abuse 

• Child and adolescent depression 

• Child and adolescent anxiety disorders (phobias, selective mutism, separation 

anxiety and generalized anxiety; obsessive compulsive disorder; post-traumatic 

stress disorder) 

• Eating disorders (feeding problems, anorexia, bulimia, obesity) 

• Schizophrenia  

• Paediatric pain problems (Headaches, recurrent abdominal pain, medical 

procedures) 

• Adjustment to chronic medical conditions (asthma, diabetes) 

• Adjustment problems following major life transitions and stresses (parental 

separation, bereavement, child abuse and neglect) 



 97 

• Adjustment problems associated with developmental disabilities (intellectual 

disability and autistic  spectrum disorder) 

 

SLEEP PROBLEMS 

Effective treatment for settling and night waking problems in young children involves 

parental psychoeducation and support in behavioural management of sleep problems. In 

behavioural management programmes, parents are coached in reducing or eliminating 

children’s day time naps, developing positive bedtime routines, gradually reducing parent-

child contact at bedtime or during episodes of night waking; and introducing scheduled 

waking where children are awoken 15-60 minutes before the child’s spontaneous waking 

time and then resettled (Mindell, 1999) Trimeprazine is as effective as behavioural 

treatment  in the short term, but its effects cease when medication is withdrawn 

(Ramchandani et al., 2000). 

 

TOILETING PROBLEMS 

For enuresis (wetting) and encopresis (soiling) in children highly structured forms of 

psychotherapy outlined below are effective interventions.  

 

Enuresis  

Effective psychotherapy for enuresis in children involves coaching the child and family to 

use an enuresis alarm, which alerts the child as soon as micturition begins (Evans, 2001; 

Houts, 2003; Mellon & McGrath, 2000; Mikkelsen, 2001; Murphy & Carr, 2000a). The 

effectiveness of enuresis alarm programmes can by improved by offering family 

psychoeducation; a reward programme often involving a star chart or token system, where 

the child receives reinforcement for ‘dry nights’ or ‘dry days’; rehearsal of toileting; 
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retention control training; and overlearning. Enuresis alarm programmes are as effective 

but more enduring than desmopressin acetate (DDAVP) which is widely used, but whose 

effects cease once medication is withdrawn.  

 

Encopresis 

Effective psychotherapy for encopresis is offered as part of a multimodal programme. 

Initially a paediatric medical assessment is conducted and if a faecal mass has developed 

this is cleared with an enema (McGrath et al. 2000; Mikkelsen, 2001; Murphy & Carr, 

2000a). A balanced diet containing an appropriate level of roughage and regular laxative 

use are arranged. Effective psychotherapy involves psyhoeducation about encopresis 

coupled with a reward programme to reinforce an appropriate daily toileting routine. 

Neither behavioural treatment alone nor dietary intervention and laxative alone are as 

effective as both together and the use biofeedback does not contribute to the effectiveness 

of this approach (Brazzelli & Griffiths, 2001). Ritterband et al. (2003) has recently shown 

that psychoeducation and coaching in behavioural management of encopresis provided on 

the internet enhances the effectiveness or routine treatment in primary care settings.  

 

ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD) 

Effective psychotherapy for ADHD is offered as one element of a multimodal programme 

involving psychostimulant medication and psychosocial intervention, and within such 

programmes, psychostimulant medication makes the most significant contribution to 

helping children regulate their activity levels and attention (Anastopoulos et al., 2005; 

Friemoth, 2005; Greenhill & Ford, 2002; Hinshaw et al., 2002; Hinshaw, 2005; Jadad et 

al., 1999; Klassen et al., 1999; MTA Cooperative Group, 1999; Nolan & Carr, 2000; Purdie 

et al., 2002; Schachar et al.,  2002). Methylphenidate is the most widely used stimulant 
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(Conners, 2002). Effective psychosocial intervention has three principal elements: parent 

management training; school-based behavioural management; and child-focused therapy. 

Parent management training focuses on promoting rule-following at home while school-

based intervention focuses on the management of school-based learning difficulties and 

conduct problems. Child-focused therapy aims to help children develop self-regulation 

skills. These conclusions are consistent with international practice guidelines (American 

Academy of Child and Adolescent Psychiatry, 1997a; American Academy of Paediatrics, 

2001; Kutcher et al. 2004). A promising innovation in the treatment of ADHD is the use of 

computer based programmes to train children to enhance the functioning of  working 

memory, which in turn has a positive impact on inattention, impulsivity and hyperactivity. 

One controlled study has provided support for the effectiveness of this treatment approach 

(Klingberg et al., 2005).  

 

OPPOSITIONAL DEFIANT DISORDER  

Effective psychotherapy for preadolescent conduct problems includes parent management 

training alone or combined with child-based social problem-solving skills training in the 

case of primary school aged children (Behan & Carr, 2000; Burke et al., 2002; Kazdin, 

2002;  Nixon, 2002).  Parent management training includes psychoeducation, helping 

parents develop skills for monitoring antisocial and prosocial behavioural targets, and 

using behavioural skills to increase prosocial behaviour and reduce antisocial behaviour. 

Video-modelling and video feedback have both been used in effective parent management 

training programmes. With effective video-modelling based approaches to parent 

management training, parents learn child management skills through viewing video clips of 

actors illustrating successful and unsuccessful parenting skills. In Ireland there is now 

evidence for the effectiveness of John Sharry and Carol Fitzpatrick’s Parents Plus video-
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modelling approach to parent training (Behan et al, 2000). This programme builds on the 

success of the Incredible Years video-modelling based programme developed in North 

America (Webster-Stratton & Reid, 2003). With effective video-feedback approaches to 

parent management training, parents learn child management skills by watching 

videotaped episodes of themselves using parenting skills with their own children 

(Brinkmeyer & Eyberg, 2003).  Child-focused problem-solving skills training involves 

coaching children alone or in a group context to address conflict and complex 

interpersonal situations by breaking big unmanageable problems into smaller manageable 

problems; brainstorming solutions; evaluating the pros and cons of these; selecting the 

best option; implementing this; evaluating progress; modifying the solution if it is 

ineffective; and celebrating success (Kazdin, 2003).  

 

CONDUCT DISORDER  

Effective psychosocial interventions for adolescent conduct disorder are family-based and 

vary in intensity from weekly family therapy to intensive treatment foster care (Kazdin, 

2002; Nock, 2003; Woolfenden et al., 2002). It is therefore useful to conceptualize effective 

psychotherapy for conduct disorder in adolescence on a continuum of care which extends 

from functional family therapy, to more intensive multisystemic therapy, to very intensive 

treatment foster care (Brosnan & Carr, 2000).  For less severe conduct problems, 

functional family therapy is effective (Sexton & Alexander, 2003). This combines parent 

management training with family-based communication and problem solving training. For 

adolescents with more severe conduct problems multisystemic therapy is appropriate 

(Borduin et al., 2004; Henggeler & Lee, 2003).  This combines in a systematic way family 

therapy with individual skills training for the adolescent, and intervention in the wider 

school and interagency network. For adolescents who cannot be treated within their own 
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families, effective psychotherapy is offered as part of a multimodal programme called 

treatment foster care that combines multisystemic therapy with specialist foster placement, 

in which foster parents use behavioural principles to help adolescents modify their conduct 

problems (Chamberlain & Smith, 2003, 2005). Where adolescents with conduct disorder 

have particular difficulties with aggression, a cognitive behavioural approach to anger 

management training is effective (Sukhodolsky et al., 2004). Adventure or wilderness 

therapy in which groups of delinquents are engaged in challenging adventure activities 

increase self-esteem but have little effect on antisocial behaviour (Bedard et al., 2003; 

Neill, 2003).  

 

ADOLESCENT DRUG ABUSE 

Effective psychotherapy for adolescent drug abuse is multidimensional and involves family 

therapy, as well as direct work with youngsters and other involved professionals (Cormack 

& Carr, 2000; Liddle, 2004;  Liddle et al., 2005; Muck et al., 2001; Rowe & Liddle, 2003; 

Szapocznik & Williams, 2000; Tevyaw & Monti, 2004; Waldron & Kaminer, 2004; Williams 

&  Chang, 2000).  It involves distinct phases of engaging youngsters and their families in 

treatment, helping families organize for youngsters to become drug-free, helping families 

create a context for the youngster to maintain a drug free lifestyle, helping youngsters 

acquire skills to remain drug free, family re-organization, relapse prevention training for 

youngsters and their families and disengagement. In some instances youngsters may 

require such therapy to be offered as part of a multimodal programme involving medical 

assessment, detoxification, and methadone maintenance if youngsters are addicted to 

heroin and are unready to become completely drug-free.  

  

CHILD AND ADOLESCENT DEPRESSION 
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Effective psychotherapy for child and adolescent depression involves both individual and 

family components and includes cognitive-behavioural, interpersonal, psychodynamic and 

family therapy approaches (Compton et al., 2004; Cottrell, 2003;  Harrington et al., 1998; 

Lewinsohn & Clarke,1999; Michael & Crowley, 2002; Reinecke et al., 1998; Rosenbaum-

Asarnow et al., 2001; Sherrill & Kovacs, 2004). The family- based component of effective 

psychotherapy for child and adolescent depression includes family psychoeducation, 

facilitating family support of the depressed youngster and home-school liaison to help the 

youngster re-establish normal school routines. The individual psychotherapy component 

involves facilitating self-monitoring, increased physical exercise and social activity, 

modification of depressive thinking styles, development and use of social problem-solving 

skills, and relapse prevention skills. In moderate or severe depression psychotherapy may 

be offered as part of a multimodal intervention programme involving SSRI antidepressants 

and there is evidence from a multicentre trial that multimodal treatment is more effective 

than psychotherapy or medication alone (TADS team, 2004). There are currently no data 

from controlled trials of electroconvulsive therapy with adolescents (Findling et al., 2004; 

Walter et al., 1999). These conclusions are consistent with international best practice 

guidelines (American Academy of Child and Adolescent Psychiatry, 1998a; NICE, 2005c).  

 

CHILD AND ADOLESCENT ANXIETY DISORDERS 

In children and adolescents psychotherapy is an effective treatment, and the treatment of 

choice, for selective mutism, separation anxiety, simple phobias, social phobia, 

generalized anxiety disorder, obsessive compulsive disorder and port-traumatic stress 

disorder.  

 

Phobias, selective mutism, separation anxiety and generalized anxiety disorder 
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For specific phobias (Davis & Ollendick 2004; Ollendick et al., 2004), social phobia (Beidel 

& Roberson-Nay, 2005), selective mutism  (Freeman et al., 2004; Standart & Le Couteur, 

2003), school refusal associated with separation anxiety (Elliott et al., 1999; Heyne & King, 

2004; King & Bernstein, 2001; King et al., 2000) and generalized anxiety disorder, effective 

psychotherapy in children is family-based and involves psychoeducation, helping children 

and families monitor anxiety and avoidance behaviour, facilitating the development of 

relaxation, coping and social skills and the use of these skills during gradual exposure to 

feared stimuli and situations (Cartwright-Hatton et al., 2004; Compton et al., 2002, 2004; 

Dadds & Barrett, 2001; Kendall et al., 2005; Moore & Carr, 2000; Ollendick & King, 1998). 

Parents are helped to implement reward programmes to reinforce successful completion of 

exposure exercises and to avoid inadvertent reinforcement of avoidant behaviour (Barmish 

& Kendall, 2005; Barrett & Shortt, 2003).  In cases of separation anxiety and selective-

mutism, home-school liaison is also required (Elliott et al., 1999; Freeman et al., 2004; 

Heyne & King, 2004; King & Bernstein, 2001; King et al., 2000; Standart & Le Couteur, 

2003). These conclusions are consistent with international best practice guidelines 

(American Academy of Child and Adolescent Psychiatry, 1997b).  

 

Child and adolescent obsessive compulsive disorder (OCD) 

Effective psychotherapy for OCD in children involves exposure and response prevention 

conducted in an individual, group or family therapy context, coupled with family therapy 

focusing on psychoeducation, externalizing the problem, monitoring symptoms, and 

helping parents and siblings support  and reward the child for completing exposure and 

response prevention homework exercises (Abramowiotz et al., 2005; Barrett et al., 2004;  

March et al., 2005; Rapoport & Inoff-Germain, 2000). Family therapy also helps parents 

and siblings avoid inadvertent reinforcement of children’s compulsive rituals. With 
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exposure and response prevention children are exposed to cues (such as dirt) that elicit 

anxiety provoking obsessions (such as ideas about contamination), while not engaging in 

compulsive rituals (such as hand washing), until habituation occurs. For obsessive 

compulsive disorder, psychotherapy is more effective than antidepressants (SSRIs) and a 

case may be made of multimodal treatment in which psychotherapy and antidepressants 

are combined in the treatment of OCD in children and adolescents, although controlled 

studies of combined treatments have not been conducted (Geller et al., 2003). These 

conclusions are consistent with international best practice guidelines (American Academy 

of Child and Adolescent Psychiatry, 1997c; March et al., 1997; NICE, 2005a).  

 

Child and adolescent post-traumatic stress disorder (PTSD) 

Effective psychotherapy for PTSD in children involves exposure to trauma-related 

memories until habituation occurs and this may be conducted as part of a broader 

systemic intervention programme conducted on an family or group therapy basis, that 

maximizes family, school and peer group support (Carr, 2004a; Enright & Carr, 2002; 

Saigh et al., 2004; Taylor & Chemtob, 2004). Within such programmes families are offered 

psychoeducation, invited to monitor symptoms, and to regularize the child’s daily routines. 

To help clients cope with exposure to traumatic memories, psychotherapy may also 

include helping youngsters develop relaxation and coping skills. Where children have been 

sexually abused or assaulted treatment may also involve training in self-protective skills 

(Cohen et al., 2004). These conclusions are consistent with international best practice 

guidelines (American Academy of Child and Adolescent Psychiatry, 1998b; NICE, 2005b). 

 

CHILD AND ADOLESCENT EATING DISORDERS 
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Psychotherapy can be effective in helping addressing infant feeding problems, child and 

adolescent anorexia and bulimia nervosa, and obesity in children and adolescents.  

 

Infant feeding problems 

For children who are failing to thrive and who display severe feeding problems, effective 

psychotherapy focuses on facilitating productive feeding time routines between mothers 

and their infants (Kerwin, 1999).  Mothers are coached in how to shape and reinforce 

appropriate feeding responses and ignore or inappropriate responses.  

 

Child and adolescent anorexia and bulimia nervosa 

In contrast to adult anorexia where individual therapy is the treatment of choice, family 

therapy is the most effective form of psychotherapy for anorexia in children and 

adolescents. It involves helping the parents work together to refeed the youngster or 

refeeding the youngster as an inpatient (Eisler, 2005; le Grange & Lock,  2005; Mitchell  & 

Carr, 2000). This is followed by helping the family support the youngster in developing an 

autonomous healthy eating pattern and an age appropriate lifestyle.  

Controlled studies of the effectiveness of psychotherapy for bulimia in adolescents 

have not been conducted. However, older adolescents have been included in samples of 

young adults who have participated in bulimia treatment trials. For this reason, it may be 

assumed until better evidence becomes available that treatments shown to be effective 

with young adults with bulimia are appropriate for adolescents. Both cognitive behaviour 

therapy and interpersonal therapy are effective treatments for bulimia nervosa in the short 

and longer term ( �T�h �o�m �p �s �o�n �-�B �r�e�n �n �e�r �,��et al., 2003; Wilson, 2005 Wilson & Fairburn, 2002). 

With cognitive behaviour therapy clients learn effective methods for symptom control by 

developing a regular and flexible pattern of eating that includes previously avoided foods; 
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reducing concern with body shape and weight; and coping with high-risk situations for 

binge eating and purging to prevent relapse. With interpersonal therapy clients resolve 

interpersonal difficulties associated with their eating disorder, specifically those associated 

with loss, lifecycle transitions, role disputes and social skills deficits. 

These conclusions on psychotherapy for anorexia and bulimia nervosa in children 

and adolescents are consistent with international best practice guidelines (American 

Psychiatric Association, 2000b; NICE, 2004a; RANZCP Clinical Practice Guidelines Team 

for Anorexia Nervosa, 2004). 

 

Child and adolescent obesity 

Effective psychotherapy for obesity in children is family-based and involves helping 

parents and children to monitor dietary habits, physical exercise and weight,  and to make 

small permanent reductions in caloric intake and increases in activity level (Berry et al.,  

2004; Epstein, 2003; Jelalian & Saelens, 1999; Zametkin et al., 2004; ). Weight loss of a 

pound per month is a reasonable medium term goal and the long term goal should be to 

achieve a target weight below the 85th percentile. The short term goal of psychotherapy 

for obesity however, is healthy eating and increased activity. For children to achieve these 

goals, parents are coached in using prompting and reward programmes in the home 

setting to promote changes in diet and exercise. Cues and opportunities for eating outside 

set meal times within the home are reduced. Effective programmes are of long duration 

with frequent sessions. Early sessions focus on goal setting and contracting.  Later 

sessions involve developing relapse prevention skills for managing high risk situations. 

Because obesity is a chronic problem, infrequent follow-up sessions are required to 

maintain treatment gains. Where appropriate interventions to address peer teasing and 
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poor body image may be incorporated into treatment. These conclusions are consistent 

with international guidelines for best practice (Barlow & Dietz, 1998). 

 

SCHIZOPHRENIA  

Effective  psychotherapy for schizophrenia in late adolescence and early adulthood is 

offered as one element of a multimodal programme in which clients are first helped to bring 

their psychotic symptoms under control through the use of antipsychotic medication 

(especially newer atypical antipsychotic medication such as olanzapine or respirodone 

which have fewer side effects compared with older antipsychotic drugs) (Gur et al., 2005; 

Bradford et al., 2002). Effective psychotherapy involves both family therapy and individual 

therapy (Gaudiano, 2005; Gur et al., 2005; Kopelowicz et al., 2002; Kuipers, 2006; 

McFarlane et al, 2003; Nose et al., 2003; Pilling et al. 2002a; Tarrier, 2005; Zygmunt et al., 

2002). Family therapy includes psychoeducation, problem-solving and communication 

skills training to equip families with the skills to offer clients with schizophrenia a 

supportive, low-stress family environment in which to live. This type of therapy must be of 

at least six months duration to be effective and may be offered to either single families in a 

regular family therapy format or to small groups of families in a multiple family therapy 

format. This type of family therapy lengthens the interval between psychotic episodes, 

delays relapse, and allows clients to be maintained on lower doses of antipsychotic 

medication. Effective individual psychotherapy involves helping clients adhere to their 

antipsychotic medication regime and develop strategies for reducing the negative impact of 

delusions and hallucinations, not controlled by medication, on their quality of life. Although 

well researched, social skills training and cognitive rehabilitation have not been found to 

consistently improve social and cognitive functioning and reduce relapse rates in 

schizophrenia and so these interventions are not usefully included in the routine 
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psychosocial care of clients with psychosis (Pilling et al, 2002b). The evidence-based 

practices outlined here are consistent with international best practice guidelines for the 

multimodal and multidisciplinary treatment of schizophrenia (American Psychiatric 

Association, 2004; NICE, 2003). 

 

PAEDIATRIC PAIN PROBLEMS 

For children with persistent tension or migraine headaches; recurrent abdomen pain; or 

distress associated with painful medical procedures, psychotherapy is effective in reducing 

pain and distress (Murphy & Carr, 2000b). 

 

Headaches in children 

For both tension and migraine headaches relaxation training is the central component of 

effective psychotherapy (Connelly, 2003; Eccleston et al., 2002; Holden et al., 1999; 

Holroyd, 2002). For migraine, additional thermal biofeedback coupled with training in 

cognitive coping strategies enhances the impact of relaxation training (Hermann & 

Blanchard, 2002). 

 

Recurrent abdominal pain in children 

Effective psychotherapy for recurrent abdominal pain is family-based and involves family 

psychoeducation, relaxation and coping skills training to help children manage pain, and 

contingency management implemented by parents to motivate children to engage in 

normal daily routines (Blanchard & Scharff, 2002; Eccleston et al., 2002; Janicke & Finney, 

1999; Weydert et al., 2003). 

 

Pain and anxiety associated with challenging medical procedures 
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Psychotherapy is effective in helping children manage pain and anxiety associated with 

challenging medical procedures such as injections, bone marrow aspirations or surgery 

(Kuppenheimer & Brown, 2002; Murphy & Carr, 2000b; Powers, 1999). Effective 

psychotherapy involves both preparing children for these procedures and supporting them 

during the procedures. Preparatory psychotherapy includes psychoeducation, observing a 

model coping with the procedure, relaxation skills training, cognitive coping skills training, 

behavioural rehearsal, play therapy and providing incentives to cope with the painful 

procedures.  During painful procedures effective psychotherapy involves distraction with 

pleasant stimuli or imagery-based distraction enhanced through hypnosis.  

 

ADJUSTMENT OF CHILDREN TO CHRONIC MEDICAL CONDITIONS 

In children and adolescents with chronic medical conditions where non-adherence to 

complex medical regimes seriously compromises physical health and leads to frequent 

hospitalization, psychotherapy improves illness management (Kibby et al., 1998; Lemanek 

et al., 2001).  

 

Adjustment of children and adolescents to asthma 

Psychotherapy which improves asthma control and adherence to medical regimes in 

children is family based and involves psychoeducation, skills training in adherence, 

symptom monitoring using a peak flow meter, trigger avoidance, relaxation and coping 

skills training reduce physiological arousal, and family therapy to empower family 

members to work together to manage asthma effectively (Brinkley et al., 2002; Guevara et 

al., 2003; McQuaid & Nassau, 1999).  

 

Adjustment of children and adolescents to type 1 diabetes 
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For children and adolescents, psychotherapy which improves diabetes control, adherence 

to medical regimes and mood  is family based and involves family psychoeducation, 

communication and problem-solving skills training, skills training in adherence to diabetic 

medical regimes, relaxation training and coping skills training,  and contingency 

management programmes implemented by parents all of which aim to enhance adherence 

and promote self-regulation of negative mood states (Farrell et al., 2002; Hampson et al., 

2000; McQuaid & Nassau, 1999). For brittle diabetes where frequent medical crises occur, 

there is some evidence that family crisis intervention and intensive inpatient 

psychoanalytic psychotherapy may be effective (Fonagy & Moran, 1990). These 

conclusions on psychotherapy for children and adolescents with type 1 diabetes are 

consistent with international best practice guidelines (NICE, 2004b). 

 

ADJUSTMENT PROBLEMS FOLLOWING MAJOR LIFE STRESSES  

Psychotherapy is effective in helping children and families adjust to major life stresses and 

transitions including parental separation, death of a parent and physical abuse and 

neglect.  

 

Adjustment problems following parental separation 

Psychotherapy is effective in helping children and adolescents cope with the sequelae of 

parental separation and divorce. Such psychotherapy may be conducted on a group basis 

and include catharsis, psychoeducation, problem-solving and stress management training 

to help children grieve the loss of an intact family structure and develop skills required to 

manage the psychological and social challenges they face as a result of their parents 

separation (O'Halloran & Carr, 2000). The effectiveness of such child-focused 
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programmes may be enhanced by including a parallel parent training module which 

includes psyhchoeducation and support.  

 

Adjustment problems in following parental bereavement 

Effective psychotherapy for youngsters with complicated or traumatic grief following 

parental bereavement requires both family and individual oriented interventions (Cohen et 

al., 2002; Cohen & Mannarino, 2004; Kissane &  Bloch, 2002; Sandler et al., 2003). The 

family therapy aspect involves engaging families in treatment, facilitating family grieving, 

facilitating family support and decreasing parent-child conflict for the child experiencing 

traumatic grief, and helping the family to reorganize so as to cope with the demands of 

daily living  and move on in the absence of the deceased parent. The individual component 

of treatment involves exposure of the child to traumatic grief-related memories and images 

until a degree of habituation occurs, in a manner similar to the treatment of post traumatic 

stress disorder. This may be facilitated by viewing photos, audio and video recordings of 

the deceases, developing a coherent narrative with the child about their past life with the 

deceased, and a way to preserve a positive relationship with the memory of the deceased 

parent in the present.  

 

Adjustment problems following abuse and neglect 

Psychotherapy is effective in alleviating adjustment problems associated with physical and 

sexual abuse and neglect. 

 

Physical abuse and neglect. For physical child abuse either alone or accompanied by 

neglect, effective psychotherapy is family-based and addresses  specific problems in 

relevant subsystems including children’s posttraumatic  adjustment problems;  parenting 
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skills deficits;  and the overall supportiveness of the family and social network (Chaffin & 

Friedrich, 2004; Edgeworth & Carr, 2000; MacLeod & Nelson, 2000; Skowron & 

Reinemann, 2005; Tolan et al., 2005). Where parents have very poorly developed self-

regulation and child-management skills, the child may initially be placed in a residential 

unit or therapeutic day care centre, which provides the child with a protective, supportive 

and intellectually stimulating context within which positive parent-child interaction may be 

fostered. Effective parent-focused interventions for physical abuse and neglect include 

behavioural parent training which equips parents with child management skills and 

individual therapy which helps parents develop the skills required for regulating negative 

emotional states notably anger, anxiety and depression. Effective interventions for the 

family and the wider system within which physical child abuse and neglect occurs entails 

co-ordinated intervention with problematic subsystems based on a clear assessment of 

interaction patterns that may contribute to abuse or neglect. The aim of such intervention is 

to restructure relationships within the child's social system so that  interaction patterns that 

may contribute to abuse or neglect will not recur. Here therapy may focus on enhancing 

the quality of the marital relationship; the supportiveness of the extended family; and co-

ordination of other inputs to the family from educational, social and health services. 

 

Child sexual abuse. For child sexual abuse, effective treatment involves concurrent  

treatment of abused children and their non-abusing parents, in group or individual 

sessions, with periodic conjoint parent-child sessions (Cohen et al., 2005; Putnam, 2003; 

Ramchandani  & Jones, 2003; Reeker et al., 1997). Where intrafamilial sexual abuse has 

occurred, it is essential that the offender live separately from the victim until they have 

completed a treatment programme and been assessed as being at low risk for re-

offending. Effective child-focused therapy involves catharsis and identification of multiple 
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complex emotions associated with abusive experiences. Through repeated exposure to 

abuse-related memories by recounting their experiences children process and habituate to 

intense negative feelings evoked by traumatic memories. Effective treatment for sexually 

abused children also includes relaxation and coping skills training; learning assertiveness 

and safety skills; and addressing victimization, sexual development and identity issues. 

Concurrent and conjoint work with non-abusing parents and abused children focuses on 

helping parents develop supportive and protective relationships with their children, and 

develop support networks for themselves.  

 

DEVELOPMENTAL DISABILITIES 

Highly structured psychosocial interventions are effective in treating adjustment problems 

and mental health difficulties of children, adolescents and adults with developmental 

disabilities including intellectual disability and autism spectrum disorders. 

 

Intellectual disability 

For children, adolescents and adults with intellectual disability, behavioural and cognitive-

behavioural psychotherapy tailored to the ability level of clients may lead to improved 

functioning where the presenting problems include interpersonal problems and challenging 

behaviour (Carr et al., 1999; Didden et al., 1997; Kennedy & Carr, 2002; Prout & Nowak-

Drabik, 2003; Whitaker, 2001). For interpersonal problems associated with problems 

regulating anger, anger management  is effective for clients with a level of intellectual 

ability sufficient to learn anger management skills. These include psychoeducation about 

anger, self-monitoring, relaxation and problem solving skills training (Whitaker, 2001). 

Behavioural interventions are effective in modifying challenging behaviour such as self-

injury, aggression, temper tantrums and property destruction. These interventions may be 
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proactive or suppressive and to be effective must be based on a detailed functional 

analysis of the challenging behaviour they are designed to modify. Proactive interventions 

include functional communication training, negative reinforcement, neutralizing routines 

and instructional manipulation. Suppressive Interventions include overcorrection and 

restraint. 

 

Autism spectrum disorder 

For children with autistic spectrum disorder, highly structured intensive interventions 

conducted for 20 or more hours per week over time periods spanning up to two years can 

lead to improvement in functioning. Applied behavioural analysis, structured teaching and 

speech and language focused programmes hold greatest promise in this area (Finnegan & 

Carr, 2002; Lord & National Research Council, 2001; Smith, 1999) .   

 

COMMON FACTORS IN PSYCHOTHERAPY 

The research literature on psychotherapy with children, adolescents, adults, couples and 

families indicates that while specific evidence-based treatments have been shown to be 

effective with specific psychological problems and disorders, there are also factors 

common to all forms of effective psychotherapy. Common factors included those 

associated with the  therapy process, the therapist and the client. What follows is a cursory 

review of such factors.  

 

Client factors 

The following client characteristics have been associated with a positive therapeutic 

outcome: moderate to high personal distress; lower levels of symptom severity; lower 

levels of functional impairment; lower case complexity;  greater readiness to change; early 
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response to therapy; psychological mindedness; ego-strength; capacity to make and 

maintain relationships; the availability of social support; and higher socio-economic status 

(Clarkin & Levy, 2004). 

 

Therapy process factors 

The therapeutic relationship or alliance is the most important single common factor in 

psychotherapy (Shirk & Karver , 2003). In a good therapeutic alliance the therapist is 

empathic and collaborative and the client is co-operative and committed to recovery. 

Effective therapy involves the common procedures for  problem exploration and 

reconceptualization; provision of a credible rationale for conducting therapy; generating 

hope and the expectation of improvement; and mobilizing clients to engage in problem 

resolution by providing support and encouraging emotional expression; by facilitating new 

ways of viewing problems and by helping clients to develop new ways of behaving 

adaptively (Frank, & Frank, 1991; Hubble et al., 1999; Karasu, 1986; Lambert & Ogles, 

2004; Norcross, 2002; Norcross & Goldfried, 2003; Olinsky et al., 2004; Sprenkle & Blow, 

2004; Wampold, 2001). For specific disorders, multimodal programmes in which 

psychotherapy and psychotropic medication are combined are more effective than either 

alone (Kazdin, 2004; Thase & Jindal, 2004). In children, the effectiveness of systemic 

therapy in ADHD which includes parent-management training, school intervention, and 

self-instructional training for the child can be greatly enhanced by combining this with 

stimulant therapy. In adolescents and young adults being treated with antipsychotic 

medication for schizophrenia, relapse rates may be reduced by offering psyhoeducational 

family therapy to reduce family stress and cognitive behaviour therapy to improve 

symptom management. 
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Therapist factors 

The following therapist characteristics have been associated with therapeutic 

improvement: personal adjustment; therapeutic competence; matching therapeutic style to 

clients’ needs; credibility; problem solving creativity; capacity to repair alliance ruptures; 

specific training, flexible use of therapy manuals, and feedback on client recovery (Beutler 

et al., 2004; Carr, 2000b; Hibbs & Jensen, 2005; Kazdin & Weiss, 2003; Lambert et al 

2003; Nathan et al., , 2002; Roth & Fonagy, 2005;) 

 

CONCLUSION 

Extensive computer and manual literature searches yielded a wealth of empirical evidence 

supporting the benefits of psychological interventions for a wide range of problems in 

children and adolescents. While specific evidence-based treatments are effective with 

specific psychological disorders, there are also factors common to all forms of effective 

psychotherapy which include those associated with therapy process, the therapist and the 

client.  
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Table 7.1. Problems in childhood and adolescence for which evidence-based effective psychological 
interventions have been developed 
 

 
Sleep problems 
 
Toileting problems  
          Enuresis & encopresis 
 
Attention deficit hyperactivity disorder 
 
Pre-adolescent oppositional defiant disorder  
 
Adolescent conduct disorder  
 
Adolescent drug abuse 
 
Child and adolescent depression 
 
Child and adolescent anxiety disorders  
           Phobias, selective mutism, separation anxiety and generalized anxiety, obsessive compulsive disorder,   
            post- traumatic stress disorder 
 
Eating disorders 
            Feeding problems, anorexia, bulimia, obesity 
 
Schizophrenia  
 
Paediatric pain problems  
            Headaches, recurrent abdominal pain, medical procedures 
 
Adjustment to chronic medical conditions 
            Asthma & diabetes 
 
Adjustment problems following major life transitions and stresses 
           Parental separation, bereavement & child abuse and neglect 
 
Adjustment problems associated with developmental disabilities 
           Intellectual disability and autistic spectrum disorder 
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CHAPTER 8 

RECOMMENDATIONS 

 

SUMMARY 

• Plan services to take account of the fact that 1 in 5 young people under 18 have 

mental health problems. 

• Plan services to take account of the fact that some disorders are more common 

than others 

• Screen young people to detect mental health problems early 

• Assertively  engage with young people at risk 

• Offer stepped care to cases that screen positive for mental health problems 

• Conduct evidence-based assessment and intervention  

• Conduct comprehensive assessments as a basis for coherent case formulation 

• Match intensity of multidisciplinary assessment to case complexity 

• Insure high quality delivery of evidence-based treatments 

• Plan services to take account of case mix along chronicity, complexity and risk 

dimensions 

• Make polices to co-ordinate multiagency input 

• Gather data to facilitate service monitoring and evaluation  

• Conduct routine service audit 

• Refine services for non-responders and special groups 

• Involve users in service development 

• Create partnerships with universities for  service-based research and innovation.  

 

INTRODUCTION 
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The recommendations set out in this chapter, are based on the findings of the research 

data presented in chapters 1-6 and the review of evidence based treatment of 

psychological difficulties in children and adolescents in chapter 7.  The recommendations 

are fully consistent with  the Report of the Expert Group on Mental Health Policy: A Vision 

for Change (O’Connor, 2006).  

 

SERVICE PLANNING AND PREVALENCE 

Services for 1 in 5. Services for children with mental health problems should be planned 

so as to take account of the fact that about 1 in 5 young people under 18 have significant 

psychological disorders. 

 

Common and rare disorders. Services should be planned to take account of the fact that 

some disorders are more common than others.  The most common disorders found in the 

Clonmel project were disruptive behaviour disorders (such as oppositional defiant disorder, 

conduct disorder or attention deficit hyperactivity disorder) and anxiety disorders (such as 

phobias, separation anxiety, generalized anxiety). Mood disorders, alcohol abuse and 

intellectual disability which often occurs in conjunction with autism spectrum disorder, 

nicotine dependence, specific reading disorder, tic disorders, marijuana abuse use, and 

substance were less common than disorders already mentioned. Eating disorders, 

psychoses and bipolar disorder, while much rarer than those disorders mentioned so far, 

are particularly debilitating if left untreated and so it is critical that services plan for the 

assessment and treatment of these rarer, though very debilitating conditions. 

 

CASE FINDING 
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Early detection. Young people with psychological problems should be identified early 

through public health nursing, primary care services, community care services,  child care 

services, and educational services.   

 

Screening. A uniform system for screening young people for mental health problems in 

local health, child care and educational settings should be put in place.  The Child 

Behaviour Checklist (CBCL, Achenbach & Rescorla, 2000, 2002), and related instruments,  

or the briefer Strengths and Difficulties Questionnaire (SDQ, Goodman, 2001) are good, 

reliable and valid screening instruments. The CBCL has the advantage of being suitable 

for children under 5 and up to 18, but it contains over 100 items. The SDQ has the 

advantage of being under 30 items, but has an age range limited to children 5-16.  

 

Assertive engagement. Assertive strategies should be used to engage young people 

with mental health problems and their families in treatment. Family disorganization and 

lack of knowledge or motivation may prevent young people with psychological problems 

and their families from proactively engaging with health services. With young children, 

engagement should target parents. With adolescents, engagement strategies may directly 

target teenagers, as well as their parents  

 

Engaging young children. Community-based attractive, accessible, evidence-based, 

preventative parent training programmes may be used as a vehicle for identifying children 

at risk and engaging with families of young children with mental health difficulties. A variety 

of professionals, including family doctors, public health nurses, preschool and school staff 

may all play a role in helping parents engage with such programmes.  
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Engaging adolescents. For adolescents, community based, attractive, accessible drop-in 

centres may be used as a vehicle for engaging with adolescents at risk or in the early 

stages of developing mental health difficulties. Family doctors, school staff, and juvenile 

liaison officers may all play a role in helping adolescents engage with such programmes, 

especially where they use evidence-based approaches for working with families to engage 

young people in treatment, such as those have been shown to work well in cases of 

adolescent substance abuse (Szapocznik & Williams, 2000). 

 

EVIDENCE-BASED PRACTIVE & STEPPED CARE 

Stepped care. Young people and their families,  identified through screening, should be 

offered prompt intervention within the context of a stepped care model of service provision.  

Less intensive interventions should be offered within a primary care context initially and 

only if youngsters do not respond to these, should more intensive interventions be offered, 

or referral made to secondary or tertiary services. A stepped care model like this has been 

recommended for the treatment of childhood depression in the UK (NICE, 2005c).  

 

Evidence-based practice. Assessment and intervention services for young people with 

mental health problems should be evidence-based.  There is now a significant body of 

scientific evidence supporting the effectiveness of specific programmes for specific 

psychological disorders. There is also good evidence for the importance of certain 

common factors essential for any intervention programme to be effective.  

 

ASSESSMENT 

Assessment and formulation. Assessments should be comprehensively conducted with 

young people and members of their families, and where appropriate,  significant other 



 118 

members of their social and professional networks, especially where there is multi-agency 

involvement. Assessment should lead to a coherent formulation of the youngster’s main 

difficulties. For example, in a widely used approach to formulation (Carr, 2006), there is a 

specification of predisposing, precipitating, maintaining and protective factors in personal 

and contextual domains. Formulations are mini-theories about difficulties developed in a 

particular case and point to important targets for effective intervention.  

 

Matching assessment to case complexity. The involvement of multiple disciplines in 

assessment should be matched to case complexity. For children and adolescents with 

complex and/or chronic psychological problems, multidisciplinary assessment is often 

appropriate. Such assessments may involve one or more professionals including 

psychologists, paediatricians, psychiatrists, nurses, teachers, social workers, speech and 

language therapists, occupational therapists, family therapists, psychotherapists, 

behavioural support specialists, family support specialists, counsellors, child care workers 

and others. For cases with less complex and chronic problems, often assessments may be 

conducted by a single professional,  either alone or in consultation with colleagues from 

other disciplines.  

 

TREATMENT 

High quality delivery of evidence based treatments.  Evidence-based, empirically 

supported intervention programmes, such as those reviewed in chapter 7, should be 

implemented in ways that guarantee that they are delivered with a high degree of quality. 

Health service professionals require intensive initial training in the delivery of evidence-

based programmes; practice in adhering to programme manuals, guidelines and protocols; 

and ongoing supervision and feedback on programme effectiveness. Evidence-based 
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programmes should be delivered for the recommended duration of time. Staff  caseloads 

should be organized to allow sufficient time for training, supervision, manual use, and 

programme delivery for an adequate amount of time.  

 

Case mix and service planning. In planning services, distinctions should be made 

between different types of cases along a number of parameters including chronicity, 

complexity and risk. Broad distinctions may be made between cases with chronic life-long 

disorders or disabilities such as intellectual disability or autistic spectrum disorder on the 

one hand, and non-chronic or episodic disorders like anxiety or depression where 

treatment can lead to complete resolution of the condition or an episode of the condition. 

Distinctions should also be made between cases with focal problems, and complex cases 

with multiple problems, from multiproblem families where parents and other children have 

a variety of mental health or social adjustment problems. In addition, it is useful to 

distinguish between low risk cases and cases at high risk of self-harm or harm to others, 

such as those where child protection, suicide or violence are a central feature. In service 

planning, more resources per case should be invested in cases with high levels of 

chronicity, complexity and risk. 

 

Co-ordination of multiagency input. In planning health services, policies for interagency 

co-operation between all services involved with children should be developed to facilitate 

the co-odrinated delivery of primary, secondary and tertiary health services, with social, 

educational, and juvenile justice services. Uncoordinated multiagency input may actually 

exacerbate youngsters’ mental health problems.  

 

EVALUATION 
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Service monitoring and evaluation. Information systems should be put in place to 

facilitate the monitoring of service effectiveness and cost-effectiveness.  Standard intake 

information should be routinely collected on all cases referred for consultation, 

assessment, treatment, training  or case management. This information set should at a 

minimum  indicate critical case characteristics; the nature and extent of services provided 

to the case; and the effectiveness of the services provided. For initial  profiling of critical 

case characteristics, information relevant to the treatability of the case and the level of 

resources required to manage the case should be collected. These include data on 

whether each case:  

• Is high or low risk 

• Has a single focal problem or multiple complex psychological problems  

• Is developmentally normal or had additonal intellectual, developmental or physical 

disabilities 

• Is physically well or has additonal physical illnesses or medical conditions 

• Is living in a stable social situation or  has complex family problems (such as 

parental absence, parental physical or mental health problems, parental criminality, 

child protection problems within the family, or family acculturation / refugee status 

problems). 

The minimum service-related information recorded for each case should include data on 

main services provided with reference to the following areas:  

• Service type, making distinctions between important service categories such as 

consultation, assessment, treatment, case-management, training or some 

combination of these. 

• The overall number of hours of multidisciplinary input aggregated across all 

disciplines (psychology, psychiatry social work, nursing, SLT, OT,  etc). This should 



 121 

include the total number of hours provided by a whole team including direct contact 

with the child, family and professional network; and indirect service hours spent in 

case discussions, casework supervision, case conferences, court appearances, and 

report writing by all professionals and administrative staff. 

• The overall number of days in live-in /or inpatient placements, with distinctions 

made between different types of placements, such as hospital ward, foster care, 

residential care, respite care, high support care and so forth.  

• Special additional costly assessment and treatment services (e.g. CAT or MRI 

scans, UK-based specialist assessments or treatments) 

The minimum outcome-related information should include a psychometrically reliable and 

valid global index of functioning administered by trained staff, at intake and at 6 monthly 

intervals. Probably the best available instrument at present is the Health of the Nation 

Outcome Scales for Children and Adolescents - HoNOSCA (Gowers, S.G., Harrington, 

R.C., & Whitton, A. (1998). HoNOSCA Report on research and development . London 

CRU.http://www.liv.ac.uk/honosca/Home.htm ). HoNOSCA is a clinician rating scale which 

yields a total score and scores for 13 areas: anti-social behaviour, overactivity, self-injury, 

substance misuse, scholastic or language skills, physical illness or disability problems, 

hallucinations and delusions, somatic symptoms, emotional symptoms, peer relationships, 

self-care, family relationships, and school attendance. Ratings are made on 5 point scales 

and self-rated and parental rated versions of the instrument are also available. The 

HoNOSCA was developed in the UK and health professionals may be trained in its use.  

 

Routine service audit. Information systems like those recommended above, should be 

used to routinely audit services.  Staff with appropriate research skills (for example 
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psychology assistants) should be employed with an explicit remit for maintaining such 

information systems and conducting such audits.  

 

SERVICE  DEVELOPMENT 

Refining services for non-responders and special groups. Where young people are 

unable to benefit from routinely delivered evidence-based services, treatment programmes 

should be scientifically refined and developed to take account of the unique characteristics 

or vulnerabilities that prevent such cases from recovering. Cases with high levels of 

chronicity, complexity or risk; homeless children; children from ethnic minorities; traveller 

children; and others may all require the development or such refined programmes.  

 

User involvement. Young people and their families who use mental health and disability 

services should be involved in planning and developing attractive, accessible, effective 

evidence-based assessment, prevention and treatments services for child and adolescent 

mental health problems and disabilities.  

 

RESEARCH 

Partnership with universities and service-based research and innovation. Formal 

partnerships between health service units responsible for providing services for children 

with psychological difficulties and psychology departments or other relevant departments 

of universities should be established to facilitate staff training and the development and 

evaluation of new approaches to assessment, prevention and treatment of psychological 

disorders in young people. 

 

CONCLUSION 
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The epidemiological findings in chapters 1-6 and the review of empirically supported 

treatments in chapter 7 point to a set or recommendations for developing services for 

people under 18 in the Clonmel area. A summary of key recommendations is given in 

Table 8.1.  
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Table 8.1. Summary of key recommendations 

 

• Plan services to take account of the fact that 1 in 5 young people under 18 have mental health problems. 

• Plan services to take account of the fact that some disorders are more common than others 

• Screen young people to detect mental health problems early 

• Assertively  engage with young people at risk 

• Offer stepped care to cases that screen positive for mental health problems 

• Conduct evidence-based assessment and intervention  

• Conduct comprehensive assessments as a basis for coherent case formulation 

• Match intensity of multidisciplinary assessment to case complexity 

• Insure high quality delivery of evidence-based treatments 

• Plan services to take account of case mix along chronicity, complexity and risk dimensions 

• Make polices to co-ordinate multiagency input 

• Gather data to facilitate service monitoring and evaluation  

• Conduct routine service audit 

• Refine services for non-responders and special groups 

• Involve users in service development 

• Create partnership with universities for service-based research and innovation 
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